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EDITORIAL 


THE  1943  UNICAMERAL  SESSION 

We  need  not  be  prophets  to  predict  that 
as  the  legislative  hopper  assumes  its  cus- 
tomary shape  there  will  be  more  than  a few 
bills  of  medical  interest.  The  nature  of  these 
attempted  statutory  provisions  is  at  this  time 
anyone’s  guess.  That  some  new  measures 
are  necessary  in  this  field  no  one  can  deny. 
The  medical  practice  act,  for  example  could 
stand  revision.  Whether  such  an  effort  will 
be  made  this  year  we  do  not  know,  of  course. 
It  will  be  up  to  the  senators. 

In  his  New  Year  message  on  page  3 
President  King  points  out  the  urgent  need 
for  public  acquaintance  with  medical  prob- 
lems. The  theme  is  a practical  one  and  could 
be  applied  by  every  physician  on  his  daily 
rounds.  The  people  are  willing  to  listen  to 
our  side  of  the  story.  They  are  eager  for 
knowledge  on  the  social  and  economic  phases 
of  medicine.  By  and  large  the  average 
physician  spends  little  time  for  discussion  of 
this  side  of  his  profession.  He  usually  leaves 
the  task  to  “those  who  know  more”  about  it. 
In  reality  every  doctor  who  practices  medi- 
cine and  who  through  experience  has  ac- 
quired a viewpoint  would,  if  he  only  took  the 
trouble,  find  little  difficulty  in  imparting  his 
impressions  to  those  whom  he  knows  person- 
ally, and  who  believe  in  his  honesty  and  his 
integrity. 

Our  best  guard  against  unfavorable  medi- 
cal bills  are  our  patients  who  elect  the  legis- 
lators. But  our  patients  must  understand 
that  what  is  bad  legislation  for  the  physician 
is  even  worse  for  the  individual  and  the  pub- 
lic in  general. 


SECTIONAL  MEETINGS 

One  of  the  problems  which  organized  medi- 
cine faces  is  that  which  concerns  scientific 
meetings.  As  previously  recorded,  the  Amer- 
ican Medical  Association  has  decided  not  to 
hold  its  annual  sessions  this  year.  The 
American  College  of  Physicians  and  the 
American  College  of  Surgeons  likewise  post- 
poned their  meetings,  probably  for  the  dura- 
tion of  the  war.  It  was  felt  by  the  Execu- 
tive Committees  of  these  organizations  that 
in  lieu  of  the  regular  sessions  which  involve 
traveling  over  long  distances,  regional  meet- 
ings would  be  ample  substitutes  for  the  cus- 
tomary national  gatherings.  Such  meetings 
afford  the  physician  the  advantages  of  re- 
acquainting himself  with  the  latest  develop- 
ments in  medicine  and  at  the  same  time  sup- 
ply the  mental  diversion,  even  if  only  for  a 
short  time,  from  an  overworked  daily  rou- 
tine. 

Whether  the  Nebraska  State  Medical  As- 
sociation will  hold  its  sessions  this  spring  is 
not  yet  certain.  In  a recent  statement  in  The 
Journal,  Dr.  King,  the  president,  expressed 
doubt  about  the  probability.  The  Council  is 
scheduled  to  meet  at  its  midwinter  session 
this  month  and  an  official  statement  to  that 
effect  will  likely  be  made.  It  is  gratifying 
that  the  Executive  Committee  of  the  Oma- 
ha-Midwest  Clinical  Society  after  extensive 
discussion  recommended,  and  the  member- 
ship voted  for  a full  session  in  1943.  The 
Society  felt  that  the  success  of  the  last  ses- 
sions proved  that  war  or  no  war,  physicians 
throughout  this  area  are  keenly  interested  in 
advances  in  medicine,  and  they  are  eager  to 
participate  in  the  sessions  even  under  many 
sacrifices.  The  officers  and  the  members 
cannot  let  the  doctors  down  especially  when 
state  and  national  organizations  are  not  in  a 
position  to  hold  their  meetings. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
January,  1943 


THE  CHOICE  OF  AN  ANESTHETIC 

A quarter  of  a century  ago  when  the  sur- 
geon made  a diagnosis  of  a condition  which 
required  an  operation  there  was  no  dispute 
over  the  nature  of  the  anesthetic  to  be  ad- 
ministered. Chloroform  was  considered  dan- 
gerous for  routine  use.  Only  those  who  had 
had  extensive  experience  and  knew  just  how 
to  slant  the  mask  and  exactly  at  what  dis- 
tance from  the  face  and  what  rate  of  speed 
to  drop  the  stuff  for  the  patient  to  inhale, 
were  brave  enough  to  act  willingly  as  anes- 
thetists. Nitrous  oxide  was  limited  to  minor 
surgical  procedures.  Ether  was  the  anes- 
thetic of  choice,  and  though  the  intern  on 
anesthesia  service  would  feel  his  hands  trem- 
ble when  holding  the  can  for  the  first  few 
times,  he  would  somehow  acquire  the  neces- 
sary self  confidence  and  by  the  time  his 
service  was  completed  he  would  generally 
consider  himself  quite  competent  as  an  anes- 
thetist. As  in  other  branches  of  medicine 
and  surgery  much  has  happened  in  this  field. 
New  agents  have  come  and  new  procedures 
have  developed.  Today  the  bulletin  board  of 
a respectable  hospital  will  indicate  almost  as 
many  different  anesthetics  on  a given  morn- 
ing as  there  are  patients  scheduled  for  oper- 


ations. Anesthesia  deserves  a place  among 
the  other  medical  specialties.  In  fact  it  is 
rapidly  being  appreciated  as  such,  but  with 
the  advent  of  the  war  progress  in  organiza- 
tion and  recognition  will  obviously  be  re- 
tarded. 

The  ideal  anesthetic  uniformly  the  best 
for  all  patients  has  not  yet  been  discovered 
and  it  is  extremely  doubtful  that  such  a 
panacea  exists.  Anesthetics,  like  operations, 
must  be  picked  to  suit  the  needs  and  idiosyn- 
cracies  of  the  individual.  The  choice  must  be 
made  after  an  evaluation  of  the  properties  of 
the  selected  agent  in  the  light  of  physiologi- 
cal capacity  of  the  patient.  In  the  estima- 
tion of  this  physiologic  capacity  one  must 
ever  be  mindful  of  the  interdependence  of 
function  of  the  various  organs  not  only  under 
normal  conditions  but  specifically  under  the 
anesthetic  in  use.  In  a recent  paper  in  “In- 
terdependence of  Function  in  Anesthesia” 
Boume(1)  presents  an  excellent  discussion  of 
the  problem.  Although  the  author  does  not 
single  out  any  one  particular  agent  the  prin- 
ciples underlying  all  anesthetics  deserve  care- 
ful study  and  consideration. 

1.  Wesley  Bourne,  J.  A.  M.  A.,  Vol.  120,  p.  997 
(Nov.  28)  1942. 


AN  IMPORTANT  MESSAGE  FROM  THE 


OFFICE  FOR  EMERGENCY  MANAGEMENT 


WAR  MANPOWER  COMMISSION 

WASHINGTON,  D.  C. 


PROCUREMENT  and  ASSIGNMENT  SERVICE  for 
PHYSICIANS,  DENTISTS  and  VETERINARIANS 


December  16, 1942 


“It  is  of  the  utmost  importance  that  the  Procurement  and  As- 
signment Service  for  Physicians,  Dentists,  and  Veterinarians,  imme- 
diately has  the  name  of  any  doctor  who  really  is  willing  to  be  dis- 
located for  service,  either  in  industry  or  in  over-populated  areas,  and 
who  has  not  been  declared  essential  to  his  present  locality.  This  is 
necessary  if  the  medical  profession  is  to  be  able  to  meet  these  needs 
adequately  and  promptly.  We  urgently  request  that  any  physician 
over  the  age  of  45  who  wishes  to  participate  in  the  war  effort  send  in 
his  name  to  the  State  Chairman  for  the  Procurement  and  Assign- 
ment Service  in  his  State.”  0.  , 

Sincerely  yours, 

FRANK  H.  LAHEY,  M.  D., 
Chairman  Directing  Board. 
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t_A  <jVtessages  from  Your 


l\[ew  Year  Greetings  and 
ri Best  Wishes  — 

We  approach  the  new  year  with  lighter 
hearts  and  greater  hopes  than  we  did  the 
year  just  past.  The  treacherous  attack  upon 
our  country  by  a barbaric  enemy  had  us 
stunned  for  a while,  but  the  passing  weeks 
indicate  that  we  have  regained  our  balance 
and  thanks  to  ability  and  leadership  of  our 
military  authorities  and  the  valor  and  sacri- 
fices of  our  boys  in  the  services,  we  have 
struck  back  with  vigor  and  effectiveness. 
There  is  much  more  to  be  done  before  vic- 
tory is  ours,  but  that  it  will  be  done  we  re- 
main fully  confident.  We  cannot  fail.  The 
task  will  be  a difficult  one,  we  appreciate. 
Yet  we  must  not  falter.  No  sacrifice  is  too 
great  to  attain  our  goal.  America  must  re- 
main a free  country,  and  its  citizens  must 
remain  free  to  exercise  their  rights  to  live  in 
liberty  and  decency. 

And  while  we  are  making  a desperate  ef- 
fort to  retain  the  better  things  in  life  let  us 
not  forget  our  professional  freedoms  and 
rights.  Even  as  these  words  are  written  our 
parent  organization,  the  American  Medical 
Association,  stands  indicted  as  interfering 
with  the  Sherman  Anti-Trust  Law,  an  in- 
dictment which  may  be  applied  against  any 
physician  who  in  theory  and  practice  be- 
lieves in  ethical  standards  of  conduct.  This 
condition  is  only  one  of  the  many  problems 
which  today  threatens  our  security. 

Our  predicament,  it  has  always  seemed  to 
me,  is  the  result  of  a failure  on  the  part  of 


‘Presidents 


DEXTER  D.  KING 

the  public  to  appreciate  our  aims  and  our 
ideals.  Individually  our  patients  love  and  re- 
spect us.  But  collectively  they  do  not  appear 
to  understand  us.  Have  we  been  amiss  in 
our  efforts  to  acquaint  the  people  with  what 
as  an  independent  profession,  we  have  ac- 
complished ? I think  we  have.  In  our  eager- 
ness to  serve  our  families  as  medical  advis- 
ors we  tend  to  forget  the  fact  that  these  peo- 
ple are  citizens  who  have  impressions  upon 
which  they  form  their  opinions,  they  can  dis- 
cuss problems  of  an  educational  nature. 
They  are  Americans  with  a social  conscious- 
ness and  a vote. 

I suggest  that  each  and  every  one  of  us 
begin  NOW  to  utilize  every  occasion  that 
may  present  itself,  to  tell  our  story.  Let  us 
relate  our  problems  truthfully  and  without 
apologies,  because  we  have  nothing  to  hide 
and  certainly  nothing  for  which  to  apologize. 
Misguided  reformers  and  ambitious  politi- 
cians have  in  the  past  done,  and  will  undoubt- 
edy  continue  in  the  future  to  do,  a lot  of  loud 
talking  about  us.  We  in  our  individual  mod- 
esty either  ignored  them  entirely  or  at  times 
answered  malicious  accusations  with  invec- 
tives. Let  us  change  our  policy  and  start 
actively  and  deliberately  to  take  our  patients 
into  our  confidence.  I feel  sure  that  they 
deserve  it.  For  they  too,  are  threatened  by 
bureaucracy. 


D.  D.  KING,  President. 


Postoperative  Neurologic  Complications* 

HENRY  W.  WOLTMAN,  M.  D. 

Section  on  Neurology 
Mayo  Clinic,  Rochester,  Minnesota 


To  those  who  are  familiar  with  the  long 
and  trying  route  over  which  surgery  in  all 
its  departments  has  advanced,  and  with  the 
tireless  and  devoted  application  of  surgeons 
to  master  the  difficulties  and  niceties  of  the 
art,  the  attainments  have  been  more  than 
pleasing.  The  layman,  however,  having  some 
information  but  no  understanding  of  the  re- 
lated medical  problems  is  inclined  to  lay  any 
postoperative  complication  at  the  door  of  the 
surgeon,  however  innocent  of  it  he  may  be. 
Actually  few  neurologic  complications  are 
due  to  the  anesthesia  or  to  the  operation  it- 
self. Some  have  been  in  the  making  years 
before  the  operation,  some  mav  develop  years 
later,  but  I shall  consider  only  those  that 
usually  are  observed  while  the  patient  is  still 
in  the  hospital  as  a convalescent. 

POSTOPERATIVE  LESIONS  OF  NERVES 

It  is  not  beside  the  point  to  note  that  pro- 
longed and  heavy  sedation  not  onlv  relieves 
the  pain  of  operation  but  also  the  discomfort 
incidental  to  the  maintenance  of  one  position 
for  a long  time.  Among  the  postoperative 
neurologic  complications,  the  least  serious 
but  most  resented  is  injury  of  some  peri- 
pheral nerve  while  the  patient  is  on  the  op- 
erating table. 

After  the  patient  has  regained  conscious- 
ness, he  may  become  aware  of  numbness  and 
perhaps  also  of  weakness  of  the  little  finger 
and  adjacent  part  of  the  hand,  or  he  may 
find  that  extension  of  the  fingers  and  wrist 
is  impossible.  Thanks  to  the  exercise  of 
greater  care  in  securing  the  arms,  injury  to 
the  ulnar  and  radial  nerves  by  the  edge  of  the 
operating  table  has  become  almost  a thing 
of  the  past.  Physical  therapy  and  time  suf- 
fice to  bring  about  recovery  in  most  cases. 
When  an  injury  to  a nerve  has  bepn  so  severe 
as  to  necessitate  regeneration,  a helpful  rule 
of  thumb  in  estimating  the  time  recovery 
will  require  is  to  allow  one  day  for  each  milli- 
meter of  needed  growth. 

Ulnar  neuritis  in  one  or  both  arms  also 
may  appear  gradually  during  convalescence. 
It  generally  occurs  in  cases  in  which  patients 
have  lost  considerable  weight.  In  some  cases 
the  neuritis  is  due  to  impingement  of  the 

*Read  before  the  meeting  of  the  Nebraska  State  Medical  As- 
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ulnar  nerve  on  the  bed,  particularly  when 
the  patient  lies  for  long  periods  on  his  back ; 
in  others,  it  is  encountered  when  the  patient 
rests  his  arms  on  the  unupholstered  arms  of 
a chair. 

The  homologue  in  the  lower  limbs  is 
evinced  by  foot  drop  and  occasional  numb- 
ness of  the  dorsum  of  the  foot.  Peroneal 
nerve  palsy  may  be  caused  by  pressure  of 
poorly  designed  or  inadequately  padded  rests 
used  to  hold  the  legs  in  the  lithotomy  posi- 
tion. It  also  may  develop  gradually  after 
operation.  In  such  cases,  not  only  pressure 
on  the  underlying  mattress  but  also  traction 
incidental  to  hyperextension  of  the  knees  on 
a sagging  mattress  is  responsible.  Corre- 
sponding to  “arm-chair”  ulnar  neuritis  is 
“crossed  leg,”  peroneal  neuritis.  In  cases 
of  this  type  of  neuritis  the  patients  almost 
alwavs  are  found  seated  with  the  affected 
leg  crossed  over  the  well  leg.  The  treatment 
is  no  different  from  that  of  similar  ulnar 
palsies.  The  suggestion  to  use  a splint  to 
hold  up  the  foot  is  usually  not  followed  by 
the  patient.  The  anterior  crural  nerve  is 
seldom  injured,  but  injury  of  this  nerve  may 
result  from  excessive  external  rotation  of 
the  thigh  in  the  lithotomv  position  and  dur- 
ing operations  for  femoral  hernia. 

The  brachial  plexus  may  easily  be  injured. 
In  going  over  cases  of  this  type  of  injury  one 
is  struck  by  three  observations:  First,  that 
it  almost  always  occurs  among  women, 
whereas  most  of  the  aforementioned  types 
of  neuritis  usually  occur  in  the  less  uphol- 
stered male;  second,  that  the  operation  was 
usually  pelvic,  and  third,  that  the  palsy  is 
usually  of  the  upper  plexus  type.  Traction 
on  the  wrists  and  pressure  on  inadequately 
padded  shoulder  rests  while  patients  are  in 
the  Trendelenburg  position  are  often  respon- 
sible. Radical  amputation  of  the  breast  and 
thorocoplasty  may  require  abduction  of  the 
arm  above  the  level  of  the  shoulder,  a posi- 
tion that  may  cause  traction  on  the  brachial 
plexus  or  compression  of  the  plexus  by  the 
clavicle. 

The  pressure  of  retractors  during  the  re- 
moval of  tumors  also  may  injure  nerves. 
The  attempted  injection  of  solutions  into  the 
veins  at  the  elbow  may  injure  the  median 
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nerve.  In  opening  abscesses,  the  long  thor- 
acic nerve,  the  spinal  accessory  nerve  and 
the  median  or  ulnar  nerves  in  the  palm  are 
among  those  most  often  severed.  Poorly 
fitting  or  improperly  used  crutches  and  casts 
may  cause  pressure  on  the  brachial  plexus 
and  on  the  long  thoracic  nerve  of  Bell.  Nerve 
injuries  associated  with  fractures  and  their 
care,  obstetrical  injuries  to  the  nerves  of 
mother  or  child  and  serum  paralysis  are  well 
known  and  easily  recognized.  Injury  of  the 
twelfth  thoracic  nerve,  incidental  to  opera- 
tions on  the  kidneys,  may  result  in  pain 
which  is  suggestive  of  further  trouble  in  the 
kidney.  Abdominal  incisions  that  sever  im- 
portant nerves  may  eventuate  in  weakness 
and  deformity  of  the  abdominal  wall. 

The  most  frequently  paralyzed  of  the 
cranial  nerves  is  the  sixth,  which  supplies 
the  external  rectus  muscle  of  the  eye.  This 
condition  has  been  mentioned  as  a rare  com- 
plication of  spinal  anesthesia  but  it  is  not 
limited  to  this  method  of  anesthesia,  or  to 
injury  of  the  sixth  cranial  nerve.  How  this 
condition  is  produced  is  unknown,  but  it 
usually  appears  seven  to  ten  days  after  op- 
eration and  is  not  permanent.  The  follow- 
ing case  is  an  example. 

A man,  aged  fifty-nine  years,  underwent  opera- 
tion under  spinal  anesthesia  for  purulent  cholecys- 
titis. Three  days  after  operation,  palsy  of  the  right 
sixth  nerve  appeared  and  eighteen  days  after  op- 
eration palsy  of  the  left  sixth  nerve  occurred.  Two 
and  a half  months  later  his  eyes  were  normal. 

In  operations  on  the  neck,  the  ninth,  tenth, 
eleventh,  and  twelfth  cranial  nerves,  the 
cervical  sympathetic  nerves  and  the  brachial 
plexus  may  be  traumatized.  During  tonsil- 
lectomy and  dental  operations,  the  twelfth 
cranial  nerve  and  the  third  division  of  the 
fifth  cranial  nerve  may  be  injured  inad- 
vertently. An  alcoholic  injection  meant  for 
the  trigeminal  nerve  may  paralyze  the  oculo- 
motor or  eighth  nerve. 

POSTOPERATIVE  HEMIPLEGIA 

I shall  now  consider  a more  frequent  and 
alarming  complication.  Hemiplegia  or  other 
focal  lesions  of  the  brain  occasionally  may  be 
discovered  when  the  patient  awakens,  but 
the  usual  interval  between  operation  and  on- 
set of  the  disability  is  about  seven  days.  The 
patients  may  range  from  children  to  the 
very  aged,  the  average  age  at  the  time  of  the 
accident  being  about  fifty  years.  The  ill- 
nesses leading  to  operation  are  rather  well 
distributed  throughout  the  fields  of  general 


surgery,  and  all  types  of  anesthesia  are 
usually  well  represented. 

I was  especially  interested  to  learn,  if  pos- 
sible, the  cause  of  this  type  of  hemiplegia. 
For  example,  four  days  after  thyroidectomy, 
a woman,  aged  forty-one  years,  was  sitting 
in  a chair  when  the  left  side  of  her  body 
suddenly  became  paralyzed.  Nine  months 
later  a second  attack  of  hemiplegia  occurred. 
The  cause  was  probably  embolism,  since  she 
had  mitral  endocarditis.  A recurring  nota- 
tion on  the  histories  of  patients  who  have 
had  hemiplegia  is  that  of  auricular  fibrilla- 
tion. It  is  probable  that  embolism  of  cardiac 
origin  is  the  cause  of  hemiplegia  in  at  least 
a third  of  the  cases. 

Of  the  patients  with  postoperative  hemi- 
plegia who  had  hypertension,  one  was  a 
woman,  aged  fifty-three  years,  who  had 
had  transient  left  hemiplegia  before,  and 
again  four  days  after,  hysterectomy.  Since 
most  of  the  patients  recovered  soon  and  en- 
tirely from  the  hemiplegic  attacks,  it  is  prob- 
able that  they  were  not  caused  by  hemor- 
rhages but  by  arterial  spasm,  or  edema  such 
as  has  been  observed  to  come  and  go  in  the 
retina.  Cerebral  hemorrhage  related  to  hy- 
pertension may,  of  course,  occur.  It  also  may 
follow  rupture  of  a congenital  aneurysm, 
which  is  usually  situated  in  the  circle  of 
Willis.  Wholly  unexpected  are  those  in- 
stances in  which  death  may  occur  suddenly 
within  two  or  three  days  after  some  simple 
abdominal  operation.  Three  such  instances 
were  observed  recently  in  which  a small,  and 
fresh  necrotic  window  in  the  posterior  in- 
ferior cerebellar  artery  gave  way.  The  cause 
of  the  necrosis  was  unknown. 

In  another  case,  a woman,  aged  seventy-two  years, 
had  had  hypertension  for  more  than  twenty-two 
years.  On  the  thirteenth  day  after  hysterectomy 
left  hemiplegia  developed  which  was  associated  with 
elevation  of  both  eyes.  Thirty-three  hours  later  she 
died.  Necropsy  disclosed  advanced  arteriosclerosis 
of  the  cerebral  vessels  and  complete  arteriosclerotic 
occlusion  of  the  right  internal  carotid  artery,  with 
softening  of  the  right  half  of  the  brain. 

Hemiplegia  may  also  be  caused  by  impeded  venous 
circulation. 

A man,  aged  forty-two  years,  had  undergone  op- 
eration for  carcinoma  of  the  sigmoid.  On  the 
twelfth  day  he  felt  entirely  well  and  was  sitting  in 
a chair  and  chatting  gaily  with  his  brothers.  His 
right  hand  suddenly  began  to  twitch,  and  continued 
to  do  so.  There  was  gradual  extension  of  this 
twitching  to  the  entire  right  side  of  his  body,  which 
became  paralyzed  on  the  following  day.  He  died 
after  forty-eight  hours.  At  necropsy  the  left  rolan- 
dic  vein  was  found  to  be  thrombosed. 
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The  possibility  of  fat  embolism  of  the  cere- 
bral vessels  causing  postoperative  hemiplegia 
is,  I think,  unlikely,  since  this  is  often  mani- 
fested by  increasing  somnolence  and  stupor. 

Lhermitte  and  Aman-Jean(1)  have  report- 
ed a case  in  which  the  patient,  aged  sixty- 
three  years,  had  a firm  tumor  in  the  left 
cervical  region  from  which  a specimen  for 
biopsy  was  taken.  The  external  jugular 
vein,  which  was  embedded  in  this  firm  mass, 
was  cut  and  remained  gaping.  A hissing 
sound  was  heard  on  three  successive  respira- 
tions; in  five  or  six  seconds  a bruit  was 
clearly  audible  in  the  region  of  the  heart,  and 
in  four  or  five  minutes  the  left  side  became 
paralyzed  and  remained  so  for  half  an  hour. 
Six  days  later,  when  a tampon  was  removed, 
the  same  noise,  followed  by  hemiplegia,  re- 
curred. Lhermitte  and  Aman-Jean  were  of 
the  opinion  that  the  air  passed  through  the 
lungs  on  its  way  to  the  heart  and  brain. 

The  question  often  arises  whether  hemi- 
plegia is  due  to  metastasis  when  the  opera- 
tion has  been  performed  for  carcinoma.  This 
is  rarely  the  case  in  hemiplegia  of  abrupt 
onset,  since  metastatic  nodules  generally  pro- 
duce their  symptoms  more  gradually.  When 
hemiplegia  occurs  with  thoracic  empyema,  it 
may  presage  the  formation  of  an  abscess  in 
the  brain. 

Of  the  series  of  patients  with  hemiplegia, 
a little  less  than  half  recovered  completely, 
a third  died  within  thirty-five  days,  and  the 
remainder  had  more  or  less  residual  dis- 
ability. 

CONVULSIONS 

As  a rule,  convulsions  make  their  appear- 
ance within  ten  days  following  operation,  and 
they  are  not  to  be  taken  lightly  since  they 
are  generally  symptoms  of  some  organic 
cerebral  lesion.  They  may  be  local  or  gen- 
eral, tonic  or  clonic  and  they  are  often  fol- 
lowed by  paralysis.  Spinal  puncture  is  of 
diagnostic  help  and  may  have  therapeutic 
value. 

The  following  case  is  illustrative. 

A youth,  aged  eighteen  years,  was  operated  on 
under  gas  anesthesia  for  a perforated  gastric  ulcer. 
On  the  following  day  five  generalized  convulsions 
occurred  in  rapid  succession.  The  neck  was  found 
to  be  rigid.  A bloody  spinal  fluid  indicated  hemor- 
rhage. At  this  age,  it  is  likely  that  the  hemorrhage 
was  the  result  of  a ruptured  aneurysm.  Recovery 
was  complete. 

In  a case  in  which  a girl,  aged  eight  years, 
had  a gangrenous  appendix  removed  under 


gas  and  ether  anesthesia,  convulsions  ap- 
peared while  she  was  under  the  anesthesia. 
She  recovered  from  every  disturbing  symp- 
tom within  twenty-four  hours.  This  repre- 
sents one  of  the  little  understood  cases  of 
“ether  convulsions,”  that  usually  occur  in  the 
presence  of  toxemia  and  are  controlled  best 
by  the  intravenous  administration  of  barbi- 
turates. 

GENERALIZED  RIGIDITY 

Immediately,  or  several  days  after  opera- 
tion, there  may  develop  a state  of  generalized 
lead-pipe  rigidity.  It  is  a serious  omen,  but 
some  patients  slip  into  this  state  and  out  of 
it  again  and  recover.  The  tendon  and  pupil- 
lary reflexes  may  be  absent  or  present,  there 
may  or  may  not  be  tremor,  and  the  patient 
may  be  clear,  confused,  or  comatose. 

When  this  condition  occurs,  the  tentative 
diagnosis  of  meningitis  is  usually  made  since 
the  neck  is  found  to  be  rigid.  Continued  ap- 
plication of  pressure  in  raising  the  head  will 
gradually  permit  complete  flexion  of  the 
head  on  the  thorax,  which  is  not  true  in 
meningitis.  When  the  head  is  released  it 
may  sink  slowly  and  one  may  even  encounter 
some  resistance  when  it  is  pushed  down  on 
the  pillow.  The  limbs  also  exhibit  lead-pipe 
rigidity  and,  as  in  the  case  of  the  neck,  con- 
tinued pressure  during  the  performance  of 
Kernig’s  test  will  enable  one  to  extend  the 
patient’s  legs  completely;  the  abrupt  spasm 
noted  in  meningitis  on  palpation  of  the  ham- 
string muscles  whenever  a given  angle  is 
reached  is  missing.  Such  an  extrapyramidal 
rigidity  may  be  observed  also  in  pneumonia, 
typhoid  fever,  and  hepatic  insufficiency.  The 
condition  suggests  the  possibility  of  intoxica- 
tion or  deficiency. 

A somewhat  similar  condition,  but  resem- 
bling decerebrate  rigidity,  has  been  observed 
following  spinal  anesthesia  in  which  the 
usual  dose  is  administered  to  a patient  who 
has  profound  anemia.  This  is  probably  the 
result  of  anoxia,  to  which  neurologic  compli- 
cations related  to  anesthesia  with  nitrous 
oxide  also  have  been  attributed.  The  dose  of 
anesthetic  agent  given  intraspinally  should 
be  sharply  reduced  in  cases  of  anemia,  as 
Lundy  has  emphasized,  since  this  complica- 
tion is  extremely  grave. 

THE  DEFICIENCIES 

The  deficiencies  constitute  one  of  the 
most  interesting  and  kaleidoscopic  conditions. 
They  are  probably  much  more  common  than 
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is  generally  appreciated  and  may  be  reflect- 
ed by  disturbances  in  vision,  numbness  of  the 
hands  and  feet,  paraphasia,  ataxia,  tremor, 
and  psychosis.  As  might  be  anticipated,  the 
substratum  of  this  complication  often  has 
been  existent  for  months  or  years  before  the 
operation.  The  following  cases  are  illus- 
trative : 

A woman,  aged  sixty  years,  had  undergone  a pel- 
vic operation  twelve  years  previously.  The  exact 
nature  of  the  operation  was  unknown  but  it  had 
been  followed  by  the  formation  of  a fecal  fistula. 
To  limit  excretion  through  this  passage,  her  intake 
of  food  and  fluid  had  been  restricted  severely. 
Eight  weeks  before  she  came  to  the  clinic  she  had 
begun  to  be  troubled  with  glossitis  and  numbness  of 
the  hands  and  feet.  The  neurologic  picture  was 
typically  that  of  subacute,  combined  degeneration 
of  the  spinal  cord  such  as  is  seen  in  pernicious 
anemia.  The  blood  picture  was  suggestive  but  not 
typical  of  pernicious  anemia.  Unfortunately,  gastric 
analysis  was  not  made  in  deference  to  the  patient’s 
wishes  and  in  view  of  her  feeble  condition.  Nu- 
merous fistulas  were  closed  and  the  sigmoid  was 
resected.  Three  days  after  the  operation  the  patient 
died.  Necropsy  disclosed  typical  subacute  combined 
degeneration  of  the  spinal  cord. 

In  a similar  case  there  was,  in  addition,  a 
psychosis.  Exploratory  laparotomy  under 
regional  and  inhalation  anesthesia  revealed 
a dense  mass  of  adhesions  in  which  the  pan- 
creas was  buried.  Gastro-enterostomy  was 
performed.  The  patient  gave  her  age  as 
fifty-four  years,  instead  of  sixty-five,  saw 
dozens  of  babies,  churches,  ferns  and  groc- 
eries, related  that  she  had  just  talked  to  her 
daughter  (who  had  died  five  years  previous- 
ly), and  that  she  had  just  come  in  from  a 
walk.  This  Korsakoffian  syndrome  in  the 
light  of  present  knowledge  can  best  be  ex- 
plained on  the  basis  of  a deficiency. 

A third  patient,  a man,  aged  thirty-six  years,  had 
undergone  cholecystectomy  for  acute  cholecystitis 
and  gallstones  five  weeks  before  he  came  to  the 
clinic.  Following  this  operation  he  had  vomited  con- 
tinually. Two  months  after  the  operation  he  became 
disoriented,  unruly,  and  spat  and  micturated  on  the 
floor.  There  was  mild  edema  of  the  feet.  Neuro- 
logically,  the  condition  suggested  neuronitis  or  mul- 
tiple neuritis  associated  with  myelitis.  The  patient 
died  three  months  after  operation.  Necropsy  dis- 
closed marked  degeneration  of  the  peripheral  nerves, 
such  as  is  seen  in  beriberi,  and  axonal  reaction  of 
the  anterior  horn  cells  of  the  cord  and  similar 
changes  in  the  cells  of  the  posterior  root  ganglia. 

I have  cited  these  more  severe  cases  too 
briefly  for  critical  analysis  but  I trust  at  suf- 
ficient length  to  carry  the  suggestion  that 
deficiencies  must  be  thought  of.  In  these 
cases  it  is  highly  important  to  administer 
adequate  amounts  of  fluids  and  food,  large 


doses  of  liver  extract  intramuscularly,  and 
vitamins,  especially  thiamine  and  nicotinic 
acid. 

Here  brief  reference  should  be  made  also 
to  illnesses  that  may  lead  to  operation  and 
only  subsequently  display  their  true  nature. 
I shall  mention  only  two  such  conditions, 
acute  porphyria  and  periarteritis  nodosa. 
Both  of  these  illnesses  begin  with  abdominal 
symptoms  which  may  lead  to  operation  and 
be  followed  later  by  central  and  peripheral 
neurologic  manifestations. 

Periarteritis  nodosa,  possibly  caused  by  a 
virus,  may  affect  young  or  old  persons,  in- 
volves many  organs  and  may  simulate  many 
diseases.  Acute  porphyria,  which  apparent- 
ly is  the  result  of  an  inborn  error  in  the 
metabolism  of  porphyrins,  begins  typically 
with  acute  abdominal  pain.  In  about  a third 
of  the  cases  a laparotomy  is  performed.  A 
history  of  having  passed  red  or  brown  urine 
is  strongly  suggestive  of  the  disorder. 

THE  PSYCHOSES 

Among  the  complications  that  are  most 
distressing  to  the  relatives  and  the  hospital 
authorities  are  the  psychoses.  The  com- 
monest type,  which  more  strictly  may  be 
called  “postoperative  psychosis,”  usually  does 
not  begin  immediately  after  operation,  but 
begins  after  an  interval  of  about  five  days 
and  lasts  for  about  two  weeks.  The  out- 
standing features  are  confusion,  hallucina- 
tions, especially  of  vision,  illusions  and  physi- 
cal unrest.  Often  there  is  no  known  infec- 
tion or  rise  in  temperature.  This  is  strik- 
ingly illustrated  by  patients  who  have  gone 
through  a postoperative  psychosis  with  lit- 
tle or  no  elevation  of  temperature  and  then 
have  had  some  severe  febrile  complication 
such  as  epididymitis  or  pneumonia,  but  with- 
out return  of  the  psychosis. 

It  seems  trite  to  mention  the  matter  of 
sedatives,  but  it  is  always  advisable  to  re- 
view the  medication  the  patient  has  been 
receiving.  For  example,  when  the  dose  of 
bromides  has  been  heavy,  a restless  patient 
may  become  confused  and  have  hallucina- 
tions, which  in  turn  may  lead  to  an  increase 
in  the  dose  of  sedatives.  Ataxia  and  nystag- 
mus are  commonly  associated.  Postoperative 
delirium  tremens  among  alcoholics  is  ob- 
served less  often  now  than  it  was  formerly. 

Mention  was  made  earlier  of  the  defi- 
ciencies which  may  reveal  themselves  as  or- 
ganic neurologic  lesions  or  as  psychoses,  or 
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as  a combination  of  both.  A mental  disturb- 
ance may  become  the  most  prominent  fea- 
ture of  postoperative  hypoparathyroidism 
but  convulsions  and  tetany  are  generally 
present  as  well. 

When  unwonted  talkativeness,  euphoria, 
agitation  and  alertness  are  observed  in  a 
case  in  which  the  patient  has  a tendency  to 
incorporate  in  his  pell-mell  conversation  the 
statement  that  someone  in  the  back  of  the 
room  has  coughed  or  whispered  and  when 
there  is  a history  of  previous  nervous  break- 
downs, with  recovery,  the  earmarks  of  the 
manic  phase  of  manic-depressive  psychosis 
can  be  recognized.  In  such  a case,  a psy- 
chosis of  longer  duration  is  likely  and  the 
transference  of  the  patient  to  a sanitarium 
after  the  wound  has  healed  is  usually  recom- 
mended. 

One  might  anticipate  that  a depression 
caused  by  manic-depressive  psychosis  would 
be  encountered  frequently,  but  depression  is 
more  likely  to  be  complicated  by  operation 
than  operation  by  depression. 

Taken  altogether,  the  postoperative  mental 
disorders  vary  in  type,  duration  and  recover- 
ability. Most  of  them  belong  to  the  restrict- 
ed group  of  postoperative  psychoses.  Next 
in  frequency  is  the  group  which  is  ordinarily 
referred  to  as  toxic  psychosis.  These  in  turn 
are  followed  by  the  deficiencies,  the  manic- 
depressive  group,  and  finally  by  the  senile, 
schizoid,  epileptoid,  mentally  unstable  and 
other  groups. 


Undoubtedly,  some  psychoses  may  be  pre- 
vented by  attention  to  adequate  diet,  by  put- 
ting at  rest  fears  the  patient  may  have  re- 
garding his  progress  and  what  was  found 
at  operation,  by  providing,  when  necessary, 
an  attentive,  discreet  and  reassuring  nurse, 
especially  at  night,  when  some  illumination 
of  the  room  is  also  helpful,  and  by  seeing 
that  the  patient  receives  adequate  rest. 
When  the  patient  is  fearful  because  of  hal- 
lucinations or  delusions  or  when  he  is  deliri- 
ous, provisions  should  be  made  that  he  may 
not  fall  out  of  bed  or  escape;  nurses  should 
not  leave  the  room  for  a moment  without  be- 
ing replaced.  Sedatives,  physical  therapy 
and  hydrotherapy  may  be  helpful.  As  soon 
as  possible,  the  patient  should  be  taken  on 
short  excursions  from  his  room  and  returned 
to  wider  contacts. 

SUMMARY 

The  postoperative  neurologic  complications 
are  on  the  whole  of  a benigm  type  and  in  most 
of  the  cases  the  patients  recover.  Some  of 
these  complications  can  be  avoided  by  pre- 
operative care.  As  Sir  Charles  Bell(2)  said, 
“Errors  are  inevitably  bom  of  all  activity 
and  it  remains  to  profit  by  them.” 
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BE  sure  to  read  the  Message  from  Pro- 
curement and  Assignment,  released  on  De- 
cember 16.  Organized  medicine  of  which  we 
are  a part  has  promised  to  do  a job  which 
must  be  done.  See  page... 2 
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session  of  the  Nebraska  State  Medical  Asso- 
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W.  Woltman’s  dissertation  on  this  subject 
on  page 4 
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on  page  -9 
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Endocrine  Problems  in  the  Male 

WILLARD  O.  THOMPSON,  M.  D. 

Chicago,  Illinois 


There  is  an  intimate  relationship  between 
the  anterior  lobe  of  the  pituitary  and  the 
gonads.  In  the  anterior  lobe  of  the  pituitary 
there  are  produced  substances  which  stimu- 
late the  gonads,  and  in  the  absence  of  which 
the  gonads  cannot  function. 

There  are  two  aspects  of  this  gonadatropic 
effect  of  the  pituitary.  In  the  first  place, 
there  is  produced  what  is  called  a follicle- 
stimulating  substance  which,  in  the  ovary, 
stimulates  the  development  of  Graafian  fol- 
licles and,  in  the  testicle,  influences  the  func- 
tion of  the  seminiferous  tubules.  Then  there 
is  what  is  called  a luteinizing  factor  or  hor- 
mone which  in  the  ovary  causes  the  luteiniz- 
ing of  the  developing  follicles  and  in  the 
testes  stimulates  the  interstitial  cells  to  pro- 
duce male  sex  hormone. 

The  gonads  may  fail  in  one  of  two  ways: 
There  m^y  be  some  defect  in  the  gonad  itself 
as  a result  of  which  it  cannot  function,  or  the 
gonad  may  be  inadequately  stimulated  so 
that  it  does  not  function.  The  end  result  is 
the  same  in  both  instances,  but  in  one  it  is 
primarily  gonadal  in  origin  and  in  the  other 
is  only  secondarily  gonadal  in  origin  because 
of  lack  of  adequate  stimulation,  almost  al- 
ways from  the  anterior  lobe  of  the  pituitary. 

In  the  same  way  as  we  have  both  primary 
and  secondary  hypogonadism,  we  have  two 
types  of  therapy  which  it  is  very  important 
to  bear  in  mind.  On  the  one  hand,  we  have 
stimulation  therapy,  stimulating  the  gonads 
to  carry  on  their  own  work ; and  on  the  other 
hand  we  have  substitution  therapy  in  which 
we  substitute  for  the  gonad  with  the  appro- 
priate sex  hormone,  male  or  female  as  the 
case  may  be. 

Just  let  me  give  you  examples  of  materials 
which  are  available  for  both  forms  of  ther- 
apy, and  we  can  dispose  of  this  fairly  quick- 
ly. 

In  the  male  there  is  a very  potent  gonado- 
tropic material,  namely:  Chorionic  gonado- 
tropin, which  is  prepared  from  the  urine  of 
pregnant  women.  This  is  a very  potent  sub- 
stance. It  is  available  commercially  under 
a variety  of  trade  names : A.  P.  L.,  Follutein, 
Korotrin,  Pranturon  and  Antuitrin-S. 

There  are  also  available  equine  gonado- 


tropin, and  pituitary  gonadotropin.  Equine 
gonadotropin  produces  a little  simulation,  not 
very  much.  Commercial  preparations  of 
pituitary  gonadotropin  are  of  little  value ; in 
fact,  at  the  present  time  there  is  no  pituitary 
preparation  of  any  kind  that  is  of  much  value 
in  routine  clinical  medicine. 

Therefore,  in  the  male  we  have  only  one 
substance  that  is  of  much  value  for  stimula- 
tion therapy,  namely:  Chorionic  gonado- 
tropin. This  substance  is  a luteinizing  sub- 
stance. It  does  not  influence  the  function  of 
the  seminiferous  tubules;  it  does  influence 
the  production  of  male  sex  hormone,  and 
through  this  mechanism  stimulates  the  de- 
velopment of  secondary  sex  characteristics. 

However,  it  is  of  no  value  in  sterility,  and 
there  is  no  substance  at  the  present  time 
that  is  of  much  value  in  sterility. 

In  the  female  there  is  no  gonadotropic  ma- 
terial that  is  of  much  value,  although  some 
stimulation  may  be  produced  with  equine 
gonadotropin. 

With  regard  to  substitution  therapy,  the 
male  and  female  sex  hormones  are  very 
potent.  The  best  preparation  of  the  male  sex 
hormone  is  testosterone  propionate  and  of 
the  female  sex  hormone  some  ester  of  estra- 
diol (the  benzoate  and  dipropionate  are  most 
commonly  used). 

Now  let  us  see  what  happens  when  male 
sex  hormone  fails  to  be  secreted. 

Here  are  twin  brothers,  twenty-three  years  old. 
In  one  the  testicles  failed  to  descend  from  the  ab- 
dominal cavity  and  you  see  a typical  eunuchoid  in- 
dividual with  short  trunk  and  long  extremities  and 
rather  narrow  shoulders,  lack  of  muscular  develop- 
ment, lack  of  hair  growth  and  absence  of  palpable 
prostatic  tissue.  His  voice  is  high-pitched.  He  is 
completely  undeveloped  sexually.  The  fact  that  he 
is  a little  shorter  than  his  normal  brother  is  not  to 
be  taken  as  an  indication  that  all  of  these  indivi- 
duals are  short.  They  are  usually  either  as  tall 
as  the  average  normal  individual  or  slightly  taller. 

Next  let  us  consider  two  individuals  of  the  same 
type.  They  both  have  gonadal  deficiencies  which 
originate  primarily  in  the  gonads.  The  young  man, 
nineteen  years  old,  is  an  individual  in  whom  both 
testes  failed  to  descend  and  have  not  functioned  at 
all,  and  the  young  woman  has  complete  lack  of 
function  of  her  ovaries. 

The  body  proportions  in  both  instances  are  similar 
and  in  both  instances  there  is  complete  lack  of  de- 
velopment of  secondary  sex  characteristics. 
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What  happens  when  the  pituitary  gland 
fails  to  function? 

A man  has  a chromophobe  adenoma  of  the  pitu- 
itary. His  genitalia  have  atrophied,  the  pubic  hair 
has  almost  completely  disappeared,  he  has  very  lit- 
tle hair  under  his  arms  and  almost  no  beard.  He 
has  a wizened  expression  and  a basal  metabolism  of 
minus  40%.  In  other  words,  typical  hypogonadism 
secondary  to  hypopituitarism. 

What  are  the  functions  of  the  sex  hor- 
mones ? 

They  are  responsible  for  the  development 
of  the  secondary  sex  characteristics  which  in 
the  male  include  development  of  the  external 
genitalia,  growth  and  function  of  the  pros- 
state,  masculine  distribution  of  hair,  lower- 
ing of  the  pitch  of  the  voice,  normal  con- 
figuration of  the  skeleton  with  normal  pro- 
portions between  the  trunk  and  extremities 
and  between  the  shoulders  and  hips,  increase 
in  size  and  firmness  of  the  muscles  and  nor- 
mal emotional  reactions.  The  last  one  is  ex- 
tremely important. 

In  the  female  these  include  development 
of  the  external  genitalia,  growth  and  func- 
tion of  the  uterus,  development  of  the 
breasts,  female  distribution  of  hair,  normal 
configuration  of  the  skeleton,  characteristic 
feminine  distribution  of  fat. 

Administration  of  sex  hormone  represents 
substitution  therapy  and  is  therefore  in- 
dicated in  cases  of  hypogonadism  in  which 
the  testes  cannot  respond  to  stimulation. 

Let  us  consider  its  various  indications. 
First  of  all,  primary  hypogonadism,  which 
includes  all  cases  of  eunuchism  in  which 
the  testicles  have  been  completely  destroyed, 
and  most  cases  of  eunuchoidism.  Secondary 
hypogonadism  includes  some  cases  of  the 
Frohlich  svndrome,  chromophobe  adenoma 
of  the  pituitary,  and  pituitary  dwarfism. 
However,  stimulation  therapy  is  preferable 
in  most  of  them.  It  is  indicated  in  most 
cases  of  impotence  from  deficiency  of  testes 
and  in  the  male  climacteric. 

The  treatment  of  eunuchism  and  eunuch- 
oidism. There  are  three  methods  we  may 
use  for  administering  male  sex  hormone, 
which  we  may  take  for  granted  as  being 
testosterone  propionate,  first  of  all,  parenter- 
al administration  of  testosterone  propionate 
in  a dose  of  25  to  50  milligrams  a day ; second, 
oral  administration  of  methyl  testosterone 
which  is  quite  potent  and  does  have  the  ad- 
vantage of  being  effective  by  mouth;  third, 


implantation  of  pellets.  Since  the  oral  prep- 
aration works,  it  seems  to  us  there  is  not 
much  room  at  the  present  time  for  the  im- 
plantation of  pellets. 

These  doses  are  continued  until  a maxi- 
mum effect  is  produced  and  then  we  go  on 
with  a maintenance  dose.  Let  me  give  you 
illustrations  of  what  we  may  do  with  male 
sex  hormone. 

Here  is  an  eunuchoid  man,  twenty-nine  years  old, 
with  both  testes  in  the  abdomen  and  all  the  char- 
acteristics of  complete  lack  of  gonadal  function 
which  we  have  just  gone  over  including  high  pitched 
voice,  changed  body  proportions  and  so  forth.  We 
gave  him  large  doses  of  chorionic  gonado- 
gropin  without  any  effects,  but  when  we  gave  large 
doses  of  male  sex  hormone  his  genitalia  developed 
greatly;  they  did  not  become  as  large  as  they  would 
have  become  had  treatment  been  given  at  the  usual 
age  of  puberty,  but  nevertheless  they  developed  a 
great  deal;  his  pubic  and  axillary  hair  developed 
and  hair  developed  all  over  his  body.  He  gained 
twenty-five  pounds  in  weight  but  did  not  become 
obese.  His  muscles  developed.  His  shoulders  even 
became  a little  broader.  A close-up  of  his  genitalia 
shows  the  absence  of  responce  to  chorionic  gonado- 
tropin, because  the  testes  are  incapable  of  respond- 
ing. 

Here  is  a similar  type  of  individual,  in  this  in- 
stance nineteen  years  of  age.  Again  there  was  no 
response  to  chorionic  gonadogropin  but  there  was 
a very  striking  improvement  with  male  sex  hor- 
mone. As  a matter  of  fact,  within  four  months  this 
man  gained  forty  pounds.  Whereas  before  treat- 
ment he  had  been  weak  and  listless  and  not  much 
interested  in  physical  activity,  he  became  much  in- 
terested in  all  the  things  that  a normal  young  man 
is  interested  in.  He  even  broke  his  arm  sliding  into 
the  home  plate  while  playing  baseball.  He  found 
that  he  could  hit  a baseball  twice  as  far  as  he  had 
been  able  to  before  he  had  any  male  sex  hormone 
circulating  in  his  body.  His  prostate  could  not  be 
palpated  before  treatment  but  with  treatment  it 
grew  until  it  became  three  centimeters  in  diameter 
and  bulged  into  the  rectum. 

A lack  of  testicular  descent  does  not  in- 
variably mean  lack  of  gonadal  development. 

Here  is  an  individual  both  of  whose  testes  are  in 
the  abdominal  cavity.  His  penis  is  normal  in  size; 
his  muscular  development  is  normal,  but  he  is  not 
completely  normal.  His  hair  growth  is  not  normal; 
he  has  no  spermatazoa  in  his  seminal  fluid  and  he 
weighs  only  105  pounds  although  he  is  within  the 
normal  range  in  height.  The  testes  in  the  abdom- 
inal cavity  may  have  some  function,  the  interstitial 
cells  may,  but  they  never  produce  spermatozoa  when 
they  remain  there. 

One  very  important  application  of  male 
sex  hormone  is  in  the  treatment  of  pituitary 
dwarfism.  The  reason  for  this  is  that  there 
is  no  potent  pituitary  growth  factor  avail- 
able at  the  present  time.  There  have  been 
reports  that  there  is,  but  they  are  not  re- 
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liable  and  most  observers  all  over  the  country 
have  been  trying  pituitary  growth  factor  for 
a long  times  without  results. 

One  of  the  striking  things  about  the  stim- 
ulation of  genital  growth  that  occurs  follow- 
ing the  use  of  chorionic  gonadotropin  and 
male  sex  hormone  is  the  great  stimulation  of 
skeletal  growth. 

Here  is  a pituitary  dwarf,  who  at  the  age  of  fif- 
teen years  was  only  fifty  inches  tall.  In  other  words, 
he  was  about  the  size  of  a nine  or  ten  year  old  boy. 
Following  the  administration  first  of  chorionic  gon- 
adotropin and  then  of  male  sex  hormone,  both  of 
which  were  effective,  he  grew  three  inches  the  first 
year,  two  inches  the  second  year  and  one  inch  the 
third  year.  He  is  now  fifty-seven  inches  tall.  There 
was  marked  improvement  in  his  facial  expression, 
in  muscular  development  and  in  his  body  as  a whole. 

In  other  words,  this  is  not  only  a stimulus 
to  the  gonads,  to  the  genitalia  and  skeleton, 
but  it  is  a general  growth  stimulus  which 
affects  the  function  of  every  tissue  in  the 
body. 

The  situation  in  these  dwarfs  is  somewhat 
similar  to  that  which  obtains  in  cretins.  If 
the  treatment  of  a cretin  with  thyroid  is  de- 
layed until  the  eighteenth  year  or  later,  we 
mav  produce  great  skeletal  growth  but  the 
child  will  usually  be  somewhat  short 
for  his  or  her  age  and  that  is  true  of  the 
treatment  of  dwarfism,  with  chorionic  gona- 
dotropin or  male  sex  hormone.  Whether  we 
could  have  made  them  normal  in  height  if 
treatment  had  been  started  at  an  earlier  age 
is  an  interesting  question  but  there  are  not 
enough  data  available  at  the  present  time  to 
answer  this.  There  is  no  doubt,  however, 
that  these  two  materials,  chorionic  gonado- 
tropin and  male  sex  hormone,  are  extremely 
effective  in  the  treatment  of  dwarfism. 

With  regard  to  impotence,  I should  like  to 
point  out  that  impotence  is  a symptom  and 
not  a disease.  It  is  usually  the  result  of  some 
neurologic  or  neurogenic  factor.  Glandular 
therapy  is  indicated  only  when  the  function 
of  the  testes  is  impaired  by  castration, 
atrophy,  trauma  or  infection.  In  such  in- 
stances, testosterone  propionate  may  be  em- 
ployed in  a dose  of  25  milligrams  per  day 
with  excellent  results. 

Now  one  word  about  the  male  climacteric. 
There  is  no  doubt  that  there  is  a male  clim- 
acteric but  it  is  much  less  frequent  than  the 
menopause  in  women.  We  are  beginning  to 
get  precise  scientific  data  which  prove  pretty 
conclusively  that  there  is  in  some  instances 


a male  climacteric,  and  when  there  is,  tes- 
tosterone propionate  is  specific  just  as  fe- 
male sex  hormone  is  in  the  menopause  in 
women.  The  main  thing  is  that  it  must  not 
be  assumed  that  every  old  man  who  is  begin- 
ning to  lose  his  sexual  and  physical  vigor  is 
doing  so  because  of  lack  of  adequate  produc- 
tion of  male  sex  hormone.  The  diagnosis 
must  be  made  with  caution  and  only  after 
every  other  possible  factor  has  been  exclud- 
ed. 

When  it  is  present,  the  administration  of 
this  material,  as  in  younger  individuals,  af- 
fects not  only  the  gonads  but  affects  physi- 
cal vigor  in  general;  the  individuals  become 
more  alert  mentally  and  capable  of  more 
physical  and  mental  activity. 

Harmful  effects  of  male  sex  hormone  in- 
clude injury  to  the  normal  testis  with  pro- 
duction of  the  azoospermia.  It  is  in  general 
true  that  the  administration  of  the  normal 
product  of  any  gland  of  internal  secretion 
will  temporarily  put  that  gland  out  of  com- 
mission. This  is  true  in  the  case  of  the  thy- 
roid gland  also.  Other  harmful  effects  are 
symptoms  of  heart  failure  in  old  men.  They 
sometimes  become  a little  more  interested  in 
certain  things  than  they  should  and  some- 
times a little  more  active  physically  than 
they  should. 

Pitting  edema  of  the  lower  part  of  the  legs, 
which  is  the  result  not  only  of  cardiac  abnor- 
malities or  forcing  a damaged  heart  to  do 
more  than  it  should,  but  also  the  result  some- 
times or  retention  of  sodium  chloride  and 
water  which  both  male  and  female  sex  hor- 
mones produce. 

Male  sex  hormone  also  produces  acne. 
One  of  the  theories  for  the  production  of 
acne  is  the  presence  of  male  sex  hormone  in 
both  men  and  women. 

Male  sex  hormone  also  produces  hyper- 
metabolism, as  much  as  35%  above  normal. 
It  is  contraindicated  in  cases  of  hypogonad- 
ism in  which  the  testes  are  capable  of  re- 
sponding adequately  to  stimulation,  namely: 

A.  Most  cases  of  undescended  testes  un- 
less associated  with  eunuchoidism; 

B.  Most  cases  of  hypogonadism  secondary 
to  hypopituitarism  including  the  Frohlich 
syndrome. 

It  is  contraindicated  in  benign  prostatic 
hypertrophy,  sterility,  azoospermia,  in  ar- 
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teriosclerotic  or  hypertensive  heart  disease 
in  old  men  and  in  impotence  unless  caused  by 
testicular  degeneration. 

What  can  be  done  for  women  with  corre- 
sponding disorders,  those  without  function- 
ing ovarian  tissue? 

Here  is  a young  woman  eighteen  years  of  age 
who  was  given  large  doses  of  pituitary  gonadotropin 
and  chorionic  gonadotropin  without  effect.  With 
female  sex  hormone  in  large  doses  she  gained  twenty 
pounds  but  did  not  become  obese.  She  deposited 
the  fat  in  the  characteristic  feminine  areas;  her 
breasts  developed,  not  only  the  nipples  and  the 
areolae  but  the  whole  breast  area;  she  developed 
axillary  and  pubic  hair;  the  uterus  became  normal 
in  size  and  she  showed  irregular  menstruation,  par- 
ticularly when  the  administration  of  female  sex 
hormone  was  discontinued. 

This  is  the  exact  counterpart  of  the 
changes  that  occur  in  the  eunuchoid  state  in 
the  male  during  the  administration  of  male 
sex  hormone. 

I just  want  to  warn  you  that  the  female 
hormone  is  not  to  be  used  in  the  male.  It 
produces  injury  to  the  normal  testis  and 
azoospermia  just  as  the  male  hormone  does. 
It  produces  a great  decrease  in  the  amount 
of  seminal  fluid,  enlargement  of  the  breasts 
and  impotence. 

Now  I must  say  one  word  about  the  use  of 
chorionic  gonadotropin  and  about  the  treat- 
ment of  undescended  testes  in  general.  The 
material  of  choice  is  chorionic  gonadotropin 
because  in  most  instances  the  testicles  can 
respond  to  stimulation.  The  only  exceptions 
are  those  cases  in  which  both  testes  are 
within  the  abdominal  cavity. 

In  general,  the  reports  in  the  literature  on 
the  treatment  of  undescended  testes  give  too 
high  percentages  of  successful  results — 60% 
on  the  average.  The  reason  for  this,  we 
think,  is  that  many  migratory  testes  have 
been  included  in  the  results.  Migratory 


testes  are  those  that  move  back  and  forth 
from  the  scrotum  to  a higher  level  spon- 
taneously. They  are  not  true  undescended 
testes.  At  the  time  of  puberty  they  move 
into  the  scrotum  without  any  treatment  at 
all,  and  no  treatment  is  indicated  for  them. 

We  have  produced  descent  in  about  25% 
of  patients  under  sixteen  years  of  age.  We 
think  we  produce  descent  only  of  those  testes 
which  would  come  down  at  puberty  without 
any  treatment,  but  nevertheless  we  think 
the  treatment  is  valuable  for  the  following 
reasons : 1.  The  testes  cannot  function  prop- 
erly except  in  the  environment  of  the  scro- 
tum. 2.  It  normally  moves  into  the  scrotum 
during  the  last  month  of  fetal  life  and  there- 
fore it  is  logical  to  assume  that  the  earlier 
we  get  it  into  its  normal  environment,  the 
more  likely  the  end  result  is  to  be  normal. 

We  therefore  feel  that  treatment  should 
be  carried  out  at  an  early  age.  When  the 
treatment  does  not  cause  descent,  it  enlarges 
the  parts  sufficiently  to  make  operative  pro- 
cedures comparatively  easy,  and  we  have 
had  very  little  difficulty  in  getting  these 
testes  into  the  scrotum  after  a preliminary 
period  of  treatment. 

It  is  important  not  to  stop  treatment  be- 
fore the  operative  procedures  are  carried  out 
because  if  this  is  done,  there  will  be  some 
regression  in  size  and  the  operation  will  be 
more  difficult. 

The  orchiopexy  must  be  done  by  a com- 
petent surgeon.  In  other  words,  the  ideal 
treatment  of  undescended  testes  involves  the 
intelligent  combination  of  glandular  therapy 
and  surgical  procedures  and  it  is  important 
not  to  continue  glanular  therapy  until  pre- 
cocious puberty  results.  Another  important 
application  of  chorionic  gonadotoopia  is  in 
the  treatment  of  hypopituitarism  particular- 
ly in  individuals  of  the  Frohlich  type. 


* * * 


Falling  Birth  Rate  Linked  to  Food 

It  becomes  increasingly  reasonable  to  suppose  that 
the  falling  birth  rate  of  peoples  of  long-established 
cultures  may  be  traced  to  the  food  they  eat  more 
than  anything  else. 

When  the  food  supply  becomes  secure  as  to  quan- 
tity, there  has  always  appeared  a marked  tendency 
to  adorn  it  with  elegances  of  selection  or  of  prepara- 
tion. Just  as  simplicity  of  food  characterizes  primi- 


tive cultures,  so  epicurean  delights  of  the  table  have 
characterized  declining  civilizations. 

Experimentally,  we  know  that  food  may  in  some 
degree  determine  mentality  and  disposition.  In 
great  measure  it  determines  vigor  and  efficiency. 
To  some  degree  it  influences  resistance  to  infection 
and  therefore  death  rates.  It  may  determine  fertility 
and  influence  the  maternal  instinct. — Dr.  Robert  R. 
Williams,  The  Bell  Telephone  Laboratories. 


Fibrositis 

ALBERT  F.  TYLER,  B.  S.,  M.  D. 
Omaha 


That  fibrositis  is  a definite  clinical  entity 
cannot  be  disputed  though  there  is  much 
need  for  further  research  as  to  its  cause 
and  pathology.  American  physicians  have 
been  slow  to  recognize  it  as  a separate  dis- 
ease in  the  “rheumatism”  group.  Moyna- 
han(1)  states  that  in  Scotland  where  there 
are  300,000  rheumatic  cases  annually,  seven- 
ty-five per  cent  are  fibrositis.  Large  num- 
bers of  industrial  illnesses  are  due  to  fibro- 


FIG.  1 — The  left  side  shows  the  shoulder  girdle  muscles  with 
the  trapezius  removed.  The  right  side  shows  the  overlapping  of 
the  serratus  posterior  superior  muscle  by  the  scapula  in  the 
ordinary  posture.  The  trigger  points  are  usually  along  or  just 
under  the  vertebral  border  of  the  scapula.  (After  Janet  Travell, 
et  al).  J.  A.  M.  A.  120:6-417-422. 

sitis,  as  well  as  many  cases  of  disabilities 
among  soldiers. 

The  condition  is  apparently  a non-inflam- 
matory  affection  of  the  white  fibrous  tissues 
of  the  body  characterized  by  limited  motion 
and  localized  tender,  painful  swellings  from 
which  radiate  shooting  pains  arcing  through 
the  peripheral  nerves  to  distant  areas  in  the 
corresponding  somatic  segment(2)  (3). 

Slocumb(4)  found  the  pathology  in  three 
stages : 

1.  An  inflammatory  serofibrinous  exu- 
date of  low  grade  with  proliferating  fibro- 
blasts and  newly  formed  blood  vessels. 

2.  Indurated  local  tender  thickened  tissue 
or  frank  gross  subcutaneous  nodules. 

3.  Some  indurations  may  disappear, 
others  remain  as  painless  thickened  nodules. 

Buckley (5)  found  an  inflammatory  hyper- 
plasia of  the  white  fibrous  tissue  in  which 
the  fibres  are  swollen  and  there  is  a fibro- 
blastic proliferation  with  exudate  of  serum. 


Gustein-Good(6)  thinks  the  syndrome  of 
fibrositis  is  a vasomotor  disturbance  of 
muscle. 

Gratz(7)  found  in  an  anatomical  study  on 
cadavers  an  inflammatory  change  character- 
ized by  round  cell  infiltration  which  led  to 
the  development  of  adhesions  in  the  fascial 
spaces.  Gratz  demonstrated  these  adhesions 
by  injecting  air  between  the  fascial  planes  of 
cadavers  and  in  living  subjects  and  then  mak- 
ing x-ray  films. 

In  industrial  and  military  practice,  fibro- 
sitis follows  sudden  over-strain,  as  in  lifting 
a heavy  object  in  an  “off  balance”  position, 
resulting  in  what  is  frequently  called  lum- 
bago. The  more  troublesome  kind  follows 
oft  repeated  chronic  strain  from  faulty  pos- 
ture. 


In  civilian  practice  it  is  occasionally  due  to 
metabolic  errors  and  exposure  to  cold  with 


FIG.  2 — (a)  Radiation  of  pain  from  the  ‘‘trigger  points”  in 
the  serratus  posterior  superior  muscle ; (b)  Radiation  of  pain 

from  the  infraspinatus  muscle.  (After  Janet  Travell,  et  al). 
J.  A.  M.  A.  120:6-417-422. 

superimposed  trauma.  In  Scotland  seventy- 
five  per  cent  of  the  rheumatic  cases  are  real- 
ly fibrositis.  Much  more  of  this  condition  is 
found  in  New  England  and  our  Pacific  north- 
west regions  than  elsewhere  in  the  United 
States.  The  condition  is  seldom  seen  in 
tropical  climates. 

Recently  it  has  been  pointed  out  by  Har- 
rison^) and  others,  that  fibrositis  is  a fre- 
quent complication  of  heart  disease,  especial- 
ly of  the  coronary  type.  The  long  period  of 
rest  in  bed,  flat  on  the  back,  with  the  shoul- 
ders and  arms  thinly  clad  and  more  exposed 
to  cold  than  the  remainder  of  the  body,  seems 
to  act  as  an  exciting  factor.  Fibrositis,  com- 
plicating coronary  disease,  affects  the  shoul- 
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der  girdle  and  upper  extremities.  In  many 
cases  the  referred  pain  is  located  in  the  pec- 
toral region  and/or  down  the  arms  and,  at 
first,  is  thought  to  be  the  pain  referred  from 
the  heart.  As  a result,  the  patient  frequent- 
ly is  not  examined  to  search  for  any  other 
cause  for  the  pain  and  active  treatment  is 
not  instituted  until  the  condition  reaches  the 
adhesive  stage  described  by  Slocumb(4)  and 
Gratz(7).  This  means  that  movements  of  the 
shoulders  and  hands  become  greatly  restrict- 
ed, requiring  months  of  treatment  before  a 
free  movement  is  obtained. 

When  search  is  made  for  a possible  cause 
of  this  pain,  outside  the  heart  itself,  very 
tender,  painful  spots ( 10  > are  found  along  the 
spinal  borders  of  the  scapulae  where  the 
muscles  have  their  fascial  attachments  to  the 
bone.  When  these  tender  points  are  close 
enough  to  the  surface  a nodule  can  be  felt. 
When  pressure  is  made  on  these  points  the 
pain  is  referred  to  the  pectoral  region  or  to 
the  point  of  the  shoulder. 

Similar  tender,  painful  nodules  may  be  felt 
along  the  tendon  sheath  of  the  long  head  of 
the  biceps,  along  the  nerve  sheaths  in  the 
arms,  or  in  the  intramuscular  fascia  of  the 
forearm,  in  the  palmar  fascia  and  in  the  liga- 
ments of  the  joints  of  the  fingers.  In  the 
fingers  the  swelling  is  very  noticeable, 
marked  stiffness  is  present,  but  x-ray  shows 
the  joint  surfaces  normal. 

These  tender  nodules  act  as  “trigger 
points”  for  the  referred  pain.  The  ones  lo- 
cated along  the  spinal  border  of  the  scapulae 
refer  the  pain  to  the  upper  pectoral  region, 
while  those  on  the  sheath  of  the  long  head  of 
the  biceps  and  on  the  nerve  sheath  in  the 
arm  refer  the  pain  to  some  point  distal,  such 
as  the  forearms  or  hand  or  even  the  tips  of 
the  fingers.  The  presence  of  this  referred 
pain  often  leads  to  a diagnosis  of  neuritis  in 
many  cases,  where  a careful  examination 
would  prove  the  case  to  be  fibrositis. 

These  trigger  points  come  up  quickly,  in  a 
few  minutes,  are  very  painful  and  when  near 
the  surface  can  be  palpated.  When  they  are 
present,  marked  muscle  spasm  is  found 
which  can  be  felt  both  in  the  muscle  involved 
in  the  tender  area  and  at  the  same  time  in 
the  area  of  referred  pain.  Unless  treatment 
is  instituted  the  muscle  spasm  results  in  ad- 
hesions and  long  continued  loss  of  motion. 

The  rapid  appearance  of  these  trigger 
points,  which  are  definitely  palpable,  support 
Slocumb’s  and  Buckley’s  idea  that  they  are 


localized  areas  of  serous  exudate  in  the  fas- 
cia. This  idea  of  the  pathology  is  further 
supported  by  the  fact  that  deep  pressure 
massage  directly  over  the  tender  area  will 
stop  the  pain  and  make  the  nodule  no  longer 
palpable.  When  the  nodule  is  small,  a single 
treatment  will  cause  it  to  disappear  while  the 
pea  size  nodules  may  require  several  treat- 
ments. Kelchner(9>  recommends  massage 
over  the  tender  points  “to  break  up  the 
fibrous  nodules”  and  asserts  this  is  the  most 
important  single  remedy.  He  injects  1 to  5 
cc.  of  0.1  per  cent  procaine  hydrochloride  be- 
fore the  massage.  Moynahan(1>  and  Nichol- 
son recommend  the  injection  of  5 cc.  of  one 
per  cent  procaine  around  the  painful  nodule. 
This  stops  the  pain  and  relaxes  the  muscle 
spasm  so  that  movement  of  the  part  can  be 
maintained,  thus  preventing  adhesions  from 
forming.  The  use  of  procaine  injections  re- 
sults in  quick  recovery  — frequently  within 
twenty-four  hours.  The  procaine  injection 
also  serves  as  a method  of  differential  diag- 
nosis. 

The  quick  recovery  by  use  of  procaine  and 
massage  is  possible  only  when  started  early 
in  the  disease.  If  adhesions  have  already 
formed  recovery  is  slow  and  treatment  must 
be  continued  until  results  are  obtained. 

SUMMARY 

1.  Fibrositis  is  a definite  clinical  entity. 

2.  It  is  characterized  by  stiffness,  limita- 
tion of  motion,  swelling,  local  pain  and  palp- 
able tender  nodules,  which  act  as  “trigger 
points”  for  referred  pain. 

3.  The  shoulder  girdle  is  more  often  in- 
volved. 

4.  Fibrositis  may  be  due  to  exposure, 
trauma  or  coronary  heart  disease. 

5.  Injection  of  procaine  helps  in  the  di- 
agnosis and  is  a great  aid  in  promoting  quick 
recovery,  when  followed  by  massage  and 
passive  and  active  movements. 

(References  in  Reprints) 


Dextri-Maltose  with  Yeast  Extract  and  Iron 

This  product  supplies  vitamin  B complex  and  fer- 
rous sulphate  in  important  amounts,  as  well  as  car- 
bohydrate, in  the  infant’s  milk  formula.  It  repre- 
sents a considerable  advance  over  previous  similar 
Mead  Johnson  products,  as  follows: 

1.  There  are  now  four  tablespoonfuls  to  the 
ounce  instead  of  six; 

2.  The  patient  now  receives  16  ounces  per  can  in- 
stead of  12,  without  increase  in  retail  price. 

For  further  information,  please  write  to  Mead 
Johnson  & Company,  Evansville,  Indiana. 


Trichobezoar 


W.  D.  LEAR,  M.  D.  and  R.  R.  BRADY,  M.  D. 
Ainsworth,  Nebraska 


REPORT  OF  A CASE 
Miss  G.  S.,  age  14,  was  seen  May  2,  1942. 

PRESENT  COMPLAINT 
Cramp  like  abdominal  pains;  a little  worse  after 
meals.  Unable  to  eat  very  much  at  one  time. 


size  of  a golf  ball  on  the  pyloric  end  was  removed. 
The  size  of  the  trichobezoar  was  as  follows: 

Weight,  12%  ounces. 

Length,  13  cm. 

Width,  10  cm.  across  distal  end,  6 cm.  through 
center  of  mass. 


PAST  HISTORY 


Depth,  4%  cm. 


The  abdominal  pains  had  been  present  to  a less 
degree  for  3 or  4 years,  gradually  getting  worse. 
The  parents  of  the  girl  gave  the  history  that  at 
about  age  3 she  had  acquired  the  habit  of  plucking 
her  own  hair  and  eating  it.  This  habit  peristed 
until  she  was  7 or  8 years  old.  Part  of  the  time  she 


The  patient  made  an  uneventful  recovery. 
Fluoroscopic  examination  six  weeks  later 
showed  a normal  stomach  except  for  a slight 
contraction  at  the  area  of  the  gastrotomy. 

The  thought  of  eating  hair  is  very  dis- 
tasteful to  her. 


was  partially  bald  headed.  When  she  was  7 or  8 
her  parents  clipped  her  hair  close  to  the  head.  This 
broke  the  hair  pulling  habit. 


PHYSICAL  EXAMINATION 
A girl  of  average  size  and  mentality. 


Essentially  negative  except  that  abdominal  exam- 
ination disclosed  a large  very  firm  mass  in  the  left 
upper  quadrant  with  a nodular  formation  ^on  the 


lower  median  side  of  the  mass.  Fluoroscopic  ex- 
amination with  barium  meal  showed  the  barium 
descending  into  the  stomach  filling  approximately 
the  upper  one-third,  then  spreading  around  an ’ ob- 
ject in  the  lower  two-thirds  and  out  the  pylorus.  ‘.A 
diagnosis  of  trichobezoar  was  made.  *>, 

TREATMENT 

Gastrotomy  was  performed  tvvo  «days  Jater..  , A 
kidney  shaped  trichobezoar  with  a knob  about: the 


BOOK  REVIEW 

Food  Charts:  Foods  as  Sources  of  the  Dietary 
Essentials  prepared  by  a joint  Committee  of  the 
Council  on  Foods  and  Nutrition  of  the  American 
Medical  Association  and  of  the  Food  and  Nutrition 
Board  of  the  National  Research  Council.  Paper. 
Price  10  cents.  Quantity  prices  on  request.  Pp.  20. 
American  Medical  Association,  Chicago,  1942. 

Current  interest  in  nutrition  is  at  a high  level  and 
the  subject  merits  all  the  attention  which  it  is  re- 
ceiving. Information  about  the  composition  of 
foods  now  is  on  a quantitative  basis.  A forceful 
presentation  of  some  facts  about  foods  as  sources 
of  the  dietary  essentials  is  provided  by  the  present 
illustrated  essay,  which  has  been  prepared  by  a 
joint  committee  of  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  of 
the  Food  and  Nutrition  Board  of  the  National  Re- 
search Council.  There  are  eight  charts  showing  the 
contribution  that  individual  foods  may  make  with 
respect  to  the  needs  for  protein,  calcium,  iron,  vita- 
min 2,  thiamine,  riboflavin,  nicotinic  acid,  and  ascor- 
bic acid.  A feature  of  these  graphic  presentations 
is  that  the  values  are  presented  in  terms  of  the 
proportion  of  the  daily  requirements  which  are  sup- 
plied by  typical  servings  of  each  food.  The  require- 
ments selected  are  the  Recommended  Daily  Allow- 
ances of  the  Food  and  Nutrition  Board  of  the  Na- 
tional Research  Council.  The  charts  show,  for  ex- 
ample, that  a serving  of  about  SV2  ounces  of  cooked 
greens  (beet,  kale,  chard,  mustard,  spinach,  turnip) 
will  supply  more  than  10,000  International  units  of 
pro-vitamin  A,  the  daily  allowance  of  which  is  5,000 
International  units.  An  orange  of  average  size,  or 
half  a grapefruit,  or  a serving  of  fresh  strawberries 
will  supply  the  75  milligrams  of  ascorbic  acid  which 
is  considered  to  be  a desirable  intake  of  vitamin  C. 
It  is  interesting  to  note  the  unique  value  of  milk 
as  a source  of  calcium,  protein  and  riboflavin.  There 
'is, a descriptive  paragraph  or  two  about  each  of  the 
• charts.  “ In  addition  the  booklet  reproduces  the 
v^lu,qs  of  Minimum,  Dietary  Requirements  developed 
t>y,the  Food  and  Drug-  Administration  for  purposes 
of  labeling  special  dietary  foods.  This  little  essay 
thus  provides;  considerable  Tactual  information  about 
'fpo.ds  as  sources  of- the  dietary  essentials. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  phanges  as 
may  be  necessary  to  maintain  t^e'.q'ual'rty'or  rrledi-;' 
cal  services  and  to  increase  their 'availability. 

8.  Expansion  of  public  ‘4j‘ealth  and  medical 

services  consistent  with  the  American  system,  of 
democracy.  . ..... 


ANNOUNCEMENTS 


The  annual  mid-winter  meeting  of  the 
Council  of  the  Nebraska  State  Medical 
Association  will  be  held  at  the  Lincoln 
Hotel,  January  17,  1943.  The  meeting 
will  be  called  to  order  at  2 p.  m. 


WAR  SURGERY  MEETING 

At  a time  of  national  emergency,  such  as  we  now 
face,  intellectual  forces  aptly  adapt  themselves 
to  circumstances  under  which  they  must  advance. 
Therefore,  to  fill  the  need  for  inspiration  and  in- 
formation with  regard  to  the  war  medical  problem, 
two  great  medical  societies,  the  American  Academy 
of  Orthopedic  Surgeons  and  the  Clinical  Orthopedic 
Society,  have  combined  their  annual  meeting  to  meet 
this  challenge.  This  joint  meeting  will  be  held  on 
January,  17,  18,  19,  and  20,  1943,  at  the  Palmer 
House  in  Chicago.  The  keynote  of  this  occasion 
will  be  “War  Surgery”  and  its  application  to  civil 
practice.  Those  members  of  the  medical  profession 
in  good  standing,  who  are  interested  in  bone  and 
joint  surgery  and  its  allied  fields,  may  have  the 
privilege  of  attending. 

There  will  be  four  sections  of  interest  connected 
with  this  program. 

1.  A clinical  program. 

2.  A general  scientific  assembly. 

3.  An  instructional  section. 

a.  Group  discussion  courses. 

b.  Motion  pictures  of  surgical  methods  and  tech- 
nique. 

4.  Scientific  exhibits. 

The  speakers  and  faculty  are  drawn  from  the 
leading  surgical  authorities  of  this  country,  as  well 
as  distinguished  guests  from  England,  Canada, 
South  America  and  the  Hawaiian  Islands.  These 
will  include  a sizable  group  of  Army  and  Navy 
surgeons  who  have  had  to  deal  directly  with  the  war 
casualties  from  across  both  oceans. 

Thorough,  concise,  short  discussion  courses  will  be 
offered  on  the  following  subjects.  Each  will  have 
an  outstanding  faculty,  many  of  whom  are  in  mili- 
tary service. 

1.  Surgery  of  the  Hand. 

2.  Fractures. 

3.  Peripheral  Nerve  Injuries. 

4.  Amputations. 

5.  Lame  Backs. 

6.  Surgery  of  the  Hip. 

7.  Surgery  of  the  Knee. 

8.  Burns  and  War  Plastic  Procedures. 

9.  Foot  Disabilities. 

10.  Differential  Diagnosis  of  Bone  Pathology. 

11.  Reconstructive  Surgery  Following  Trauma  of 
the  Upper  Extremity. 

12.  Surgical  Anatomy. 

There  will  be  several  special  features  in  connec- 
tion with  the  general  program. 

A.  Ap'  afternoon  devoted  to  “Complicating  Trau- 
ma Associated  with  Orthopedic  Casualties.”  This 
will  include  a ‘discussion  of  the  following  subjects. 

1.  “Shock— Ttfe  * Early  Recognition  and  Treat- 
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2.  “Blast,  Crush  and  Compression  Injuries.” 

3.  “Thoracic  Injuries.” 

4.  “Head  and  Spine  Injuries.” 

5.  “Gunshot  Injuries  to  Abdomen.” 

6.  “Injuries  to  Genito-Urinary  Tract.” 

B.  One  evening  will  be  devoted  to  the  subject  of 
“Chemotherapy  in  the  Treatment  of  Wounds,”  with 
eminent  authorities  who  have  studied  the  subject 
from  various  angles. 

C.  Another  evening  will  be  given  to  a debate  on 
“The  Kenny  Treatment  for  Anterior  Poliomyelitis.” 

There  will  be  no  time  for  play.  Morning,  after- 
noon and  evening  will  be  devoted  entirely  to  the 
problems  as  they  have  been  outlined.  As  has  been 
stated  previously,  members  of  the  medical  profes- 
sion who  are  interested  in  such  a program  are  wel- 
come to  attend,  and  may  receive  an  invitation  by 
writing  to  the  Secretary,  Dr.  Myron  0.  Henry,  401 
Medical  Arts  Building,  Minneapolis,  Minnesota.  If 
you  expect  to  attend,  hotel  and  railroad  reservations 
should  be  made  early. 


FIFTH  ANNUAL  CONGRESS  ON 
INDUSTRIAL  HEALTH 

The  problems  associated  with  the  maintenance  of 
industrial  health  continue  to  attract  increasingly  the 
attention  of  physicians,  employers,  workers  and  gov- 
ernmental agencies.  Indeed,  the  hearings  before 
the  Pepper  committee  on  education  and  labor  served 
to  focus  the  public  eye  on  the  situation.  The  pro- 
gram for  the  fifth  Annual  Congress  on  Industrial 
Health  has  been  designed  to  illustrate  how  in- 
dustrial health  services  can  be  extended  and  im- 
proved. 

The  demand  for  industrial  health  service  has  in- 
creased at  a time  when  the  facilities  and  personnel 
of  medicine  cannot  assign  the  numbers  of  physicians 
and  technicians  necessary  for  ideal  coverage.  In- 
tensified organization  for  the  certification  and  train- 
ing of  physicians  essential  to  industry  becomes 
necessary;  these  plans  will  be  discussed  during  the 
congress.  The  growing  influence  of  labor  in  the 
industrial  health  program  will  be  represented  by  a 
description  of  activities  currently  under  way  by  em- 
ployee-management production  drive  committees 
now  organized  in  more  than  sixteen  hundred  plants 
at  the  request  of  the  War  Production  Board. 

A symposium  on  Infections  in  Industry  will  be 
conducted  jointly  with  the  Council  on  Pharmacy  and 
Chemistry  to  include  not  only  those  of  definite  occu- 
pational origin  but  also  others  causing  serious  loss 
of  time  in  industry,  notably  those  affecting  the  up- 
per respiratory  system. 

Another  significant  development  in  industrial 
practice  is  the  changing  nature  of  the  work  force; 
men  are  being  replaced  by  women,  older  men,  young 
workers  and  the  handicapped.  Each  presents  a new 
and  different  group  of  health  problems. 

Another  session  of  the  congress  has  been  assigned 
to  industrial  medicine  and  the  emergency.  Here  re- 
cent experience  in  functioning  with  less  well  trained 
help,  the  possibility  of  using  technicians  and  aides 
to  a greater  extent  as  replacements  for  more  skilled 
people,  more  effective  use  of  medical  records  as 
guideposts  to  needed  preventive  medicine  and  hy- 
giene, and  closer  association  between  industrial 
medical  facilities  and  those  being  set  up  for  emer- 
gency medical  care  under  the  Office  of  Civilian  De- 
fense will  be  elucidated. 


Innovations  during  this  congress  will  be  sympo- 
siums on  Medical  Relations  in  Workmen’s  Compensa- 
tion, jointly  presented  with  the  Bureau  of  Legal 
medicine  and  Legislation,  and  on  Recent  Develop- 
ments in  Rehabilitation,  presented  jointly  with  the 
Council  on  Physical  Therapy. 

On  the  last  day  a round  table  on  Nutrition  of  In- 
dustrial Workers  will  be  held  in  company  with  the 
Council  on  Foods  and  Nutrition  and  interested  per- 
sonnel from  the  National  Research  Council  and  the 
United  States  Public  Health  Service.  Directly  fol- 
lowing this  symposium  a conference  on  industrial 
health  to  which  the  public  will  be  invited  will  be 
held  under  the  joint  auspices  of  committees  of  the 
Chicago  Medical  Society  and  the  Illinois  Manufac- 
turers’ Association.  Many  other  state  and  local  or- 
ganizations will  collaborate. 

An  exhibit  is  planned  which  will  demonstrate  the 
industrial  health  services  now  available  through 
agencies  in  organized  medicine,  public  health  and  a 
few  independent  agencies.  According  to  present 
plans,  about  thirty  exhibits  will  be  shown. 

The  full  program  appears  on  page  1145  of  Journal 
of  the  A.  M.  A.  for  Dec.  5,  1942. 


EXAMINATIONS— AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  on 
Saturday,  February,  13,  1943,  at  2:00  p.  m. 

Arrangements  will  be  made  so  far  as  possible  for 
candidates  in  military  service  to  take  the  Part  I 
examination  (written  paper  and  submission  of  case 
records)  at  their  places  of  duty,  the  written  exam- 
ination to  be  proctored  by  the  Commanding  Officer 
(medical)  or  some  responsible  person  designated  by 
him.  Material  for  the  written  examination  will  be 
sent  to  the  proctor  several  weeks  in  advance  of  the 
examination  date.  Candidates  for  the  February  13, 
1943,  Part  I examination,  who  are  entering  military 
service,  or  who  are  now  in  Service  and  may  be  as- 
signed to  foreign  duty,  may  submit  their  case  rec- 
ords in  advance  of  the  above  date,  by  forwarding 
the  records  to  the  Office  of  the  Board  Secretary. 
All  other  candidates  should  present  their  case  rec- 
ords to  the  examiner  at  the  time  and  place  of  taking 
the  written  examination. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  Detached  Duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

All  candidates  will  be  required  to  take  both  the 
Part  I examination  and  the  Part  II  examination 
(oral-clinical  and  pathology  examination).  Candi- 
dates who  successfully  complete  the  Part  I examina- 
tion proceed  automatically  to  the  Part  II  examina- 
tion to  be  held  later  in  the  year. 

The  Part  II  examination  will  be  held  at  Pitts- 
burgh, Pennsylvania,  from  May  19-25,  1943.  Notice 
of  the  exact  time  and  place  of  the  examinations  will 
be  sent  all  candidates  well  in  advance  of  the  ex- 
amination date.  Candidates  in  Military  or  Naval 
Service  are  requested  to  keep  the  Secretary’s  Office 
informed  of  any  change  in  address. 

If  a candidate  in  service  finds  it  impossible  to 
proceed  with  the  examinations  of  the  Board,  defer- 
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ment  without  time  penalty  will  be  granted  under  a 
waiver  of  our  published  regulations  applying  to 
civilian  candidates. 

Applications  are  now  being  received  for  the  1944 
examinations  of  the  Board. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


NEWS  a*td  VIEWS 


The  Board  of  Regents  of  the  American  College  of 
Physicians  has  announced  the  cancellation  of  their 
1943  Annual  Session,  which  was  scheduled  to  be  held 
in  Philadelphia,  April  13-16,  1943.  This  action  was 
taken  after  thoughtful  consideration  of  all  factors 
involved,  including  an  intimation  from  the  Secretary 
of  War  and  the  Office  of  Transportation  that  larg- 
er national  medical  groups  should  not  plan  meetings 
at  the  time  set;  a growing  difficulty  in  getting 
speakers  and  clinicians  of  top  rank  to  maintain  the 
usual  standards  of  the  program;  prospect  of  great- 
ly reduced  attendance,  because  civilian  doctors  are 
faced  with  too  great  a burden  of  teaching  and  prac- 
tice already;  a decreasing  active  membership,  due 
to  approximately  25%  of  all  doctors  being  called  to 
active  military  service.  President  James  E.  Paullin 
announced,  however,  that  all  other  activities  of  the 
College  would  be  pursued  with  even  greater  zeal, 
and  that  the  College  would  especially  promote  re- 
gional meetings  over  the  country  and  organize  post- 
graduate seminars  in  the  various  military  hospitals 
for  doctors  in  the  Armed  forces. 


The  date  for  the  17th  annual  meeting  of 
the  National  Conference  on  Medical  Services 
has  been  set  for  Sunday,  February  14.  This 
meeting  is  held  annually  in  connection  with 
the  Congress  on  Medical  Education  and  Li- 
censure,- which  is  scheduled  this  year  for 
February  15  and  16.  The  place  of  meeting 
will  be  the  Palmer  House,  Chicago.  Dr.  J.  D. 
McCarthy  of  Omaha  is  president  of  the  con- 
ference this  year. 


UROLOGY  AWARD 

The  American  Urological  Association  offers  an 
annual  award  ‘not  to  exceed  $500’  for  an  essay  (or 
essays)  on  the  result  of  some  specific  clinical  or 
laboratory  research  in  Urology.  The  amount  of  the 
prize  is  based  on  the  merits  of  the  work  presented, 
and  if  the  Committee  on  Scientific  Research  deem 
none  of  the  offerings  worthy,  no  award  will  be 
made.  Competitors  shall  be  limited  to  residents  in 
urology  in  recognized  hospitals  and  to  urologists 
who  have  been  in  such  specific  practice  for  not  more 
than  five  years. 

The  selected  essay  (or  essays)  will  appear  on 
the  program  of  the  forthcoming  meeting  of  the 
American  Urological  Association,  May  31-June  3, 
1943,  Hotel  Jefferson,  St.  Louis,  Missouri. 

Essays  must  be  in  the  hands  of  the  Secretary, 
Dr.  Thomas  D.  Moore,  899  Madison  Avenue,  Mem- 
phis, Tennessee,  on  or  before  March  1,  1943. 


As  a guest  of  the  Neuropsychiatric  Sec- 
tions of  Verdun  Protestant  Hospital  and  Mc- 
Gill University,  Dr.  A.  E.  Bennett  gave  a 
series  of  lectures  in  Montreal,  Quebec,  Dec. 
14,  15  and  16th.  He  spoke  before  the  Psy- 
chiatric Section  of  the  Montreal  Chirurgical 
Society  on  “The  Present  Status  of  Fever 
Therapy  in  Neurosyphilis;”  before  the  Mon- 
treal Neurological  Section  on  “Myasthenia 
Gravis:  Curare  Sensitivity  as  a Diagnostic 
Test  and  a New  Approach  Towards  the  Eti- 
ology of  the  Disease”  and  gave  demonstra- 
tions showing  the  use  of  curare  with  con- 
vulsive shock  therapy  at  the  Verdun  Protes- 
tant Hospital  and  McGill  University,  Mon- 
treal. 


According  to  a recent  statement  by  Dr. 
Claude  Selby,  State  Director  of  Health,  ap- 
proximately 100,000  school  children  in  Ne- 
braska were  given  immunizations  for  diph- 
theria and  smallpox.  Among  other  statisti- 
cal figures  we  find: 

During  the  first  six  months  of  1942  there  were 
10,969  births  with  5,599  boys  and  5,370  girls.  There 
were  127  pairs  of  twins  and  three  sets  of  triplets. 
For  the  same  period  of  1941  there  were  10,766 
births  of  which  5,543  were  boys  and  5,223  were  girls. 
There  were  111  pairs  of  twins  but  no  triplets. 

During  the  same  period  of  1942  there  were  251 
still  births  with  374  deaths  of  infants  under  one 
year  of  age  and  26  maternal  deaths.  In  1941  there 
were  222  still  births,  403  deaths  of  infants  and  27 
maternal  deaths. 


The  following  news  article  is  reprinted 
from  the  Lincoln  Star  under  the  date  line 
December  4,  1942.  The  experiment  in  group 
pre-payment  medical  service  in  agricultural 
areas  is  being  watched  carefully  in  all  sec- 
tions of  the  country  by  professional  and  lay 
groups  as  well  as  by  governmental  agencies. 
At  the  recent  Conference  of  State  Secretaries 
and  Editors  in  the  headquarters  of  the 
American  Medical  Association  in  Chicago  a 
full  morning  was  devoted  to  discussions  of 
various  pre-payment  plans  operated  or  about 
to  be  inaugurated  by  some  of  the  state  medi- 
cal associations.  In  reprinting  this  article 
The  Journal  merely  aims  to  place  before  its 
readers  information  in  which  they  are  vital- 
ly interested. 

Four  hundred  fifty-seven  Hamilton  county,  Ne- 
braska, farm  families,  or  approximately  1,800  per- 
sons, make  up  the  present  membership  of  the  new- 
ly established  Hamilton  County  Medical  Aid  asso- 
ciation, with  headquarters  at  Aurora. 

Cooperating  with  the  association  are  all  the  coun- 
ty’s seven  physicians,  five  dentists  and  six  drug- 
gists, as  well  as  the  one  hospital  which  is  located 
at  the  county  seat,  Aurora.  This  professional  group 


Volume  28 
Number  1 


NEWS  AND  VIEWS 


19 


received,  through  September  and  October  on  a pro- 
rated basis  $3,488.16  for  services  rendered  to  asso- 
ciation members. 

The  association  is  one  of  six  similar  ones  in  the 
United  States,  and  is  the  only  one  of  its  kind  in 
the  northern  great  plains  area.  It  started  Sept.  1 
this  year.  Membership,  open  to  all  actual  farmers’ 
families,  is  expected  to  reach  500  soon. 

Each  member  family  holds  a membership  card 
entitling  it  to  service  from  the  physician,  dentist  or 
druggist  it  chooses  to  patronize. 

Services  Offered 

Physicians  and  surgeons  are  furnishing  all  avail- 
able services  including  general  practitioner  care, 
physical  examinations,  obstetrical  care,  pre-  and 
post-natal  care,  office  calls,  home  calls  in  emergen- 
cies, fracture  treatment,  x-rays  and  major  and  minor 
surgery  both  emergency  and  corrective.  Chronic 
cases  receive  corrective  treatment  at  the  conven- 
ience of  doctors  and  patients.  Eyes  are  examined, 
but  no  glasses  are  furnished.  Hospitalization  in- 
cludes ten  days  per  case  when  authorized  by  the  at- 
tending physician-member. 

The  dental  agreement  provides  limited  dental 
service,  including  cleaning  of  teeth,  x-rays  needed 
in  the  diagnosis,  extractions  of  diseased  or  infected 
teeth,  and  other  similar  limited  treatments.  Re- 
placements and  fillings  are  not  included.  Druggists 
provide  physician-prescribed  drugs,  but  not  patent 
medicines  or  ordinary  drugs  or  preparations  usually 
sold  without  prescriptions. 

Membership  Plan 

The  annual  membership  fee  is  $57  per  family. 
This  cost  would  eliminate  many  low  income  families, 
but  in  order  that  all  may  have  the  chance  to  par- 
ticipate in  this  plan  to  elevate  the  farmers’  health 
level,  the  federal  government,  through  the  depart- 
ment of  agriculture,  has  arranged  a subsidy  to  take 
care  of  that  part  of  the  fee  which  a family  cannot 
raise.  The  amount  of  the  subsidy,  which  is  an  in- 
vestment in  citizens’  health,  is  determined  in  each 
case  by  the  difference  between  $57  and  an  amount 
equaling  six  per  cent  of  the  family’s  net  income — or 
income  after  farm  operating  expenses  have  been  de- 
ducted. 

It  works  this  way:  A farm  family’s  net  annual  in- 
come, for  instance,  is  $600.  Six  per  cent  of  that  is 
$36,  which  is  what  the  family  pays.  The  association 
gets  the  balance,  or  $21,  from  the  government.  No 
family,  however,  can  get  in  without  paying  at  least 
$10  of  its  own  money. 

Each  $57  fee  is  budgeted  as  follows:  $22,  general 
practitioner  care;  $10,  hospitalization;  $6  for  major 
surgery;  $5  for  drugs;  $7  for  dentistry,  and  $4  for 
administrative  purposes.  The  balance  of  $3  is  set 
up  as  an  equalization  fund  for  the  purpose  of  bol- 
stering funds  that  appear  to  be  running  short. 

Has  Farmer  Directorate 

All  agencies  of  the  U.  S.  department  of  agricul- 
ture have  been  active  in  getting  the  association 
established  on  a sound  basis.  This  includes  the  ex- 
tension service,  soil  conservation  service,  farm  secur- 
ity administration,  Triple  A and  so  on.  All  the  den- 
tists, physicians  and  druggists  put  in  a great  deal 
of  time  and  effort.  Many  other  public  spirited 
citizens  have  also  had  much  to  do  with  the  organiza- 
tion work. 


The  association  has  its  own  manager  and  its 
board  of  directors.  This  board  is  composed  of  seven 
men  and  women,  all  substantial  farmers,  from  vari- 
ous parts  of  the  county,  serving  without  pay.  They 
are:  J.  Austin  Medaris,  president,  Aurora;  Scott 
Heinzman,  Phillips,  vice  president;  Mrs.  Paul  Schus- 
ter, Phillips,  secretary;  H.  A.  Obermeier,  Giltner, 
treasurer;  Mrs.  Fred  Troester,  Aurora;  O.  S.  Lar- 
son, Marquette,  and  Grover  Scherff,  Stockham. 
Elmer  O.  Emerson  was  manager  until  Dec.  1,  when 
he  resigned  to  take  a job  as  rehabilitation  supervisor 
for  farm  security  at  Mitchell,  Nebr.  The  directors 
chose  I.  J.  Stratton  to  succeed  him. 


PERCENTAGES  TO  1942  MILITARY  QUOTAS 
As  of  Nov.  30,  1942 


% to 

% to 

STATE 

Quota 

STATE 

Quota 

Alabama 

.205 

Nebraska  _ __ 

. 97 

Arizona 

_ - 160 

Nevada  _ . 

71 

Arkansas 

125 

New  Hampshire  . 

89 

California 

87 

New  Jersey 

. _._112 

Colorado  - — 

125 

New  Mexico 

232 

Connecticut 

80 

New  York 

. - 81 

Delaware 

_ 153 

North  Carolina 

. . 165 

103 

114 

Florida 

121 

Ohio 

121 

Georgia 

152 

Oklahoma 

134 

Idaho 

. _ 164 

Oregon 

119 

Illinois 

90 

Pennsylvania 

_ 99 

Indiana 

137 

Rhode  Island 

. _ 97 

Iowa  _ 

122 

South  Carolina 

.176 

Kansas 

119 

South  Dakota 

137 

Kentucky 

. 170 

Tennessee 

.170 

Louisiana 

215 

Texas 

150 

Maine 

131 

Utah  _ . 

. _ 116 

Maryland 

111 

Vermont 

. 97 

Massachusetts 

84 

Virginia 

. __  140 

Michigan 

134 

Washington  _ . 

137 

Minnesota 

102 

West  Virginia 

159 

Mississippi 

163 

Wisconsin 

. - 90 

Missouri 

109 

Wyoming 

163 

Montana 

133 

The  Association  of  Military  Surgeons  of  the  Unit- 
ed States  held  a luncheon  in  Cosmos  Club,  Washing- 
ton, D.  C.,  December  15,  1942,  for  the  presentation 
of  the  Gorgas  Medal  founded  by  John  Wyeth  and 
Brother,  Philadelphia.  The  medal  was  awarded  to 
Rear  Admiral  Edward  Rodes  Stitt,  U.  S.  N.;  Brig- 
adier-General Jefferson  Randolph  Kean,  U.  S.  A.; 
Brigadier-General  Frederick  Fuller  Russell,  U.  S.  A. 
for  distinguished  service  in  preventive  medicine  for 
our  armed  forces. 

General  Kean  was  Chief  Surgeon,  Department  of 
Western  Cuba,  in  1900  when  he  launched  his  vic- 
torious fight  against  yellow  fever.  In  1904,  as  Sani- 
tary Advisor,  he  was  author  of  the  laws  reorganiz- 
ing the  Department  of  Sanitation  in  Cuba.  He  is 
credited  with  being  the  “father”  of  the  three  ad- 
ministrative measures  upon  which  the  Army’s  Medi- 
cal Department  was  based  in  the  first  World  War. 
Namely,  these  are  creation  in  1903  of  the  Medical 
Reserve  Corps;  development  in  1905  of  Army  field 
medical  supply  depots,  with  complete  field  hospitals 
ready  for  immediate  service,  and  creation  in  1917  of 
this  country’s  organization  of  Army  base  hospital 
units. 

General  Russell,  through  research  and  administra- 
tive direction,  made  it  possible  for  the  U.  S.  Army 
to  be  the  first  in  the  world  protected  against 
typhoid,  centuries-old  scourge  of  fighting  men.  For 
many  years,  he  devoted  himself  to  preventive  medi- 
cal work  as  professor  of  the  Army  Medical  School, 
Director  General  of  the  International  Health  Board, 
Rockefeller  Foundation,  and  professor  at  Harvard. 

Before  retiring,  Admiral  Stitt  devoted  42  years  of 
(Continued  on  p.  20) 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 
President-elect — Mrs.  A.  L.  Miller 
Kimball,  Nebr. 

First  Vice-President — Mrs.  Herbert  Davis 

112  South  Elmwood  Road,  Omaha,  Nebr. 

Historian — ] 


Second  Vice-President — Mrs.  Charles  Arnold 

2480  Lake,  Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 
2833  Sheridan,  Lincoln.  Nebr. 

Treasurer — Mrs.  K.  F.  McDermott 

518  South  Clay,  Grand  Island,  Nebr. 

Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Chas.  P.  Baker  is  State  Chair- 
man for  the  Bulletin. 


The  Lancaster  County  Medical  Auxiliary 
met  Monday,  October  26th,  at  the  home  of 
Mrs.  W.  W.  Carveth.  The  first  meeting  of 
the  year,  it  was  a coffee-sandwich  luncheon. 
About  fifty  were  present.  Wives  of  the 
medical  officers  at  the  Lincoln  Air  Base  were 
guests. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary met  Tuesday,  November  10th  for  a 
one  o’clock  luncheon  at  the  home  of  Mrs. 
J.  A.  Borghoff.  Forty  were  present.  Wives 
of  medical  corps  officers  stationed  at  Fort 
Omaha  were  guests. 

Mrs.  Herman  Johnson,  volunteer  chairman 
of  Red  Cross  nurse’s  aides,  was  the  speaker. 


service  to  the  Naval  Medical  Corps,  including  eight 
years  as  its  Surgeon  General.  According  to  the 
Association  of  Military  Surgeons,  he  is  a “dis- 
tinguished scholar  and  an  authority  of  international 
fame  on  tropical  medicine”  and  has  “added  mate- 
rially” to  our  knowledge  of  tropical  ills  and  their 
prevention. 


THE  SECRETARY-EDITOR  CONFERENCE 

The  War  as  it  affects  medicine  and  the  reciprocal 
effects  of  medicine  upon  the  various  phases  of  the 
War  was  the  main  theme  of  the  discussion  at  the 
Conference  of  the  Secretaries  and  Editors  of  State 
Medical  Associations  and  their  State  Medical  Jour- 
nals the  latter  part  of  November.  These  confer- 
ences have  been  an  annual  event  for  many  years. 
Some  two  hundred  attended  the  sessions  at  the  head- 
quarters of  the  American  Medical  Association  at 
Chicago.  In  addition  to  the  secretaries  and  editors 
there  were  other  officers  of  state  associations  and 
many  ranking  officials  from  the  Army  and  Navy. 
Dr.  H.  H.  Shoulders,  Editor  of  the  Journal  of  Ten- 
nessee Medical  Association  and  Speaker  of  the 
House  of  Delegates,  was  elected  chairman,  and  with 
his  ascent  to  the  platform  the  Conference  rolled  im- 
mediately into  high  gear. 

The  first  day  was  occupied  by  discussion  on  mili- 
tary problems  from  the  medical  angle.  The  discus- 
sions followed  talks  by  Colonel  Fred  Rankin;  Ross 
McIntyre,  Surgeon  General  of  the  U.  S.  Navy;  Frank 
Lahey,  head  of  Procurement  and  Assignment  Serv- 
ice; General  Hillman  of  the  Surgeon  General’s  office 
of  the  United  States  Army;  Colonel  Leonard  Rown- 
tree  for  General  Lewis  B.  Hershey  of  Selective  Serv- 
ice, and  Thomas  Parran,  Surgeon  General  of  the 
United  States  Public  Health  Service.  These  were 
complemented  by  talks  by  Dr.  James  E.  Paulin, 
President-elect  of  the  American  Medical  Association 
and  a paper  each  by  Dr.  Creighton  Barker  of  Con- 
necticut and  Walter  F.  Donaldson  of  Pennsylvania, 
on  the  problem  of  physicians  for  civilian  practice. 

The  first  evening  was  as  usual  devoted  to  a dis- 
cussion of  problems  associated  with  editing  a state 


medical  journal.  How  a state  journal  can  best  serve 
its  readers  is  a perennial  problem  which  may  be 
classed  as  a major  factor  in  the  causation  of  insom- 
nia among  conscientious  editors.  Time  was  when 
the  headache  of  medical  journalism  was  largely 
economic  in  origin  and  affected  editors  only  sec- 
ondarily; the  primary  shock  was  absolved  by  the 
business  manager.  At  present  most  editors  are 
troubled  with  three  major  dilemmas:  (a)  procure- 
ment of  good  manuscripts,  a problem  which  is  be- 
coming increasingly  preplexing  since  many  of  those 
who  write  papers  are  in  the  Armed  Services  and 
those  who  remain  at  home  have  heavy  teaching 
schedules  and/or  are  generally  too  preoccupied  to 
write;  (b)  the  publication  of  news  releases  before 
they  lose  their  news  value — an  insurmountable  dif- 
ficulty for  a monthly  publication;  and  (c)  modifica- 
tion of  style  so  as  to  create  “reading  appeal.”  Edi- 
tors are  uncomfortably  aware  of  the  dryness  of 
scientific  copy  and  of  the  attitude  of  the  average 
reader  toward  this  unfortunate  condition.  Yet  how 
can  one  wax  poetic  over  a description  of  a clinical 
or  laboratory  procedure  without  appearing  ludi- 
crous ? The  editor’s  position  is  distinctly  not  a bed 
of  roses. 

One  of  the  highlights  of  the  Conference  was  a full 
morning’s  discussion  of  Medical  Service  Plans  now 
in  operation  directly  by  or  in  cooperation  with  state 
medical  associations  or  local  county  societies.  How 
many  of  these  plans  are  actually  functioning  is  not 
certain.  They  are  all,  it  seems,  working  on  a pre- 
payment basis  and  judging  from  the  discussion  most 
of  them  are  still  in  the  experimental  stage.  Two 
things  were  clear: 

1.  A model  plan  suitable  to  all  states  and  all 
communities  is  an  impossibility  since  there  are  too 
many  civic  and  economic  variables  in  community 
organizations  to  make  one  system  applicable  or  ef- 
fective. 

2.  Political  and  sociological  straws  in  the  wind 
indicate  an  urgent  necessity  for  the  profession  to 
adapt  the  economic  phases  of  medical  care  to  rapid- 
ly changing  trends  in  a restless  world. 
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FIRST  DISTRICT 

Warren  Y.  Thompson,  Councilor 


♦ Military  Service 
♦♦Honorary  Member 
DOUGLAS 
Omaha — 

Adams,  Payson  S. 

527  Medical  Arts 
Allen,  John  F. 

912  Medical  Arts 
♦Alliband,  Geo.  T. 
Naval  Hospital, 
Farragut,  Idaho 
Andersen,  Alfred  C. 

306  N.  14th  St. 
Andersen,  M.  C. 

1120  Medical  Arts 
Anderson,  Harley  E. 

912  Medical  Arts 
Armbrust,  Walter 
1909  Ontario  St. 
*Arnsten,  L.  L. 

Camp  Perry, 
Williamsburg,  Va. 
Attwood,  N.  H. 

502  Medical  Arts 
Baca,  Don  E. 

Papillion,  Nebr. 
Baker,  Chas.  P. 

Methodist  Hospital 
Bantin,  C.  F. 

1341  Medical  Arts 
Bantin,  E.  W. 

440  Aquila  Court 
Baptist,  John 

303  Neville  Block 
Barry,  M.  W. 

141.6  Medical  Arts 
Bean,  Francis  J. 

Harry  W.  Putnam 
Memorial  Hospital, 
Bennington,  Vt. 
Beber,  Meyer 
631  Medical  Arts 
Beck,  F.  O. 

Livestock  National 
Bank  Bldg. 

Bennett,  A.  E. 

607  Medical  Arts 
*Best,  R.  Russell 
Foreign  service 
Betz,  W.  H. 

724  Citv  Natl.  Bank 
Bisgard,  J.  Dewey 
1418  Medical  Arts 
Bleick,  L.  C. 

830  Citv  Natl.  Bank 
Bliss.  Rodney  W. 

1120  Medical  Arts 
Block.  Max 
432  Brandeis  Theater 
Bldg. 

Boetel,  George  H. 

2912  Ames  Ave. 
Borghoff.  J.  A. 

1319  Medical  Arts 
Bovne.  H.  N. 

1302  Medical  Arts 
*Bowers,  Warner  F. 
Station  Hospital, 
Camp  Gruber,  Okla. 
Brandt.  Emelia  F. 

602  Omaha  L.  & B. 
Assn.  Bldg. 


♦Brazer,  John  G. 
Camp  Young, 

3rd  Field  Hosp., 
Indio,  Calif. 
Brodkey,  M.  H. 

320  Medical  Arts 
Brown,  Alfred 
1618  Medical  Arts 
Brown,  Willis  E. 

Uni.  of  Nebr. 

College  of  Medicine 
*Burns,  B.  C. 

Camp  Carson, 
Colorado  Springs, 
Colo. 

Burroughs,  Ruth 
Jackson,  Miss. 

U.  S.  Publ.  Health 
Bushman,  L.  B. 

627  City  Natl.  Bank 
Bldg. 

Callfas,  W.  F. 

4115  Miller  St., 

San  Diego,  Calif. 
Cameron,  O.  J. 

1520  Medical  Arts 
Carnazzo,  S.  J. 

712  Barker  Bldg. 
*Cash,  Paul  T. 

Fort  Omaha, 

Omaha,  Nebr. 
Cassidy,  W.  A. 

1020  Medical  Arts 
Catania,  Nancy 
418  Brandeis  Thea- 
ter Bldg. 

Christensen,  Julius  B. 

1326  Medical  Arts 
Christie,  B.  W. 

208  Barker  Bldg. 
Christlieb,  J.  M. 

4702%  S.  24th  St. 
Clarke,  F.  S. 

314  Medical  Arts 
Cloyd,  A.  David 
316  Medical  Arts 
Cloyd,  A.  D„  Sr. 

Insurance  Bldg. 
Coakley,  Leo  P. 

918  Medical  Arts 
*Cohen,  Louis  A. 
O’Reilly  Gen.  Hosp., 
Springfield,  Mo. 
*Comine,  J.  J. 

Camp  Carson, 

Colo.  Springs,  Colo. 
Conlin,  Frank 

1414  Medical  Arts 
Connolly,  E.  A. 

502  Medical  Arts 
Cook,  Lyman  J. 

311  Medical  Arts 
Courtney,  J.  E. 

730  City  Natl.  Bank 
Bldg. 

*Crynes,  Sylvester  F. 
O’Reillv  Gen.  Hosp., 
Springfield,  Mo. 
Davis,  Edwin 

1436  Medical  Arts 
Davis,  Herbert  H. 

1204  Medical  Arts 


Davis,  J.  Calvin 
425  Aquila  Court 
Davis,  W.  W. 

1007  S.  37th  St. 

De  Lanney,  L.  A. 

721  Medical  Arts 
*De  Long,  Henry  L. 
10th  Cavalry  Div., 
Camp  Lockett,  Calif. 
Dendinger,  Wm. 

1036  Redick  Tower 
Dishong,  G.  W. 

1527  Medical  Arts 
Di  Stefano,  Carmelo 

721  Medical  Arts 
Donelan,  James  P. 

Guarantee  Mutual 
Life  Co. 

Dow,  A.  G. 

314  Medical  Arts 
Dowell,  D.  A. 

816  Medical  Arts 
♦Downing,  John  E. 
Station  Hospital, 
Camp  Gruber,  Okla. 
Drdla,  Theodore 
460  Aquila  Court 
Drozda,  Joseph  P. 

Veterans  A dm. 
Duncan,  J.  W. 

730  City  Natl.  Bank 
Dunn,  F.  Lowell 
737  Medical  Arts 
Dwyer,  J.  R. 

820  Medical  Arts 
Eggers,  H.  E. 

University  Hospital 
Ellis,  P.  H. 

4617  N.  24th  St. 
Elston,  Harry  R. 

2401  N St. 

Endres,  Gregory  L. 
Public  Health  Serv. 
Wahoo,  Nebr. 
Erman,  J.  M. 

722  World  Herald 
Ewing,  Ben  F. 

227  Medical  Arts 
Evans,  E.  B. 

201  Leflang  Bldg. 
♦Everitt,  Neil  J. 
Federal  Bldg., 
Omaha,  Nebr. 

♦Faier,  Samuel  Z. 
Station  Hospital, 
Camp  Hood,  Texas 
Farrell,  Robert  F. 

528  Medical  Arts 
♦Fellman,  A.  C. 

Fort  F.  E.  War- 
ren, Wyo. 

Findley,  David 
446  Aquila  Court 
Findley,  Palmer 
446  Aquila  Court 
♦Finegan,  James 
U.  S.  Naval  Hosp., 
San  Diego,  Calif. 
Fleishman,  Max 
County  Hospital 


Follman,  John  C. 

1136  First  Natl. 
Bank 

Fouts,  Roy  W. 

1007  Medical  Arts 
Frandsen,  Charles 
1622  Medical  Arts 
♦Freymann,  John  J. 

U.  S.  N.  R., 

Omaha,  Nebr. 
Gardiner,  J.  F. 

628  Medical  Arts 
♦Gatewood,  John  W. 
Camp  Beale, 
Marysville,  Calif. 
Gedgoud,  John  Leo 
Universitv  Hospital 
Gerald,  H.  F. 
Creighton  Uni. 
School  of  Medicine 
Gifford,  Harold 
1620  Medical  Arts 
Gleeson,  John  J. 

601  City  Natl.  Bank 
Bldg. 

♦Green,  M.  C. 

U.  S.  Naval  Train- 
ing Sta.  Dispensary, 
San  Diego,  Calif. 
Greenberg,  A. 

320  Medical  Arts 
♦Greenberg.  Maynard 
Station  Hospital, 
Camp  Crowder,  Mo. 
♦Green,  Arthur  M. 

Foreign  service 
Grier,  John  J. 

1307  Medical  Arts 
Grier,  M.  E. 

1307  Medical  Arts 
Grodinsky,  M. 

902  Medical  Arts 
♦Gross,  Joseph  F. 

Foreign  service 
Hahn,  W.  N. 

517  City  Natl.  Bank 
Bldg. 

Hall,  B.  W. 

2736  N.  61st  St. 
Hall,  Lynn  T. 

1204  Medical  Arts 
Hamsa,  W.  R. 

527  Medical  Arts 
Haney,  W.  P. 

1500  Medical  Arts 
Hanisch,  L.  E. 

1218  Medical  Arts 
♦Hansen,  Clifford  H. 
Station  Hospital, 
Fort  Leonard 
Wood,  Mo. 

Hansen,  G.  M. 

4826  S.  24th  St. 
♦Hardy,  C.  C. 
Sheppard  Field. 
Wichita  Falls,  Tex. 
Harris.  T.  T. 

Clarkson  Hospital 
♦Hayes,  Jack  Murray 
Station  Hospital, 
Camp  Haan,  Calif. 
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Hays,  E.  R. 

Dwight  & Church, 

70  Pine  St., 

New  York  City 
Hellwig,  J.  W. 

1008  W.  O.  W.  Bldg. 
*Henrich,  Leo  C. 
Station  Hospital, 
Fort  Hamilton, 
Brooklyn,  N.  Y. 
Henry,  E.  C. 

430  Aquila  Court 
Henske,  J.  A. 

1614  Medical  Arts 
Heumann,  J.  M.  F. 

6110  Military  Ave. 
Hickey,  Charles 
Bennington,  Nebr. 
Hill,  F.  C. 

1516  Medical  Arts 
Hirschmann,  H. 

454  Brandeis  Thea- 
ter Bldg. 

Hoffman,  L.  O. 

1012  Medical  Arts 
*Holden,  W.  J. 

Address  Unknown 
Hollenback,  C.  F. 

5821  Military  Ave. 
Holmes,  Wm.  Esburn 
Public  Health  Serv. 
Holst,  John 

724  City  Natl.  Bank 
Hotz,  Harley 

1013  Redick  Tower 
Howrard,  M.  C. 

802  Medical  Arts 
*Hubenka,  A.  H. 

San  Diego,  Calif. 
Hughes,  Leo  V. 

442  Aquila  Court 
Hunt,  H.  B. 

Methodist  Hospital 
Hyde,  J.  F. 

812  Omaha  L.  & B. 
Assn.  Bldg. 

Isacson,  Sven 
410  Aquila  Court 
*Iwersen,  Frank  J. 

102  Federal  Bldg., 
San  Francisco,  Calif. 
Iwersen.  J.  C. 

236  Medical  Arts 
Jahr,  Herman  M. 

1120  Medical  Arts 
James,  C.  S. 

615  Medical  Arts 
Jenkins.  Harry  J. 

1113  Redick  Tower 
Jensen.  Werner 
502  Medical  Arts 
Johnson,  A.  C. 

326  Medical  Arts 
Johnson.  Herman  F. 

831  Medical  Arts 
Johnson,  J.  A. 

602  Omaha  L.  & B. 
Assn.  Bldg. 

Jones,  Wesley 

1514%  No.  24th  St. 
*Jonas,  August  F. 

Foreign  service 
Judd.  J.  H. 

1020  Medical  Arts 
Kadavv,  G.  J. 

2703  S.  16th  St. 
Kani,  Alace 
2228  Jones  St. 
Keegan,  J.  Jay 
1234  Medical  Arts 


Kelley,  Ernest 

1104  City  Natl.  Bank 
*Kelley,  J.  Whitney 
Spence  Field, 
Moultrie,  Ga. 
*Kelley,  Wm.  E. 

Camp  Shelby,  Miss. 
Kelly,  James 

816  Medical  Arts 
Kennedy,  Herbert  B. 

Insurance  Bldg. 
Kennedy,  John  C. 

University  Hospital 
Kirk,  E.  J. 

434  Aquila  Court 
*Klabenes,  Frank  J. 

March  Field,  Calif. 
Kleyla,  John  R. 

712  Medical  Arts 
*Korth,  Z.  N. 

Army  Med.  Center, 
Washington,  D.  C. 
Kroupa,  W.  E. 

4923%  S.  24th  St. 
Kully,  Herman 
1316  Medical  Arts 
Langdon,  J.  F. 

614  Omaha  L.  & B. 
Assn.  Bldg. 

Lanphier,  V.  A. 

Elkhorn,  Nebr. 
Lennox,  G.  B. 

2314%  N.  24th  St. 
*Levine,  V.  E. 

Address  Unknown 
Lewis,  Raymond  G. 

434  Aquila  Court 
*Longo,  Joseph  A. 

Ft.  Omaha,  Nebr. 
Lovelady,  Ralph 
Sidney,  la. 

Lovelv,  Frank  T. 

1136  First  Natl.  Bank 
Luikart,  Ralph 
1530  Medical  Arts 
Lukovsky,  J.  F. 

817  W.  O.  W.  Bldg. 
MacQuiddy,  E.  L. 

478  Aquila  Court 
McAvin,  J.  S. 

University  Hospital 
McCarthv,  J.  D. 

1036  Medical  Arts 
McCleneghan,  S. 

615  City  Natl.  Bank 
McCurdy,  T. 

Creighton  Uni. 
School  of  Medicine 
McDermott,  Arnold 
712  Medical  Arts 
McEachen.  Esther  I. 

106  N.  49th  St. 
McGee,  Harry  E. 

1126  City  Natl.  Bank 
McGee,  J.  W. 

2906  Leavenworth 
McGill.  Arthur  A. 

Danbury,  la. 
McGooean.  Leon  S. 

813  Medical  Arts 
McGuire,  L.  D. 

326  Medical  Arts 
**McKean,  J.  W. 

480  West  6th  St., 
Claremont,  Calif. 
*McLaughlin,  C.  W. 
Great  Lakes  Naval 
Station,  111. 
McMartin.  Charles 
611  City  Natl.  Bank 


McMartin,  W.  J. 

611  City  Natl.  Bank 
McNamara,  J.  W. 

633  City  Natl.  Bank 
*Mackenbrock,  F.  C. 

Foreign  service 
Madsen,  Charles  C. 

6109%  Military 
Manning,  E.  T. 

1407  Medical  Arts 
Marble,  R.  E. 

1221  First  Natl. 
Bank  Bldg. 

Margolin,  M. 

902  Medical  Arts 
Marr,  Madeline 

Board  of  Education 
Martin,  James  W. 

1418  Medical  Arts 
*Martin,  Paul  James 
23rd  Field  Hosp., 
Camp  White,  Ore. 
Mason,  Claude  W. 

721  Medical  Arts 
Martin,  Otis 
Papillion.  Nebr. 
Mauer,  R.  T. 

1520  Medical  Arts 
Maxwell,  J.  T. 

1140  Medical  Arts 
Mercer,  Nelson  S. 

2506  Dodge  St. 
*Millett,  Clinton  C. 
Camp  Barkeley, 
Texas. 

Mnuk,  F.  J. 

460  Aquila  Court 
Moody,  W.  B. 

530  Medical  Arts 
Moon,  C.  F. 

1607  Medical  Arts 
Moon,  Louis  E. 

1326  Medical  Arts 
Moore,  Clyde 

319  Medical  Arts 
*Moran,  Clarence  F. 

Foreign  service 
Morrison,  William  H. 

1500  Medical  Arts 
*Morrow,  Paul  N. 
Fitzsimmons  Hosp., 
Denver,  Colo. 

Moser,  R.  Allyn 
1407  Medical  Arts 
Muehlig,  Wilbur  A. 

1516  Medical  Arts 
*Murphy,  Albert  V. 

Ft.  Omaha,  Nebr. 
Murphv.  Frank  P. 

915  Medical  Arts 
Murphy,  J.  Harry 
915  Medical  Arts 
Murray,  F.  J. 

63rd  and  Maple  St. 
Neely,  Orvis  A. 

Lincoln.  Nebr. 
Nelson,  Flovd  C. 

6067  Military 
Nemec,  C.  J. 

629  Citv  Natl.  Bank 
*Nemec,  Edward  C. 

742  Tank  Bn., 

Ft.  Lewis,  Wash. 
Newell,  Charles  H. 

Deceased  4-2-42 
**Newman,  James  K. 

3907  Leavenworth 
Nickum,  Oliver  C. 

524  Brandeis  Thea- 
ter Bldg. 


Niehaus,  F.  W. 

1622  Medical  Arts 
Nilsson,  J.  F. 

612  Omaha  L.  & B. 
Assn.  Bldg. 

Nilsson,  John  R. 

612  Omaha  L.  & B. 
Assn.  Bldg. 

Nolan,  W.  J. 

203  Baldrige  Bldg. 
Novak,  William  F. 

721  Medical  Arts 
*0’Brien,  Donald  J. 

U.  S.  Naval  Hosp., 
San  Diego,  Calif. 
Offerman,  Arthur  J. 

4826  S.  24th  St. 
O’Hearn,  J.  J. 

4811%  S.  24th  St. 
O’Neil,  Gerald  C. 

640  City  Natl.  Bank 
Bldg. 

Osheroff,  S.  A. 

536  Medical  Arts 
*Owen,  D.  R. 

34th  Station  Hosp., 
Camp  Rucker, 

Ozark,  Ala. 

Owens,  C.  A.,  Jr. 

1426  Medical  Arts 
Parsons,  Antony 
Valley,  Nebr. 
Pearlman,  S.  L. 

Public  Health  Dept. 
Pinkerton,  W.  J. 

8613  N.  30th  St. 
Pinto,  A.  S. 

1229  First  Natl. 
Bank  Bldg. 

Pleiss,  Joseph  A. 

802  Medical  Arts 
Pollard,  Charles  W. 

813  Medical  Arts 
**Potts,  John  B. 

3817  Dewey  Ave. 
Poynter,  C.  W.  M. 
University  of  Nebr. 
College  of  Medicine 
Pratt,  George  P. 

1234  Medical  Arts 
Prichard.  G.  W. 

3013  Ames 
Priest.  Paul  Herbert 
2210%  Military 
Pruner,  A.  C. 

Fontenelle  Hotel 
Quiglev,  D.  T. 

721  Medical  Arts 
Quiglev.  W.  H. 

636  Medical  Arts 
Ranee,  W.  T. 

730  Citv  Natl.  Bank 
*Rasgorshek,  R.  H. 

U.  S.  Naval  Hosp., 
San  Diego,  Calif. 
*Read,  Paul  S. 

Sta.  Complement, 

7th  Serv.  Command, 
Glenwood  Springs, 
Colo. 

*Redgwdck,  J.  P. 

Bainbridge,  Md. 
Reed.  Stanley  G. 

306  S.  24th  St. 
**Rich,  C.  O. 

5017  Chicago  St. 
Rilev,  B.  M. 

538  City  Natl.  Bank 
Robertson.  Geo.  E. 

308  S.  39th  St. 
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Romonek,  Philip 
1425  Medical  Arts 
Rubendall,  Clarence 
1107  Medical  Arts 
Rubnitz,  A.  S. 

732  Medical  Arts 
Russum,  B.  C. 

816  Medical  Arts 
Sachs,  Adolph 

527  City  Natl.  Bank 
Sage,  Earl  C. 

1234  Medical  Arts 
Schmitz,  W.  H. 

611  City  Natl.  Bank 
Schrock,  R.  D. 

831  Medical  Arts 
Schwertly,  F.  J. 

614  Barker  Bldg. 
Sharpe,  John  C. 

1033  Gayley  Ave., 
Los  Angeles,  Calif. 
Shearer,  W.  L. 

1226  Medical  Arts 
Sher,  Philip 
424  Brandeis  Thea- 
ter Bldg. 

Shramek,  C.  J. 

510  Redick  Tower 
Shramek,  J.  M. 

612  Medical  Arts 
Simanek,  George  F. 

540  Medical  Arts 
Simmons,  E.  E. 

836  Medical  Arts 
Simonds,  Francis  L. 

1216  Medical  Arts 
Simpson,  J.  E. 

1229  First  Natl. 
Bank  Bldg. 


LANCASTER 
Lincoln — 

Adams,  R.  B. 

720  S.  22nd 
Albin,  W.  L. 

617  Fed.  Sec.  Bldg. 
Alcorn,  F.  A. 

2201  So.  11th 
Anderson,  A.  N. 

Nebraska  Hotel 
Andrews,  Clayton  F. 

824  Sharp  Bldg. 
Andrus,  F.  M. 

943  Stuart  Bldg. 
Angle,  E.  E. 

903  Sharp  Bldg. 
Amholt,  M.  F. 

935  “R”  St. 
*Arnold,  C.  H. 
Bailey,  B.  F. 

5515  South  St. 
Bancroft,  Paul  M. 

709  Sharp  Bldg. 
Barker,  James  A. 

Veterans  Hospital 
♦Bartholomew,  P.  H. 
Becker,  W.  C. 

826  Sharp  Bldg. 
Black,  Paul 

929  Stuart  Bldg. 
Blum,  Henry 
214  Sec.  Mut. 
Bowman,  D.  J. 

400  No.  27th 
Breuer.  M.  J. 

608  Sharp  Bldg. 


Slutzky,  Ben 
Creighton  Uni. 
School  of  Medicine 
Solomon,  W.  W. 

2425  N.  24th  St. 

Srb,  A.  F. 

1719  S.  16th  St. 
Stastny,  Olga 
3027  Famam,  Apt.  4 
Staubitz,  Herbert 
1025%  S.  10th  St. 
Stearns,  R.  J. 

620  Omaha  L.  & B. 
Assn.  Bldg. 
Steinberg,  A.  A. 

536  World  Herald 
Bldg. 

♦Steinberg,  M.  M. 

Foreign  service 
♦Stokes,  Harry 
Foreign  service 
Stokes,  W.  H. 

1620  Medical  Arts 
Strickland,  W.  R. 

514  Omaha  L.  & B. 
Assn.  Bldg. 

Sucha,  W.  L. 

915  Medical  Bldg. 
Sullivan,  H.  T. 

1036  Redick  Tower 
Sullivan,  Kathleen 
1102  Medical  Arts 
Swab,  C.  M. 

1316  Medical  Arts 
Swab,  Elizabeth  M. 

1316  Medical  Arts 
Swoboda,  Jos.  P. 

4824%  S.  24th  St. 
Tamisiea,  John  A. 

718  Barker  Bldg. 


Taylor,  W.  H. 

3807  Cuming  St. 
Thomas,  John  M. 

1234  Medical  Arts 
Thompson,  C.  Edward 
446  Aquila  Court 
Thompson,  C.  Q. 

1530  Medical  Arts 
Thompson,  Dorothy  H. 
c/o  Dr.  Truesdale 
Hospital, 

Fall  River,  Mass. 
Thompson,  Warren 
1530  Medical  Arts 
Thomsen,  J.  H. 

205  S.  37th  St. 
Tipton,  Paul  W. 

454  Aquila  Court 
Tollman,  J.  P. 

University  Hospital 
Tomlinson,  C.  C. 

1520  Medical  Arts 
♦Tompkins,  Charles  A. 

1234  Medical  Arts 
Torpy,  T.  W. 

920  W.  O.  W.  Bldg. 
Traynor,  R.  L. 

527  City  Natl.  Bank 
Trimble,  C.  R. 

2402  Ames  Ave. 
Tyler,  A.  F. 

1216  Medical  Arts 
Vetter,  J.  G. 

721  W.  O.  W.  Bldg. 
Warta,  J.  J. 

818  W.  O.  W.  Bldg. 
♦Waters,  C.  H.,  Jr. 
65th  General  Hosp., 
Ft.  Bragg,  N.  C. 


SECOND  DISTRICT 

Clayton  Andrews,  Councilor 


Brooks,  E.  B. 

939  Stuart  Bldg. 
Calhoun,  O.  V. 

430  Stuart  Bldg. 
♦Campbell,  W.  A. 
Carveth,  W.  W. 

625  Sharp  Bldg. 
Churchill,  I.  W. 

200  Bankers  Life 
Bldg. 

Coleman,  F.  D. 

936  Stuart  Bldg. 
Covey,  Geo.  W. 

805  Sharp  Bldg. 
Crook,  C.  E. 

4825  St.  Paul 
♦Crook,  G.  D. 

Crook,  Roy 
4825  St.  Paul 
Cummins,  E.  D. 

1959  South  St. 
Deppen,  E.  N. 

911  Sec.  Mut. 
Easton,  R.  H. 

2715  Vine  (Polk  Co.) 
Elliott,  C.  K. 

707  Fed.  Sec.  Bldg. 
Emerson,  Clarence 
1700  So.  24th  St. 
Emery,  A.  L. 

Waverlv  Nebr. 
Everett,  H.  H. 

417  Woodman  Acci- 
dent Bldg. 
Fahnestock,  C.  L. 

1812  So.  26th 


♦Fechner,  A.  H. 
♦Ferciot,  C.  F. 

Finkle,  B.  A. 

726  Sec.  Mut.  Bldg. 
Finney,  E.  B. 

323  So.  14th 
Finney,  L.  E. 

323  So.  14th 
Flanagan,  M.  L. 

5515  South  St. 
Flansburg,  H.  E. 

415  Bankers  Life 
Bldg. 

Frary,  R.  A. 

1003  St.  Capitol 
Frazer,  M.  D. 

1729  So.  12th 
Furgason,  A.  P. 

303  Richards  Blk. 
♦Garlinghouse,  R.  E. 
♦Gibson,  L.  V. 
Graham,  Alice 
1701  So.  24th 
♦Gray,  Richard  W. 
♦Haentzschel,  L.  W. 
Hancock,  E.  W. 

820  Sharp  Bldg. 
Harms,  C.  W. 

927  Sec.  Mut.  Bldg. 
Harvey,  H.  E. 

809  Sharp  Bldg. 
Hickman,  C.  C. 

1028  Stuart  Bldg. 
Hilton,  D.  C. 

305  Richard  Blk. 
♦Hobbs,  E.  T. 


Walsh,  E.  M. 

828  Medical  Arts 
Waters,  C.  H. 

1407  Medical  Arts 
Watke,  Fred  M. 

727  Medical  Arts 
Wearne,  Frederick  J. 

830  City  Natl.  Bank 
♦Weinberg,  J.  A. 

18th  Field  Hosp., 

Ft.  Bowie,  Tex. 
Wherry,  Walter  J. 

1500  Medical  Arts 
Wherry,  W.  P. 

Deceased,  6-13-42 
Whitcomb,  Glenn  D. 

926  Medical  Arts 
Wigton,  H.  A. 

1614  Medical  Arts 
Wilhelmj,  C.  M. 
Creighton  Uni. 
School  of  Medicine 
♦Wilson,  Donald  J. 
Fort  Camp  Dodge, 
Des  Moines,  la. 
♦Wright,  W.  D. 

U.  S.  Naval  Hosp., 
Great  Lakes,  111. 
♦Wyrens,  Raymond  J. 
Fitzsimmons  Hosp., 
Denver,  Colo. 
Young,  Alexander 
1117  Medical  Arts 
♦Young,  Geo.  A.,  Jr. 
Stat.  Hospital, 

Camp  Young,  Calif. 
Young,  George  A.,  Sr. 

1436  Medical  Arts 
Young,  Richard  H. 
1436  Medical  Arts 


Hohlen,  K.  S.  J. 

914  Fed.  Sec.  Bldg. 
Hompes,  J.  J. 

702  Sharp  Bldg. 
Hummel,  R.  O. 

1025  Sharp  Bldg. 
Johnson,  F.  B. 

1110  Sharp  Bldg. 
♦Johnson,  Robert  W. 
Jones,  T.  K. 

Lincoln  State  Hosp. 
Lehnhoff,  H.  J. 

1037  Stuart  Bldg. 
Lewis,  G.  E. 

322  Natl.  Bank  Com. 
Loder,  R.  H. 

State  Capitol 
Loomis,  J.  J. 

908  Terminal  Bldg. 
Loveland,  Grace 
1108  Sharp  Bldg. 
Loudon,  John  R. 

924  Sharp  Bldg. 
Lyman,  R.  A. 

1649  So.  21st 
McCarthy,  T.  F. 

202  Lib.  Thtr.  Bldg. 
Marx,  L.  E. 

901  Fed.  Sec.  Bldg. 
♦Marx,  Paul  D. 
McLeay,  H.  L. 

State  Hosp.  (Clay 
Co.) 

♦Merideth,  J.  A. 
♦Miller,  N.  R. 
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Miller,  S.  D. 

5515  South  St. 
Misko,  G.  H. 

1107  Fed.  Sec.  Bldg. 
Morgan,  H.  S. 

935  Stuart  Bldg. 
♦Morton,  H.  B. 

Moyer,  T.  C. 

1110  Sharp  Bldg. 
Munger,  A.  D. 

1015  Sharp  Bldg. 
*Munger,  Horace  V. 
Munger,  I.  C. 

916  Sharp  Bldg. 
*Neely,  J.  Marshall 
Neely,  Orvis  A. 

1649  Smith 
Olney,  R.  C. 

800  So.  13th 
Orr,  H.  W. 

307  Sharp  Bldg. 
Owen,  L.  J. 

954  Stuart  Bldg. 
♦Palmer,  R.  B. 
Pelikan,  C.  C. 

1037  Stuart  Bldg. 
♦Peterson,  J.  C. 
♦Podlesak.  J.  J. 
Rausten.  David  S. 

3715  So.  48th 
Reed,  E.  B. 

1037  Stuart  Bldg. 
Reese,  S.  O. 

816  Sharp  Bldg. 
Reinhard.  O.  A. 

1037  Stuart  Bldg. 
*Rembolt,  Ray  R. 
Reynolds,  R.  W. 

404  Barkley  Bldg. 
♦Reynolds,  Verne  J. 


GAGE 
Adams — 

*Swartwood,  F.  M. 
Waggener,  J.  T. 

Beatrice — 

Bradley,  C.  A. 

Brown,  H.  R. 

*Brown,  R. 

♦Bryant,  A.  R. 
Buchanan.  Rea 
Buckley.  F.  W. 
♦Elias,  H.  F. 
Hepperlen,  H.  M.,  Jr. 
Leibee,  J.  R. 
McCleery,  D.  P. 
McGirr,  J.  E. 

Noble,  Roy  C. 

Penner,  H.  G. 

Penner,  L.  E. 

♦Rush,  W.  A. 

Skinner,  Almeron  O. 
Taylor,  R.  W. 
Waddell,  J.  C. 
♦Waddell,  W.  W. 
Wildhaber,  Wm.  T. 


♦Rider,  E.  E. 

Rogers,  F.  L. 

805  Sharp  Bldg. 
Rowe,  E.  W. 

1037  Stuart  Bldg. 
♦Royal,  P.  A. 
Sanderson,  D.  D. 

914  Stuart  Bldg. 
Selby,  Claude  A. 

St.  Dept,  of  Health 
Sharon,  J.  P., 

Mt.  Pleasant,  Mich. 
♦Sharrar,  Lynn 
Sherfey,  Carl  W. 

1029  Sumner  St. 
(Hall  Co.) 

Smith,  A.  L. 

1001  Fed.  Sec.  Bldg. 
♦Snipes,  J.  J. 
Spradling,  C.  R. 

Hallam,  Nebr. 
Spradling,  F.  L. 

Lincoln  State  Hosp. 
Stapleton,  H.  B. 

Hickman,  Nebr. 
♦Stein,  Robert  J. 

♦Still.  R.  M. 

Strader,  R.  M. 

308  Sec.  Mut.  Bldg. 
♦Taborskv,  A.  F. 
Tavlor,  Harry 
4728  St.  Paul 
Tavlor,  J.  D. 

4728  St.  Paul 
Teal,  F.  F. 

910  Sharp  Bldg. 
♦Teal,  Fritz,  Jr. 
Thomas.  J.  W. 

1115  Sharp  Bldg. 


Thompson,  J.  C. 

707  Fed.  Sec.  Bldg. 
Thomson,  J.  E.  M. 

1104  Sharp  Bldg. 
♦Underwood,  G.  R. 
Walker,  G.  H. 

412  Ins.  Bldg. 
Warner,  Ruth 
954  Stuart  Bldg. 
Webb,  A.  H. 

827  Sec.  Mut. 
Wegner,  E.  S. 

724  Sharp  Bldg. 
Welch,  J.  S. 

1037  Stuart  Bldg. 
♦Whitham,  Roy  H. 
Wiedman,  E.  V. 

315  First  Natl.  Bank 
Williams,  J.  P. 

914  Stuart  Bldg. 
Wilson,  W.  H. 

Deceased  4-12-42 
Wood,  Maynard  A. 

1037  Stuart  Bldg. 
Woodward,  J.  M. 

910  Sharp  Bldg. 
Wright,  F.  T. 

905  Stuart  Bldg. 
Zemer,  S.  G. 

949  Stuart  Bldg. 

CASS 
Avoca — 

Brendel,  J.  W. 
Elmwood — - 
Liston,  O.  E. 
Greenwood — 

Talcott,  N.  'D. 


THIRD  DISTRICT 

W.  E.  Shook,  Councilor 


Blue  Springs — 
Warner,  E.  A. 

Cortland — 

Schowengerdt,  F.  T. 

Filley — 

Hodam,  J.  A. 

Liberty — 

Bachle,  E.  P. 

Odell— 

Rice,  C.  E. 

Pickrell — 

Lee,  Amesburv 
Deceased  7-28-42 

Hanover,  Kansas — 
Hurtig,  H.  G. 

Wymore — 

Elias,  Francis 
Gafford,  Chas.  C. 
Thomas,  C.  W. 

PAWNEE 

Pawnee  City — 

Anderson,  A.  B.,  Jr. 
Boyer,  W.  R. 

Table  Rock — 

McCrea,  E.  L. 


NEMAHA 
Auburn — 

Cline,  Edgar 
Irvin,  I.  W. 
Krampert,  F.  L. 
Lorance,  B.  F. 
Lutgen,  C.  A. 

Smith,  B.  A. 

Tushla,  F.  M. 

Brock — 

Stappenbeck,  P.  H. 
Peru — 

Scheffel,  Alfred  G. 

RICHARDSON 
Dawson — 

Ulmer,  Walter 
Falls  City — 

Cowan.  S.  D. 
Gillispie,  J.  C. 
Greene,  J.  M. 
Henderson,  R.  G. 
Hustead,  C.  L. 
♦Ketter,  W.  D. 
♦Lennemann,  Ernest 
Miner,  H.  R. 


Louisville — 

Worthman,  H.  W. 
♦Worthman,  E.  H. 
Murray — 

Tyson,  R.  W. 
Weeping  Water — 
Pease,  Chas.  B. 
Plattsmouth — 

♦Eaton,  Wilbur  S. 
Westover,  R.  P. 
Bellvue — 

Kling,  L.  E. 

New  York  City 

OTOE 
Burr — 

Mayer,  C.  F. 
Nebraska  City — 
Crudup,  C.  P. 
Edmonds,  Wm. 
♦Ewing,  Ben  E. 
Gilligan,  J.  P. 
♦Kenner,  W.  C. 
MacVean,  M.  M. 
Ramacciotti,  W.  S. 
Stonecypher,  D.  D. 
Weekes,  T.  L. 
Zimmerer,  C.  G. 

Otoe — 

Dieter,  L.  D. 

Palmyra — 

Charlton,  C.  P. 
Deceased  2-17-42 
Syracuse — 

Williams,  C.  R. 
Thorough,  Paul 
734  Penn  St.,  Ger- 
mantown Hosp., 
Philadelphia,  Pa. 


Shepherd.  Wm. 
Wilson,  M.  L. 
Youngman,  Robert  A. 
Humboldt — 

Heim,  H.  S. 
Stappenbeck,  A.  P. 
Waggener,  J.  A. 
Salem — 

McArdle,  Geo.  M. 
Shubert — 

Shook,  W.  E. 

Verdon — 

Medlar,  C.  A. 

JOHNSON 

Cook — 

Conlee,  C.  C. 

Sterling — 

Turner,  J.  W. 
Tecumseh — 

Fitzsimmons,  A.  P. 
Lanspa,  J.  A. 
♦Prachar,  Gordon 
Rubelman,  G.  J. 

Vesta — 

Zeigler,  Chas.  H. 
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MADISON 
Battle  Creek — 
Rudloff,  R.  X. 

Madison — 

Bruce,  J.  J. 
Palmateer,  H.  R. 

Meadow  Grove — 
Kindred,  H.  L. 

Newman  Grove — 
Frink,  F.  L. 

Jensen,  Frank 

Norfolk — 

Barnes,  P.  L. 
Barry,  A.  C. 
*Brauer,  S.  H. 
Brinegar,  Willard 
Brush,  E.  L. 
Charlton,  Geo.  E. 
Conwell,  G.  D. 
Famer,  B.  R. 
Gadbois,  E.  A. 
Howley,  A.  N. 
Pollack,  F.  A. 
♦Salter,  Geo.  B. 
*Sandritter,  G.  L. 
*Schwedhelm,  A.  J. 
Siman,  V.  L. 

Stark,  Lucien 
Stewart,  Geo.  J. 
Verges,  C.  J. 
Waters,  T.  H. 

Tilden — 

Barr,  Carl  C. 
Salsburg,  H.  E. 


DODGE 
Dodge — 

Kenney,  B.  V. 

Srb,  G.  J. 

Fremont — 

Buchanan,  A.  E. 
Byers,  R.  C. 
Fasser,  A.  0. 
Harvey,  Andrew 
Haslam,  G.  A. 
Heine,  L.  H. 

Heine,  W.  H. 

Hill,  W.  Ray 
(Polk  Co.) 
*Merrick,  A.  J. 
Moore,  C.  G. 
♦Morrow,  H.  H. 
Morrow,  H.  N. 
Reeder,  Grant 
Richardson,  Ira  F. 
Seiver,  Charlotte 
Van  Metre,  R.  T. 
Hooper — 

Heine,  C.  S. 

North  Bend — 

Byers,  G.  A. 
Scribner — 

Stehl,  C.  H.  L. 

WASHINGTON 
Arlington — 

Bloch,  D.  M. 
Davies,  R.  A. 


FOURTH  DISTRICT 

G.  E.  Peters,  Councilor 


CUMING 
Beemer — 

Pierson,  C.  A. 
Bancroft — 

Frances,  H.  W. 
West  Point — 
Anderson,  A.  W. 
♦Collins,  L.  G. 
Robbins,  H.  M. 
Thompson,  I.  L. 
♦Thompson,  L.  L. 
Wisner — 

Hansen,  Warren  D. 

PIERCE 
Osmond — 

Mailliard,  A.  E. 
Rodgers,  C.  E. 
Pierce — 

Calvert,  John  H. 
Devers,  W.  I. 

Plainview — 

Johnson,  M.  A. 

KNOX 
Creighton — 

Burrell,  R.  H. 
Wright,  W.  E. 

Bloomfield — - 

Carrig,  M.  H. 
Kohtz,  R.  H. 

Crofton — 

McNamara,  R.  B. 
Swift,  C.  H. 


Niobrara — 

♦Green,  Carl  R. 
Craft,  W.  I. 

Wausa — • 

Johnson,  R.  E. 

STANTON 
Pilger — 

Reid,  J.  D. 

Stanton — 

Allen,  S.  G. 

Tennant,  H.  S. 

ANTELOPE 
Clearwater — 

Bennie,  J.  W. 

Neligh — 

Curtis,  E.  E. 
Harrison,  U.  S. 
Orchard — 

Fletcher,  D.  L. 
Fletcher,  W.  G. 

CEDAR 
Coleridge — 

Dewey,  F.  G. 
Hartington — 

Dorsey,  F.  P.,  Jr. 
Dorsey,  F.  P.,  Sr. 
Johnson,  J.  M. 

Deceased  10-17-42 
Laurel — 

Carroll,  R.  P. 
Randolph — 

Cook,  A.  E. 


Gleason,  B.  F. 
Peters,  G.  E. 

DIXON 
Newcastle — 

Richards,  R.  C. 
Ponca — 

Bray,  R.  A. 
Wakefield— 

Coe,  C.  B. 

Coe,  C.  Max 

THURSTON 
Emerson — 

Kildeback,  J.  C. 
Pender — 

Bradley,  James  D. 
Luhman,  F.  W. 
Deceased  8-10-42 
Walthill — 

Graham,  J.  R. 

DAKOTA 
Homer — ■ 

Larsen,  A.  A. 

South  Sioux  City — 
Blume,  W.  R. 
Legge,  C.  E. 

Neill,  C.  W. 

WAYNE 
Wayne — 

Benthack,  Walter 
Ingham,  C.  T. 
Kilian,  L.  J. 
Winside — 

Craig,  D.  0. 


FIFTH  DISTRICT 

W.  R.  Neumarker,  Councilor 


Blair — 

Howard,  C.  D. 
Nielsen,  Morris 

Fort  Calhoun — 

Geesaman,  E.  S. 

MERRICK 
Central  City — 
Benton,  J.  E. 
Brown,  A.  D. 
Fouts,  F. 
Hutchinson,  J.  W. 

Clarks — 

Douglas,  R.  R. 

Palmer — ■ 

Racines,  J.  Y. 

COLFAX 
Clarkson — 

Kavan,  W.  J. 
Kovar,  W.  R. 

Howells — 

Myers,  H.  Dey 
♦Teply,  G.  L. 

Leigh — 

Eby,  C.  D. 

Kuper,  H.  Di 
Schuyler — 

Kolouch,  F.  G. 


Kolouch,  Fred 
Koory,  S.  B. 

♦Myers,  H.  Dey,  Jr. 

BOONE 
Albion — 

Davis,  J.  E. 

Higgins,  J.  P. 
McRae,  F.  J. 

Smith,  J.  W.  B. 
Cedar  Rapids — 
Reeder,  W.  J. 

St.  Edward — 

Sullivan,  G.  W. 

BURT 
Craig — 

Allen,  J.  G. 

Decatur — 

Sears,  Edgar 
Lyons — 

Heacock,  F.  M. 
Heilman,  R.  M. 
Topeka,  Kan. 
Oakland — 

Benson,  H.  W. 
Tibbels,  R.  H. 
Tekamah — 

♦Lukens,  I. 

Sauer,  L.  E. 

Wood,  M. 


PLATTE 
Columbus — 

Allenburger,  C.  A. 
♦Anderson,  R.  C. 
Campbell,  C.  H. 
♦Evans,  James  N. 
James,  M.  C. 
♦Koebbe,  E.  E. 

Le  Mar,  Fred  A. 
McGowan,  P.  H. 
Martyn,  D.  T. 
Meyer,  J.  E. 
Morrow,  F.  H. 
Neumarker,  W.  R. 
♦O’Donnell,  R.  J. 
Duncan — 

Cyphers,  F.  B. 
Humphrey — 

Abts,  A.  W. 
Platte  Center — 

Bald,  A.  A. 

NANCE 
Belgrade — 

Bartlett,  G.  W. 
Fullerton — 

King,  H.  E. 
Granden,  H.  W. 
Genoa — 

Davis,  Homer 
Newton,  R.  A. 
Williams,  C.  D. 
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BUTLER 
Bellwood — 

Matheny,  Z.  E. 
Bruno — 

Jelinek,  J.  A. 

David  City — 

Burdick,  D.  E. 
Ekeler,  Louis  J. 
Miller,  Ernest  E. 

Deceased  2-24-42 
Ragan,  L.  E. 
Dwight — 

Srb,  J.  J. 

Rising  City — 
Downing,  J.  H. 

Deceased  5-27-43 
Longacre,  0.  E. 

SEWARD 
Beaver  Crossing — 
Hille,  C.  F. 

Milford — 

DeOgny,  P.  A. 
Spieler,  F.  B. 
Wertman,  H.  J. 


SALINE 
Crete — 

Conrad,  A.  A. 
Forney,  L.  W. 
*Mack,  M.  A. 
Stejskal,  F.  J. 
DeWitt — 

Runty,  H.  D. 
Dorchester — • 

Panter,  R.  C. 
Friend — 

Hamilton,  F.  T. 
Johnson,  R.  K. 
Swanton — 

Simecek,  J. 

Tobias — 

Blattspieler,  A.  C. 
Western — 

DuVall,  Geo.  R. 
Wilber— 

Kirchman,  R.  C. 
Travnicek,  F.  G. 

THAYER 
Alexandria — 

Newell,  H.  J. 


SHERIDAN 
Hay  Springs — 
♦Wolf,  W.  K. 
Gordon — 

Anderson,  John  S. 
Rushville — 

Hook,  R.  L. 
♦Sullivan,  P.  J. 
Swenson,  S.  A. 
BOYD 
Butte — 

Hawkins,  R.  C. 


SIXTH  DISTRICT 

C.  W.  Way,  Councilor 


Seward — 

Carr,  J.  W. 

♦Clarke,  H.  D. 
Morrow,  B.  E. 
Morrow,  J. 

Stanard,  John  T. 

SAUNDERS 
Cedar  Bluffs — 

Stuart,  A.  E. 
Malloy,  E.  F. 
Ceresco — 

Noyes,  W.  W. 

Morse  Bluff — 

Hubenbecker,  J.  C. 
Prague — 

Kasper,  J.  E. 
Valparaiso — 

♦Hervert,  J.  W. 
Wahoo — 

Lathrop,  M.  E. 
Lauvetz,  J.  F. 
Mutnick,  Reuben 
Tornholm,  Frank 
Deceased  11-11-42 


Way,  Charles 
♦Rogers,  E.  A. 
Williams,  J.  B. 
(Polk  Co.) 
Ashland — 

Baer,  B.  H. 

Clark,  E.  E. 
Kirkpatrick,  C.  F. 
Packer,  J.  M. 

YORK 

Benedict — 

Karrer,  F.  W. 
Bradshaw — 

Curtis,  L.  F. 
Deceased  8-6-42 
York— 

Bell,  H.  0. 

Bell,  J.  S. 
Greenberg,  B.  N. 
Harry,  R.  E. 
Karrer,  Robt.  E. 
Kling,  D.  D. 
♦Kilgore,  Robt.  N. 
♦Kilgore,  W.  S. 


SEVENTH  DISTRICT 

A.  A.  Conrad,  Councilor 


Bruning — 

Saylor,  H.  W. 
Byron — 

Decker,  R.  F. 
Chester — 

Mullikin,  D.  B. 
Deshler — 

Reed,  Paul  A. 
Davenport — 

Mountford,  F.  A. 
Snowden,  C.  C. 
Hebron — 

McFarland,  W.  I. 
Panter,  S.  G.,  Jr. 
Carleton — 

Douglas,  V.  D. 

NUCKOLLS 
Lawrence — 

Gray,  0.  S. 

Nelson — 

Ingram,  J.  E. 

Superior — ■ 

McMahon,  C.  G. 
Mason,  C.  T. 


Trowbridge,  J.  A. 
Webman,  A.  I. 

FILLMORE 
Exeter — 

♦Huber,  Paul  J. 
Wiggins,  W.  S. 
Fairmont— 

Ashby,  A.  A. 
Albertson,  Miriam  A. 

230  Riverside  Drive, 
New  York 
Geneva — 

Bixby,  J. 

Hickman,  J.  C. 
Wegener,  Karl  F.  E. 
U.  S.  Vet.  Adm., 
Amarillo,  Texas 
Milligan — 

Smrha,  V.  V. 

JEFFERSON 
Daykin — 

Humphrey,  H.  H. 
Fairbury — 

♦Ainlay,  G.  W. 


EIGHTH  DISTRICT 

0.  W.  French,  Councilor 


Lynch — 

Ira,  G.  B. 

Kriz,  R.  E. 
Spencer — 

Bradley,  E.  B. 
ROCK 
Bassett — 

Panzer,  H.  J. 
HOLT 
Atkinson — 

Douglas,  W.  J. 
McKee,  N.  P. 


Chambers — 

Gill,  James  W. 
O’Neill- 
Brown,  J.  P. 
French,  0.  W. 

Stuart — 

Clark,  F.  J. 

BROWN 
Ainsworth — 
Brady,  R.  R. 


Neville,  J.  Wm. 

Elkhart,  Ind. 
Plumb,  J.  M. 
Root,  B.  A. 

HAMILTON 
Aurora — 

Steenburg,  D.  B. 
Steenburg,  E.  A. 
Steenburg,  E.  K. 
Woodard,  J.  M. 
Gilther — 

Marvel,  P.  A. 
Hampton — 

Troester,  0.  M. 
Marquette — 
Weaver,  R.  L. 

POLK 
Osceola — 

Eklund,  H.  S. 
Shelby— 

♦Brillhart,  E.  G. 
Stromsburg — 
Anderson,  C.  L. 
Blome,  W.  N. 


Heath,  Geo.  A. 
Hughes,  D.  O. 
Kantor,  D.  B. 
Luce,  R.  P. 

Lynch,  Geo.  M. 
♦Lynch,  J.  H. 
Powell,  M.  J. 
♦Shupe,  Lester 
Taylor,  J.  S. 
Plymouth — 

Meisenbach,  G.  W. 

CLAY 
Fairfield — 

Bell,  J.  R. 

Harvard — 

Nutzman,  C.  L. 
Vets  Adm., 

Salt  Lake  City 
Young,  G.  A. 
(Madison  Co.) 
Sutton — 

Nuss,  H.  V. 
Richter,  D.  A. 

Ong — 

Asa,  0.  C. 


Lear,  W.  D. 

Rasch,  A.  G. 

Long  Pine — 

♦Prescott,  Kenneth 

CHERRY 
Valentine — 

Compton,  A.  N. 
Johnson,  C.  A. 

Deceased  6-29-42 
Famer,  John 
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NINTH  DISTRICT 

M.  0.  Arnold,  Councilor 


HALL 

Grand  Island — 

Arrasmith,  W.  J. 
Campbell,  John  F. 
Enos,  A.  A. 
Farnsworth,  Earle 
Gelow,  John  E. 
Higgins,  J.  E. 
Homback,  W.  H. 
Johnson,  Amil  J. 
Johnson,  Earle  G. 
McDermott,  K.  F. 
McGrath,  Wilmer  D. 
McGrath,  Wm.  M. 
Martin,  R.  D. 

Phelan,  L.  D. 

Reilly,  John  V. 
*Royer,  Howard 
* Ry  der,  Frank 
Synhorst,  A.  P. 
*Watson,  Donald 
Watson,  E.  A. 
Wengert,  H.  C. 
Winkle,  V.  M. 
Woodin,  J.  G. 
Woodruff,  R.  C. 
Wood  River — 

Molzahn,  A.  J. 

BUFFALO 
Elm  Creek — 

Laughlin,  J.  W. 

Kearney — 

Albertson,  L.  C. 
Edwards,  C.  B. 


Fox,  C.  H. 

Denver,  Colo. 
Gibbons,  C.  K. 
Jester,  R.  F. 

Johnson,  O.  D. 
Johnston,  R.  S. 

Rose,  W.  E. 

Smith,  Harold  V. 
Stearns,  L.  M. 
Wilcox,  M.  B. 
Ravenna — ■ 

*Dickinson,  L.  E.,  Jr. 
Dickinson,  L.  E.,  Sr. 
Ehlers,  0.  C. 

Shelton — 

Lucas,  Chas. 

CUSTER 
Anselmo — 

Spivey,  C.  D. 

Ansley — 

Higgins,  R.  P. 
Wilcox,  C.  W. 

Arnold — 

Burnham,  F.  A. 
Broken  Bow — 

Bowman,  C.  L. 
Bowman,  J.  E. 
Carothers,  P.  H.  J. 
Erickson,  G.  T. 
Koefoot,  Theo. 
Landis,  H.  B. 
Penninton,  G.  E. 
Callaway — ■ 

Bryson,  R.  D. 


Sargent — 

McDaniel,  V.  S. 

DAWSON 
Cozad — 

Fochtman,  L.  H. 
Sheets,  C.  H. 
Eddyville — 

Kile,  J.  B. 

Farnam — 

Reeves,  A.  E. 
Gothenburg — ■ 
Harvey,  H.  M. 
Pyle,  B.  W. 
Stevenson,  E.  C. 
Lexington — 

Anderson,  A.  W. 
Dorwart,  H.  E. 
Dorwart,  T.  Y. 
*Norall,  V.  D. 
*01sson,  P.  Bryant 
Rosenberg,  F.  J. 
Wycoff,  R.  S. 

HOOKER 
Mullen — 

Walker,  D.  A. 

HOWARD 
Dannebrog — 
Pederson,  P.  M. 

St.  Paul— 

Arnold,  M.  0. 
Hanisch,  E.  C. 
*Wengert,  D.  B. 


TENTH  DISTRICT 

H.  S.  Andrews,  Councilor 


ADAMS 

Hastings — 

Anderson,  H.  F. 
Boren,  A.  J. 

Brown,  J.  W. 
DeBacker,  L.  J. 
Egen,  L.  F. 

Feese,  J.  P. 

Foote,  C.  M. 

*Foote,  D.  B. 
Foote,  E.  C. 

Grove,  Howard  R. 
*Harrington,  A.  E. 
*Kingsley,  D.  W. 
Kostal,  6.  A. 

Latta,  E.  J. 

Mace,  John  L. 
Pinney,  Geo.  L. 
Rork,  L.  W. 

*Shaw,  W.  L. 
Smith,  A.  A. 
Swanson,  L.  A. 
*Uridil,  C.  F. 
Uridil,  J.  E. 
Webber,  C.  R. 

Ivenesaw — 

Guildner,  C.  W. 
Nowers,  W.  E. 

Ingleside — 

Coats,  Edwin  A. 
*Coen,  Robert  A. 
Davies,  D.  M. 
Everitt,  0.  W. 


Laird,  C.  R. 

*Nielsen,  Juul  C. 
O’Donnell,  H.  J. 
Simonsen,  Marie 

FRANKLIN 
Bloomington — 

Sparks,  M.  L. 
Franklin — 

Bratt,  Mary 
Nail,  F.  E. 
*Rosenberg,  D.  S. 
Smith,  Hal  C. 
Hildreth— 

Baker,  F.  L. 

HARLAN 
Alma — 

Bartlett,  W.  C. 

Kerr,  R.  H. 

WEBSTER 
Bladen — 

Wegmann,  W.  M. 
Blue  Hill — 

O’Neill,  S.  H. 

Guide  Rock — 

Pace,  I.  A. 

Reed,  H.  S. 

Red  Cloud — 

Lewis,  E.  V. 

Lewis,  Dorothy  Jane 
Obert,  Francis 


RED  WILLOW 
Indianola — 

Evans,  C.  D. 

(Scotts  Bluff  Co.) 
Mackechnie,  W.  D. 
McCook — 

Brimmer,  K.  W. 

P.  O.  Box  6158, 
Washington,  D.  C. 
DeMay,  G.  A. 

Knox,  W.  E. 
*Leininger,  E.  F. 
*Morgan,  D.  H. 
Reed,  R.  R. 

Willis,  J.  M. 

Lebanon — 

Bartholomew,  W.  S. 

DUNDY 
Benkelman — 

Lewis,  N.  H. 
Morehouse,  G.  A. 
Premer,  J.  P. 

CHASE 
Imperial — 

Hoffmeister,  G.  F. 
Smith,  Fay 
Wauneta — 

Carlson,  C.  R. 

HITCHCOCK 
Culbertson — 

Jones,  R.  T. 


Washington,  D.  C. — 
Hynes,  W.  P. 

GREELEY 
Scotia — 

Cimfel,  A.  B. 
Wolbach  — 

Adams,  H.  C. 

(Howard  Co.) 
Holm,  A.  H. 

VALLEY 
North  Loup — 
Hemphill,  W.  J. 
Ord— 

Barta,  F.  A. 
*Kruml,  J.  G. 
Miller,  C.  J. 
*Round,  John  N. 
Weeks,  C.  W. 

GARFIELD 
Burwell — 

*Cram,  Roy  S. 

SHERMAN 
Litchfield — 

Rydberg,  C.  A. 
Loup  City — 

Amick,  C.  G. 
Wanek,  A.  E. 

GRANT 
Hyannis — 

Howell,  W.  L. 


Palisade — 

Fellers,  A.  B. 

Karrer,  F.  M. 
Stratton — 

Brown,  L.  B. 
*Brown,  Kenneth  W. 
Trenton — 

Prest,  J.  E. 

FRONTIER 
Curtis — 

Magill,  Van  H. 
Eustis — 

Rosenau,  O.  P. 
Maywood— 

Mills,  B.  I. 

KEARNEY 
Minden — 

Abbott,  C.  E. 

(Adams  Co.) 
Abbott,  Hodson  A. 

(Adams  Co.) 
Andrews,  H.  S. 

(Adams  Co.) 
Powell,  W.  H. 
*Sutton,  Bruce  B. 
Jones,  S.  J. 

(Adams  Co.) 

FURNAS 
Cambridge — 

Minniclc,  Clarence 
Stewart,  B.  F. 
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Oxford — 
Shank,  F.  W. 

GOSPER 
Elwood — 

Clark,  G.  A. 


LINCOLN 
Maxwell — 

Kennon,  C.  E. 
North  Platte — 
Anderson,  Joel 
Clarke,  H.  L. 
Dent,  G.  B. 

*Dent,  T.  E. 
Fetter,  E.  W. 
Heider,  C.  F. 
*Hudgel,  L.  E. 
Kerr,  T.  J. 
Kreymborg,  O.  C. 

(Butler  Co.) 
*Long,  Fred 


SCOTTS  BLUFF 
Gering — • 

*Gentry,  W.  Max 
Gentry,  W.  J. 
Harvey,  W.  C. 
Shike,' W.  E. 
Minatare — 

Karrer,  R.  W. 
Mitchell— 

Ohme,  Kenneth 
Watson,  C.  R. 
Morrill — 

Prentice,  0.  D. 

Scottsbluff — 

Baker,  Ellis  E. 
Baker,  Paul  Q. 
*Campbell,  Louis  S. 
Cooper,  A.  L. 
Dunham,  L.  H. 
Franklin,  W.  S. 
Griggs,  E.  E. 
*Hanna,  Joe  T. 


TUBERCULOSIS  ABSTRACTS 


Nebr.  S.  M.  Jour. 
January,  1943 


PHELPS 

Bertrand — 
Clark,  G.  W. 

Holdrege — • 

Best,  Robert 


Brewster,  F.  A. 
Brewster,  F.  W. 
'■“Foley,  Thos.  H. 
Johnson,  Wm.  A. 
McConahay,  Harold  A. 


*Matson,  Roy  M. 
Peterson,  Theo.  A. 
’“Reeder,  Robert  C. 
*Shreck,  H.  W. 
Schreck,  W.  A. 


ELEVENTH  DISTRICT 

J.  B.  Redfield,  Councilor 


McGraw,  Harriett 
*Millhouse,  J.  H. 
Platt,  O.  R. 
Redfield,  J.  B. 
*Shaughnessy,  E.  J. 
Stevenson,  Ed 
Valentine,  L.  F. 
*Waltemath,  G.  F. 
Sutherland — 

Moore,  Harlan  E. 
Wallace — 

Newman,  J.  C. 

LOGAN 
Stapleton — 

Carr,  E.  F. 


DEUEL 
Big  Springs — 
Smith,  C.  H. 

=“ Smith,  N.  R. 

Chappell — 

Colman,  A.  C. 
Harris,  S.  O. 

GARDEN 
Lewellen — 
Morris,  D.  F. 
Vesely,  F.  V. 

Oshkosh — 

Seng,  W.  G. 


KEITH 

Ogallala — 

Harvey,  E.  A. 
Murdock,  E.  Paul 
Vancouver,  Wash. 
*Vandiver,  H.  A. 
Weyer,  S.  M. 

PERKINS 

Grant — 

Bell,  F.  M. 
Colglazier,  E.  E. 


TWELFTH  DISTRICT 

George  W.  Pugsley,  Councilor 


Herhahn,  Frank  T. 
Hodnett,  W.  P. 
Holmes,  Wm.  E. 
Lovett,  Ivan  C. 
Malott,  R.  J. 
Rasmusson,  N.  H. 
Riddel,  Ted  E. 
*Rosenau,  John  A. 
Schrock,  J.  B. 
Stoops,  J.  N. 
Zierott,  L.  L. 

BOX  BUTTE 

Alliance — 

Broz,  J.  S. 
Burnham,  A.  G. 
Hand,  Geo.  J. 
Johnston,  G.  F. 
*Kennedy,  J.  F. 
*Kuncl,  Joseph  K. 
Morgan,  R.  J. 
*Seng,  0.  L. 

Slagle,  C.  E. 


*Sorensen,  C.  N. 
Sucgang,  E.  P. 
Whitehead,  E.  I. 

DAWES 
Chadron — 

Courshon,  A.  J. 
*DeFlon,  Eric  G. 
Griot,  A.  J. 

Hoevet,  L.  H. 
McDowell,  M.  B. 
Pierce,  C.  M. 
*Sinclair,  R.  D. 
Crawford — 

Ivins,  R.  L. 

CHEYENNE 
Dalton — 

Pankau,  J.  B. 
Sidney — 

*Bitner,  C.  U. 

Cook,  Hull  A. 
Dorwart,  Clinton  B. 


Grimm,  B.  H. 

Roche,  R.  E. 
Lodgepole — 

Miller,  J.  C. 

KIMBALL 

Kimball— 

Flett,  Davis 
*Lipp,  Frank  E. 
Manganaro,  C.  J. 
Miller,  A.  L. 

Rolph,  E.  L. 

MORRILL 
Bayard — 

Doher,  T.  L. 

(Scotts  Bluff  Co.) 
*Pugsley,  G.  W.,  Jr. 
Pugsley,  G.  W.,  Sr. 

Bridgeport — 

Blackstone,  H.  A. 
(Scotts  Bluff  Co.) 


TUBERCULOSIS  ABSTRACTS 

Information  from  countries  in  the  war  area  re- 
garding present  health  conditions  is  limited  and  un- 
satisfactory. In  certain  European  countries  extreme 
hardship  is  being  undergone,  due  especially  to  nutri- 
tional inadequacies.  Evidences  are  already  appear- 
ing that  a sharp  rise  in  tuberculosis  encountered 
during  the  last  war  may  again  be  expected,  and  with 
increasing  severity.  Although  the  death  rate  from 
tuberculosis  in  the  United  States  showed  its  usual 
decline  last  year,  increasing  effort  must  be  made 
to  maintain  this  favorable  situation. 

TUBERCULOSIS  AND  THE  WAR— HERE 
AND  ABROAD 
THE  UNITED  STATES 

The  world  conflict  of  1914-18  for  the  first  time 
revealed  tuberculosis  as  a major  problem.  From 


the  early  discovery  of  large  numbers  of  tubercu- 
lous troops  in  the  French  army  to  the  final  assem- 
blage of  mortality  records  of  the  war  years  in  the 
civilian  population  of  all  countries  engaged,  it  was 
evident  that  tuberculosis  was  exacting  a great  toll, 
unrecognized  in  the  wars  of  previous  years.  There 
is  every  reason  to  believe,  however,  that  long  wars 
accompanied  by  privation  have  always  led  to  in- 
crease in  tuberculosis.  Crowding,  malnutrition,  ex- 
posure to  infection  and  hardship  of  every  sort  have 
been  considered  responsible  in  different  degree. 

Fortunately,  a quarter  of  a century  of  research 
since  the  last  World  War  has  led  to  a better  un- 
derstanding of  methods  for  control  of  tuberculosis. 
Countries  fearing  the  ultimate  outbreak  of  hostili- 
ties, through  the  tense  years  preceding  their  final 
advent,  anticipated  tuberculosis  as  a grave  menace 
and  prepared  accordingly.  But  in  spite  of  fore- 
warning and  preparation,  a rise  in  tuberculosis  mor- 
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tality  rates  appears  already  evident.  Modern  war  is 
total  war.  Whole  populations  are  engaged,  through 
accelerated  industry  as  well  as  actual  combat. 

In  the  present  World  War  increasing  effort  is 
being  made  in  the  United  States  to  avoid  induction 
of  soldiers  with  tuberculosis.  Measures  ensuring 
x-ray  examination  of  practically  all  recruits  admit- 
ed  to  the  armed  forces  are  in  effect. 

In  the  civilian  population  precautions  are  being 
taken  against  nutritional  deficiency,  since  it  is  al- 
most universally  believed  to  have  important  bear- 
ing on  the  problem  of  resistance  to  tuberculosis. 
However,  malnutrition  may  not  be  the  gravest  pre- 
disposing factor  in  a rise  of  tuberculosis.  The  accel- 
eration of  industry,  leading  to  crowded  quarters  in 
industrial  districts,  brought  about  by  the  mass 
migration  to  industrial  centers,  has  created  another 
opportunity  for  wide-spread  infection. 

It  is  evident  that  a grave  menace  exists  of  an- 
other world-wide  recrudescence  of  tuberculosis.  Its 
prevention  will  require  vigorous  effort  against  the 
spread  of  infection  and  all  measures  possible  to 
maintain  a high  level  of  resistance  to  disease. 

War  and  Tuberculosis,  Esmond  R.  Long,  Amer. 
Rev.  of  Tuber.,  June,  1942. 

BRITAIN 

To  what  extent  the  tubercle  bacillus  will  repeat 
its  former  triumph  of  a generation  ago  in  Britain 
cannot  yet  be  properly  gauged,  but  it  has  taken 
the  initiative  and  the  future  course  of  events  will 
be  greatly  determined  by  the  effort  put  forward 
now  by  tuberculosis  workers. 

Deaths  from  respiratory  tuberculosis  increased 
about  6 per  cent  the  first  year  of  the  war  and  10 
per  cent  the  second,  while  the  increase  in  deaths 
from  other  forms  of  tuberculosis  was  2.4  per  cent 
the  first  year  and  17.6  per  cent  the  second. 

A considerable  amount  of  infection  is  evidenced 
among  the  general  population,  particularly  children, 
which  means  that  either  the  infecting  dose  is  large, 
or  the  resistance  low.  Both  causes  may  have  operat- 
ed in  the  first  half  of  1941  when  the  nightly  bombing 
of  towns  and  cities  made  contact  infection  probable 
and  frequent.  However,  if  the  increase  is  found  to 
have  continued  since  more  normal  conditions  have 
prevailed,  it  will  strenghthen  the  idea  that  there  has 
been  a general  lowered  resistance  to  infection  in 
children  under  five.  Many  factors  can  have  contri- 
buted to  the  lowering  of  resistance  in  children 
among  which  are  change  in  diet,  non-pasteurized 
milk,  blackout  and  shelter  conditions  and  lack  of 
sleep  and  rest. 

Comparing  the  trend  of  events  during  the  first 
three  years  of  the  last  war  and  available  figures 
for  World  War  II,  a definite  similarity  can  be 
traced,  although  living  conditions  now  are  probably 
more  conducive  to  the  spread  of  tuberculosis.  How- 
ever, there  are  some  marked  differences.  Tuber- 
culous meningitis  has  increased  sharply,  whereas 
in  the  correpsonding  period  of  the  last  war  it  fell 
almost  to  the  pre-war  level.  A further  point  of  dif- 
ference is  the  small  variation  between  the  male  and 
female  curves. 

These  are  ominous  signs  which  mean  that  infec- 
tion is  lurking  in  hidden  places  taking  its  toll,  espe- 
cially in  infant  lives,  and  which  emphasize  the 
urgency  of  means  for  discovering  these  nests  of  in- 
fection and  the  need  for  their  adequate  control. 


A Further  Review  of  Tuberculosis  in  Wartime,  F. 
Heaf  and  L.  Rusby,  Tubercle,  May,  1942. 

FRANCE 

Food  rationing  started  throughout  France  on 
October  1,  1940,  when  the  following  foods  were  re- 
stricted: Bread,  meat,  cheese,  fats,  sugar,  milk, 
chocolate  and  milled  products.  Technically  other 
foods  could  be  obtained,  but  in  reality  it  was  diffi- 
cult to  get  them.  The  results  of  a survey  carried 
on  by  the  Institut  des  Recherches  d’Hygiene  on  how 
different  families  of  Paris  were  feeding  themselves 
showed  a total  caloric  insufficiency  of  about  a thou- 
sand calories  daily,  a calcium  deficiency  and  a cal- 
cium-phosphorus imbalance  and  an  insufficient  in- 
take of  Vitamin  A. 

Undoubtedly  morbidity  and  mortality  from  tuber- 
culosis have  noticeably  increased  in  Paris.  The  per- 
centage of  rapidly-developed  tuberculosis  has  gone 
up  in  an  alarming  manner.  Comparing  the  figures 
of  the  first  six  months  of  1941  with  the  correspond- 
ing ones  in  1939,  the  mortality  from  tuberculosis  in- 
creased 10  per  cent. 

Four  basic  diets  were  prescribed  for  sick  persons 
in  four  specific  categories.  To  lessen  the  ill  effects 
upon  persons  with  active  tuberculosis  and  known 
lesions,  a diet  was  given  which  corresponded  to  their 
general  category,  plus  a supplementary  amount  of 
45  grams  of  meat  and  15  grams  of  fat  daily  per 
patient.  Despite  the  precaution  indicated,  the  march 
of  tuberculosis  up  to  October,  1941,  has  been  omin- 
ously progressive;  thus  if  the  present  dietary  regime 
continues  and  the  consequences  increase,  the  prob- 
lem of  tuberculosis  in  France  will  be  exceedingly 
grave. 

Food  Rationing  and  Mortality  in  Paris,  1940-41, 
Ramon  F.  Minoli,  Milbank  Memorial  Fund  Quarter- 
ly, July,  1942. 

CANADA 

The  fall  in  the  death  rate  from  tuberculosis  in 
Canada,  which  has  been  so  evident  for  the  past 
quarter  of  a century,  has  occasioned  in  some  quar- 
ters a false  sense  of  security.  Nothing  could  be 
more  unsound  or  misleading.  A disease  that  kills 
nearly  6,000  of  the  population,  leaves  at  least  30,000 
incapacitated,  and  costs  the  country  directly  at  least 
$8,000,000,  annually,  is  still  a formidable  enemy  and 
a major  public  health  problem. 

If  control  of  tuberculosis  is  to  be  maintained  in 
wartime,  tuberculosis  services  must  be  continued, 
problems  that  arise  as  a result  of  the  war  must  be 
attacked  and  advantage  taken  of  wartime  case- 
finding projects.  Case  finding  has  kept  ahead  of 
treatment  facilities,  which  have  been  inadequate, 
and  until  both  are  developed  to  a greater  degree, 
control  of  tuberculosis  is  still  hidden  in  the  future. 

Two  of  the  most  important  phases  of  case-finding 
services  available  are  (1)  for  the  general  practition- 
ers to  provide  an  early  diagnosis,  since  this  is  still 
the  greatest  source  of  cases,  and  (2)  examination  of 
contacts,  the  next  greatest  source. 

Two  opportunities  have  presented  themselves  as 
a result  of  the  war:  The  x-ray  examination  of  all 
recruits  for  the  armed  forces  and  case-finding  proj- 
ects among  industrial  workers,  particularly  in  war 
industries.  Tuberculosis  is  two  and  a half  times  as 
great  in  industry  as  in  the  general  population. 
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Therefore,  the  control  of  tuberculosis  is  an  impor- 
tant phase  of  industrial  hygiene. 

Emphasis  is  being  placed  on  retaining  the  open 
case  of  tuberculosis  in  sanatoria.  Every  patient  who 
leaves  against  advice  represents  a weakness  in  the 
tuberculosis  control  system.  The  factors  involved 
should  be  carefully  analyzed  and  every  way  possible 
must  be  sought  to  remedy  conditions  in  institutions 
to  offset  this  failure  in  efficient  segregation. 

The  Control  of  Tuberculosis  in  Wartime,  G.  J. 
Wherrett,  Can.  Public  Health  Jour.,  Sept.,  1942. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg..  Omaha. 


The  Adams  County  Medical  Society  held  its  regu- 
lar monthly  meeting  on  the  evening  of  November 
4,  1942,  at  the  Hastings  State  Hospital,  Ingleside, 
Nebraska. 

After  dinner  and  a short  business  meeting,  an  in- 
teresting talk  was  given  by  Dr.  Leonard  Swanson  on 
“Contagion  and  Control.”  Discussions  were  car- 
ried out  by  Drs.  Powell,  Egan,  Rork  and  E.  C.  Foote. 


The  Adams  County  Medical  Society  held  its  regu- 
lar monthly  meeting  on  the  evening  of  December  2, 
1942,  at  the  Hastings  State  Hospital,  for  dinner  and 
the  program.  Vice  President  Latta  presided. 

The  minutes  of  the  last  meeting  were  read  and 
approved.  Following  this  was  election  of  officers 
for  1942. 

Dr.  E.  J.  Latta — President. 

Dr.  J.  W.  Brown — Vice  President. 

Dr.  Marie  N.  Simonsen — Secretary-Treasurer. 

In  each  case  the  Secretary  was  instructed  to  cast 
a unanimous  ballot  for  election. 

Following  the  election  of  officers  Dr.  L.  Swanson 
introduced  the  guest  speaker,  Dr.  Willis  Brown, 
Asst.  Prof.  Obs.  & Gync.,  University  of  Nebraska 
College  of  Medicine,  Omaha.  His  subject  was  Leu- 
korrhea  in  Infants  and  Adults.  He  discussed  the 
different  types  of  Leukorrhea,  their  etiology,  char- 
acteristics, diagnosis  and  treatment. 

Meeting  adjourned  at  9:15  p.  m. 


The  Madison  Six  County  Medical  Society  met 
Tuesday,  November  17,  1942,  in  the  Hotel  Norfolk, 
dinner  at  7 p.  m.  The  following  program  was  pre- 
sented by  the  staff  of  the  Norfolk  State  Hospital: 

“Limitations  of  Shock  Treatment,”  Edwin  J.  Dele- 
hanty,  M.  D. 

“Tuberculosis  in  Northeast  Nebraska,”  Paul  L. 
Barnes,  M.  D. 

The  subjects  were  well  presented  and  created  a 
good  deal  of  discussion. 

It  was  decided  to  meet  jointly  with  the  Five 
County  Society,  alternating  meeting  places  at  Wayne 
and  Norfolk.  This  action  was  taken  on  account  of 
the  difficulty  in  traveling  in  attending  meetings  and 
getting  talent. 

The  present  officers  were  elected  to  hold  over  for 
the  “duration”  and  any  vacancies  that  may  occur 
are  to  be  filled  by  appointment  by  the  president. 


The  Third  Councillor  District  met  jointly  with  the 
Richardson  County  Medical  Society  Wednesday,  No- 
vember 18,  at  Hotel  Weaver  in  Falls  City,  dinner  at 
6:30.  Following  the  business  session  the  following 
program  was  presented: 

The  Immediate  Management  of  Compound  Frac- 
tures, by  Dr.  W.  L.  Sucha  of  Omaha. 

Newer  Treatment  of  Carcinoma  of  the  Prostate, 
by  Dr.  W.  J.  McMartin,  Omaha. 


DEATHS 

Dr.  Frank  Thornholm,  Wahoo.  Bom  in  Illinois  in 
1870.  He  came  to  Iowa  in  early  childhood.  Grad- 
uated from  Augustana  College  in  Illinois,  then  ma- 
triculated in  the  Omaha  Medical  College  graduating 
in  1902.  He  located  in  Wahoo  immediately  and  re- 
mained in  practice  there  continuously  until  shortly 
before  his  death.  Dr.  Thornholm  always  took  an 
active  interest  in  professional  and  civic  affairs.  He 
served  as  City  Physician  and  Councilman  in  Wahoo 
for  several  terms.  He  was  president  of  Saunders 
County  Medical  Society  and  secretary  for  many 
years.  He  was  Councillor  from  the  Sixth  District 
for  twelve  years.  Death  occurred  November  11, 
1942.  Surviving  are  his  wife  and  a son. 

Dr.  William  H.  Slattery,  Lincoln.  Born  in  Illinois 
in  1872,  graduated  from  St.  Louis  College  of  Physi- 
cians and  Surgeons  in  1902.  He  located  in  Lincoln 
in  1902.  Active  in  community  affairs,  he  served  for 
many  years  on  the  executive  board  of  St.  Elizabeth 
Hospital.  Died  November  17,  1942.  He  is  survived 
by  a daughter.  The  following  editorial  appeared  in 
the  Lincoln  State  Journal  of  November  18. 

“Dr.  W.  H.  Slattery  has  passed  from  life  to  the 
great  beyond,  after  forty  years  of  professional  serv- 
ice to  this  community.  Death  came  at  70.  He  was 
entering  the  most  effective  years  of  life  when  he 
came  here,  newly  graduated  from  a St.  Louis  medi- 
cal school.  He  made  acquaintances  quickly,  entered 
the  life  of  the  community  with  zest  and  soon  had  a 
large  practice.  The  doctor’s  farm  home,  three  and  a 
half  miles  north  of  O street  on  14th,  was  built  dur- 
ing his  busiest  years.  Planning  and  construction  of 
that  home  offered  evidence  of  Dr.  Slattery’s  love 
for  trees  and  rural  life.” 

Dr.  William  Charles  Keettel,  Lyons.  Born  in  Iowa 
in  1875,  and  in  early  childhood  settled  with  his  par- 
ents in  Rock  County,  Nebraska.  Attended  Peru 
Normal  School  and  later  took  up  medicine  at  Creigh- 
ton University  graduated  in  1901.  Following  an  in- 
ternship at  St.  Joseph  Hospital  in  Omaha  he  be- 
came associated  with  Dr.  M.  L.  Hildreth  in  Lyons, 
where  he  remained  in  practice  until  his  death.  He 
died  in  the  Bishop  Clarkson  Hospital  in  Omaha  No- 
vember 12,  1942.  Surviving  are  his  wife,  a daugh- 
ter, and  a son,  Dr.  W.  C.  of  Madison,  Wis. 

Dr.  James  M.  Talcott,  Omaha,  (not  in  practice). 
Born  in  Iowa,  he  graduated  from  the  University  of 
Iowa  Medical  College  in  1896.  He  located  in  Crof- 
ton  in  1899.  In  1909  he  was  elected  to  the  State 
Legislature,  and  remained  as  representative  from  his 
district  for  several  years  serving  in  the  Lower  or 
Upper  House.  He  left  Crofton  in  1918,  when  he 
retired  from  practice  to  serve  on  the  parole  board. 
He  died  in  Omaha,  November  21,  1942.  Survivors 
are  his  wife  and  a son. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Proffitt,  Jonas  A.,  Hastings 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng.  O.  L,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Gass,  Chas.  C.,  Kearney 
Raasch,  Frank,  Kearney 
BURT  COUNTY 

Crellen,  Henry  G.,  Lyons 
Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Drasky,  Stanley,  Linwood 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CEDAR  COUNTY 

Gibson,  Paul,  Laurel 
Hay,  Wm.,  Laurel 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Collison,  R.  L.,  Sidney 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L L,  West  Point 
CUSTER  COUNTY 

Blair,  Jas.  B.,  Broken  Bow 
DAWES  COUNTY 

Chamberlain,  C.  L,  Chadron 
De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Harvey,  Bernard,  Gothenburg 
Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
Witham,  Roy  G.,  Chappell 
DODGE  COUNTY 

Borgmeyer,  Henry  J.,  Dodge 
Merrick,  A.  J.,  Fremont 
Merselis,  Harold  K.,  North  Bend 
Morrow,  H.  H.,  Fremont 
Sobota,  J,  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alder,  Verne,  Int. 

Alliband,  Geo.  T. 

Avery,  Hiram  Henry 
Ayers,  Le  Roy  J. 

Azorin,  Louis  A. 

Bach,  Stanley  M.,  Int. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best.  R.  Russell 
Bohnen,  Loren  C.,  Int. 

Bowers,  Warren  F. 

Brazer,  John  C. 

Brown,  James  Matthew 
Burns,  B.  C. 

Carle,  Donald  Edgar 
Carp,  Oscar 
Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Coder,  Harold  Eastman 
Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 


As  of  December  15,  1942 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 
Dornberger,  G.  R. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Dillworth,  Warren  Miller 
Dingman,  Cecil  Walker 
Eagle,  Frank  Lewis 
Everitt,  Neill  J. 

Estill,  Robt.  Reeve 
Faier,  Samuel  Z. 

Fair,  Geo.  Kenneth 
Fairchild,  John,  Int. 

Fenton,  Bryan  C.  T. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Finlayson,  Alister  I. 

Finley,  Robt.  Herbert 
Fogarty,  Chas.  James 
Freed,  Albert  E. 

Freymann,  J.  J. 

Garcia,  Hector  P.,  Int. 
Gatewood,  John  W. 

Gore,  Arthur,  Int. 

Greco,  Anthony  S.,  Int. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gridley,  L.  J.,  Int. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Hankins,  Chas.  Robt. 

Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hoekstra.  Clarence  S. 

Haffke,  Oscar  William 
Holden.  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jenkins,  Paul  Hamilton 
Jensen,  Marshall  Nelson 
Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Levine,  Victor  E. 

Le  Mar,  J.  D. 

Lempka,  Arnold,  Int. 

Lierman,  C.  E.,  Int. 

Linsman.  Jos.  Francis 
Longo,  Chas.  A.,  Int. 

Longo,  Jos.  A. 

Loudon,  Jas.  De  Loss 
Lovgren,  Robt.  Ellsworth 
Luscombe,  Harold  Bradley 
Mackenbrock,  F.  C. 

Maloney,  W.  Robt..  Int. 
Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Meehan,  John  William 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy.  Albert  V. 

Mossman,  Frank  D. 

Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
Niemeyer.  Arnold  Carl 
O’Brien,  Donald  J. 

Opnen,  Ralph  L. 

Osheroff,  Hvman  R. 

Osheroff,  Wm. 

Owen,  D.  R. 

Patton.  John  Erwin 
Peck,  W.  R..  Int. 

Perleman,  Harry.  Int. 

Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 


Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Reeh,  Merrill  John 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Scott,  Nathaniel  C.,  Int. 

Segard,  Edwin  Serenson 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Shook,  Chas.  Francis 
Steinberg,  M.  M. 

Sternhill,  Bernard,  Int. 

Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Sydow,  Henry  A. 

Taber,  John  Henry 
Tanous,  Edward  M. 

Thompson,  Ralph  Matthew 
Threadgell,  Frank  Wilson 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Trobough,  Geo.  Eugene 
Turner,  Jas.  H. 

Victor,  Samuel  A. 

Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Williams,  Russell  Irenus 
Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Ximenes,  Edward,  Int. 

Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
Mousel,  Lloyd,  Cambridge 
GAGE  COUNTY 

Brown,  R,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Strough,  La  Vern  C.,  Beatrice 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 

Chamberlain,  R.  M.,  Wolbach 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Long,  Robert  S.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  F"rank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 
Brown,  Kenneth  W. 

HOLT  COUNTY 

Biglin,  Robert  F.,  O’Neill 
Dailey,  Arthur  E^,  Emmett 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Brott.  Clarence  Raymond,  Jansen 
Lynch,  Geo.  M. 

Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 
Prachar,  Gordon 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Campbell,  W.  Allen 
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Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Katz,  Harry 
Lenhoff,  Henry  J. 

Lotman,  Harry  Alfred 
Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Olson,  Edgar  L 
Palmer,  It.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E,  E. 

Rider,  Larry  D. 

Rogers,  Earl  Elvin 
Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Spradling,  Richard  Lee 
Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood,  G.  R. 

Whitham,  R.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Bervl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 


HUMAN  INTEREST  TALES 


Waltemath,  Glenn,  North  Platte 
White,  Chas.  Marvin,  Sutherland 

MADISON  COUNTY 
Brauer,  S.  H. 

Butterworth,  Nelson  St.  C.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J. 

Slaughter,  Earl  C.,  Norfolk 
Slaughter,  Guy  Peter,  Norfolk 
Slaughter,  John  C.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

NANCE  COUNTY 

Purvis,  Donald  F.,  Fullerton 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
McCool,  S.  A.,  Pawnee  City 

PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 

RED  WILLOW  COUNTY 

Deffer,  Philip  A.,  Indianola 


Leininger,  E.  F.,  McCook 
Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Crook,  Robert.  Falls  City 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Winter,  Robt.  Carl,  Western 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Lauvetz,  Frank  E.,  Wahoo 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
Wise,  Ernest  Earl,  Ord 
WEBSTER  COUNTY 
Devers,  Wm.  E. 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Snyder,  Stuart  S.,  York 
Warner,  Geo.  M.,  Gresham 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Elmer  Coates,  U-  S.  N.,  is  stationed  in  the 
Naval  Hospital  at  Corpus  Christi,  Texas. 

Dr.  J.  P.  Higgins  of  Albion  has  been  commissioned 
in  the  Army  and  is  now  in  San  Antonio,  Texas,  serv- 
ing in  the  Air  Force. 

Capt.  A.  R.  Bryant  of  Beatrice  is  stationed  in 
Birmingham,  Ala.,  attached  to  the  310th  base  head- 
quarters. 

Capt.  D.  W.  Kingsley  of  Hastings,  who  has  been 
stationed  at  Tucson,  was  home  on  leave  in  No- 
vember. 

Lt.  Robert  S.  Long  of  Grand  Island  is  assistant 
Post  Surgeon  at  Tarrant  Field,  Texas. 

Lt.  B.  A.  Finkle  of  Lincoln  is  with  the  Field  Ar- 
tillery at  Fort  Sill,  Okla. 

Dr.  Kenneth  F.  McDermott  was  commissioned 
Lieutenant  in  the  Navy  and  reported  for  duty  at 
Farragut  Naval  Training  Station,  Athel,  Idaho. 

Col.  Charles  0.  Bruce,  a former  Lincolnite  is  one 
of  the  ranking  medical  officers  with  our  fighting 
forces  in  Africa. 

Lt.  Com.  Charles  McLaughlin,  Jr.  is  at  Great 
Lakes  Naval  Station,  111. 

Major  R.  Russel  Best  of  Omaha  left  for  foreign 
service  in  December.  He  is  with  the  Third  Aux- 
iliary Surgical  Group. 

Capt.  Richard  Homan  formerly  of  Steinhauer,  is 
stationed  at  Honolulu. 

Major  W.  P.  Hynes,  a member  of  the  Howard 
County  Medical  Association,  is  now  stationed  at 
Seymour  Johnson  Field,  Goldsboro,  N.  C. 


Lt.  Roy  D.  Sinclair,  M.  C.,  U.  S.  N.  R.,  formerly 
stationed  at  San  Diego,  Calif.,  has  been  transferred 
to  South  West  Pacific  Command,  % Fleet  Post  Of- 
fice, San  Francisco,  Calif. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  A.  A.  Enos,  formerly  of  Central  City,  has 
moved'  to  Grand  Island  to  become  physician  to  the 
Ordnance  plant. 

Dr.  and  Mrs.  G.  Alexander  Young  of  Omaha  visit- 
ed their  son,  Capt.  G.  A.,  Jr.,  in  Indio,  Calif. 

Dr.  Floyd  J.  Murray  is  the  newly  elected  presi- 
dent of  the  Benson  Commercial  Club. 

Dr.  L.  E.  Finney  was  recently  elected  president  of 
the  Lincoln  Kiwanis  Club. 

At  the  December  meeting  of  the  University  Place 
Business  Men’s  Club,  Dr.  Roy  Crook  was  elected 
president. 

Dr.  James  K.  Newman  of  Omaha  will  be  94  years 
old  on  January  5.  Bora  in  New  York  City,  he  came 
to  Nebraska  58  years  ago.  He  is  active  in  his  prac- 
tice, and  seldom  misses  a meeting  of  his  county 
medical  society. 


| PLEASE  PAY  YOUR  DUES  \ 

i IF  YOU  HAVE  NOT  YET  FOR-  \ 
l WARDED  YOUR  DUES  TO  THE  SEC-  i 
RETAR Y,  IN  BEHALF  OF  WAR  i 
TIME  ECONOMY,  PLEASE  DO  SO  AT  ? 
) ONCE. 
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EDITORIAL 


“THINGS  WILL  NEVER  BE  THE 
SAME  AGAIN” 

“We’ll  never  see  the  old  days  again.”  “The 
practice  of  medicine  will  be  altogether  differ- 
ent after  this  war.”  “Nobody  knows  what  it 
will  be  like  after  the  war.”  “When  the  boys 
come  back  they  won’t  be  satisfied  with  the 
old  methods  of  practice”  . . . These  and  other 
expressions  and  predictions  may  be  heard 
daily  whenever  two  or  more  physicians  get 
together.  The  note  is  as  a rule  pessimistic, 
with  many  dire  prophesies  substantiated  by 
“straws  in  the  wind.”  That  there  is  not 
much  cause  for  rejoicing  these  days  is  per- 
fectly true.  We  are  fighting  for  our  freedom 
and  for  all  other  things  that  make  for  decent 
living  in  a civilized  world,  and  while  some 
military  successes  have  been  achieved  there 
will  be  many  more  sacrifices  in  comforts, 
money,  and  even  blood,  before  victory  is  at- 
tained. However,  a pessimistic  attitude  to- 
ward the  future  is  as  unjustifiable  as  it  is 
unreasonable. 

Of  course  we  will  never  see  the  old  days 
again.  Time  has  always  shown  a tendency 
to  go  and  not  return,  despite  the  enticing 
real  and  imaginary  events  painted  by  suc- 
ceeding generations.  Man  has  a most  admir- 
able capacity  for  forgetting  the  unpleasant 
and  for  filling  his  memory  with  happy  inci- 
dents which  he  characterizes  as  the  past. 
We  revel  in  nostalgia. 

The  practice  of  medicine  will  be  differ- 
ent after  the  war,  to  be  sure.  The  practice 
of  medicine  is  different  today  from  what  it 
was  a mere  decade  ago,  though  no  one  but 
a Robinson  Cruso  can  deny  that  our  patients 
receive  better  care  than  they  did  in  1933. 
What  it  will  be  like  after  the  war,  obviously, 


no  one  can  predict.  But  if  we  recall  the  con- 
tributions in  medicine  and  surgery  of  the  last 
war,  we  may  look  forward  to  even  greater 
gains  as  a result  of  the  vast  clinical  and  ex- 
perimental activities  of  the  Army  and  Navy 
medical  corps. 

As  to  the  disposition  of  the  boys  on  return 
from  the  war,  and  it  is  the  fond  hope  of 
every  one  that  this  may  be  real  soon,  it  is 
difficult  to  conceive  of  the  military  uniform 
as  contributing  to  a permanent  change  in 
human  psychology.  Many  of  them  have  giv- 
en up  good  practices,  and  some  will  have 
made  physical  sacrifices  in  the  service  of 
their  country  before  we  are  through.  Yet 
when  they  return  there  is  little  reason  to  be- 
lieve that  they  will  do  other  than  take  their 
places  in  their  respective  communities  and 
enjoy  the  respect  and  support  of  the  people 
under  their  care.  Their  monetary  losses  dur- 
ing the  years  of  service  will  be  more  than 
compensated  by  a richness  in  worldliness  ex- 
periences, and  new  friendships  acquired  while 
serving  their  country. 

Things  will  never  be  the  same  again,  it 
is  true.  Yet  those  of  us  who  possess  an  abid- 
ing faith  in  the  people  who  constitute  this 
Nation,  cannot  but  believe  that  through  all 
the  blunders  and  vicissitudes,  trials  and 
tribulations,  somehow  we  will  find  our- 
selves on  a clear  highway  again  before  very 
long,  and  we  too,  very  likely  in  the  next 
generation  will  be  spinning  yarns  about  the 
good  old  days. 


THE  SANDHILL  MEDICAL  CO-OPER- 
ATIVE PROGRAM 

In  the  last  issue  The  Journal  published  an 
account  of  the  Hamilton  County  medical 
service  plan  as  it  had  appeared  in  the  Lin- 
coln Star  on  December  4,  1942.  This  month 
we  again  reprint  from  the  same  newspaper 
an  article  which  appeared  on  December  30, 
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1942,  It  carries  the  caption,  “RANCHERS 
AROUND  THEDFORD  AREA  FIND  NEW 
MEDICAL  SETUP  VERY  SUCCESSFUL.” 
The  article  is  unsigned.  On  January  4,  1943, 
the  United  Press  carried  a news  item  from 
the  State  Health  Department  in  Lincoln  to 
the  effect  that  Dr.  L.  W.  Elwood  the  physi- 
cian in  charge  of  the  sandhills  region  health 
association  . . . has  resigned  because  “the 
people  expected  too  much  of  him.” 

Because  The  Journal  is  not  in  possession  of 
factual  data  and  in  view  of  the  early  stages 
of  the  experiment  of  prepayment  medical 
care  in  this  sector  of  the  state,  it  does  not  feel 
competent  to  express  an  opinion  on  the  situa- 
tion. There  is  however  a lesson  to  be  learned 
from  this  discrepancy  in  news  reporting.  It 
is  only  of  partial  interest  that  the  Star  was 
most  favorably  impressed  with  the  project 
a few  days  before  the  physician  resigned 
with  the  statement  that  “it  would  be  im- 
possible to  satisfy  the  people  of  any  com- 
munity under  the  plan.”  These  items  cannot 
be  allowed  to  remain  unnoticed  in  Nebraska 
because  the  program  is  being  watched  all 
over  the  United  States.  It  is  a national  ex- 
periment. 

According  to  the  Star,  “several  farm  mag- 
azines such  as  Farm  Journal  and  Country 
Gentleman  featured  the  Thedford  program 
in  their  pages.”  This  Journal  maintains  that 
premature  reporting  of  experiments  is  not 
only  unscientific.  It  has  dangerous  implica- 
tions for  all  its  participants. 


OBESITY  IN  CHILDHOOD 

By  far  the  greatest  number  of  complaints 
on  the  physical  habitus  of  the  American 
child  refer  to  slightness  rather  than  to  ro- 
tundity. In  the  eyes  of  an  anxious  mother 
a child  seldom  eats  enough  to  suit  parental 
desire.  Yet  there  are  many  children  who 
come  to  the  attention  of  the  physician  be- 
cause of  a marked  degree  of  overweight,  with 
its  attendant  obesity.  The  history  accom- 
panying the  complaint  is  quite  uniform;  the 
youngster  really  does  not  eat  much,  but 
everything  seems  to  go  into  fat ; he  is  getting 
so  that  he  is  becoming  sensitive;  the  other 
children  tease  him  unmercifully;  he  has  be- 
come a bully  or  a day  dreamer ; in  short,  while 
the  child  is  not  ill  in  the  popular  sense  of  the 
word,  he  is  nevertheless  in  need  of  medical 
aid. 

The  first  impulse  in  these  cases  is  to  clas- 


sify them  as  difficult  endocrinological  prob- 
lems requiring  hormonal  therapy.  That 
some  of  these  youngsters  fall  into  that  group 
is  undoubtedly  true,  even  if  only  a very  oc- 
casional case  lends  itself  to  specific  glandular 
analysis  and  effective  hormonal  treatment. 

The  large  majority  of  obese  children  are 
however  the  victims  of  faulty  eating  habits. 
Whether  in  accordance  with  parental  as- 
sertion they  eat  less  than  others  who  are 
not  obese  or  even  thin,  is  of  little  conse- 
quence. What  is  important  is  that  they  eat 
more  than  they  can  utilize  for  their  energy 
needs.  Some  few  may  require  small  doses 
of  thyroid  to  boost  their  metabolism.  Most 
of  them  however,  are  in  need  of  nothing  more 
than  an  alteration  of  their  eating  habits (1). 
In  the  great  majority  of  instances  a reduc- 
tion of  the  caloric  intake  to  prevent  further 
gain  in  weight  is  all  that  is  required.  As  his 
age  and  height  increase  there  will  be  a cor- 
responding decrease  in  his  obesity. 

1.  L.  H.  Newburgh:  Arch  Int.  Med.  Vol.  70,  p. 
1033  (December)  1942. 


Use  of  Pooled  Blood  Plasma  and  Serum 

In  pools  of  a sufficient  number  of  samples 
of  plasma  or  serum  obtained  from  donors  be- 
longing to  all  four  blood  groups  the  amount 
of  substances,  known  as  anti  A and  anti  B 
agglutinins,  which  might  cause  serious  reac- 
tions is  reduced  to  such  a low  level  that  no 
danger  can  result  to  patients  from  injection 
into  a vein  of  even  large  therapeutic  doses 
from  such  pools,  William  Thalhimer,  M.  D., 
New  York,  declares  in  The  Journal  of  the 
American  Medical  Association  for  December 
19.  His  statement  is  based  on  his  own  in- 
vestigations as  well  as  an  analysis  of  data 
of  other  investigators  and  is  in  answer  to 
several  recently  published  opinions  question- 
ing such  a procedure  on  the  basis  of  the  pos- 
sible danger  from  the  injection  of  incompati- 
ble agglutinins  or  incompatible  A or  B sub- 
stances. 


War  Medicine  to  Become  a Monthly 

Starting  with  the  January  1943  issue,  War 
Medicine,  published  by  the  American  Medi- 
cal Association  in  cooperation  with  the  Divi- 
sion of  Medical  Sciences  of  the  National  Re- 
search Council,  will  become  a monthly  peri- 
odical. Since  its  inception  in  January  1941, 
it  has  been  bimonthly. 
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DEXTER  D.  KING 


^Messages from 
Y our  'Presidents 

This  month  there  will  be  held  in  Chicago 
the  annual  session  of  the  National  Confer- 
ence on  Medical  Service.  The  Conference  is 
of  particular  interest  to  us  this  year  inas- 
much as  our  own  Dr.  J.  D.  McCarthy  of  Oma- 
ha is  President.  As  we  would  expect,  the 
program  is  typical  of  the  presiding  officer. 
A glance  at  the  agenda  on  page  57  of  this 
issue  of  our  Journal  will  convince  any  one  of 
the  excellent  work  that  this  group  is  per- 
forming through  its  stimulus  in  planning  on 
the  economic  phases  of  medical  practice ; 
and  who  can  deny  that  at  the  present  time 
our  profession  is  beset  by  the  most  crucial 
period  in  its  history? 

Last  month  the  Supreme  Court  of  the 
United  States  issued  a decision  substantiat- 
ing the  verdict  of  the  District  Court  in 
its  ruling  against  the  Medical  Society  of 
the  District  of  Columbia  and  against  the 
American  Medical  Association.  The  average 
physician  pays  insufficient  attention  to  this 
dilemma.  This  is  most  unfortunate  because 


the  implications  are  far  reaching.  They  af- 
fect not  only  medical  organizations  as  such 
but  extend,  or  can  be  made  applicable  to 
every  practising  physician  as  an  individual 
who  believes  in,  and  conducts  himself  accord- 
ing to  traditional  principles  of  dignity  and 
decency  and  who  rightfully  demands  similar 
conduct  from  his  colleagues,  whether  they 
be  members  of  his  medical  society,  his  hos- 
pital staff,  or  associated  with  him  in  indivi- 
dual consultation. 

It  is  very  likely  that  Congress  may  intro- 
duce a bill  amending  the  Sherman  Anti- 
Trust  Law  under  which  the  indictment  was 
issued.  If  such  a bill  should  be  introduced 
it  will  be  the  duty  of  every  doctor  to  put  his 
whole  hearted  support  toward  Legislative 
effort.  The  Journal  will  keep  the  member- 
ship informed  on  any  new  development.  In 
the  meantime  doctors  will  do  well  to  acquaint 
themselves  thoroughly  with  the  problem  in 
order  that  they  may  be  enabled  to  follow 
the  situation  intelligently  and  help  mold 
public  opinion  which  ultimately  is  the  basis 
of  Congressional  action. 

D.  D.  KING,  M.  D., 

President  Nebraska  State 
Medical  Association. 


The  Surgical  Relief  of  Intractable  Pain* 


WILLIAM  T.  PEYTON,  M.  D. 

From  the  Department  of  Surgery,  Division  of  Neurosurgery, 
University  of  Minnesota  Hospitals,  Minneapolis,  Minnesota 
Supported  by  a grant  from  the  research  funds  of  the 
Graduate  School. 


Next  to  the  saving  of  life,  the  relief  of  pain 
is  the  physician’s  most  important  function. 
Pain  that  is  not  relieved  by  opiates  or  that  is 
apt  to  be  so  prolonged  that  opiates  become 
ineffectual  should,  if  possible,  be  relieved  by 
surgery.  Surgery  should  not  be  delayed  until 
opiates  have  lost  their  effect  through  long  ad- 
ministration, for  at  that  time,  the  patient 
will  probably  not  be  in  condition  to  have  the 
necessary  surgical  procedure  performed. 

This  is  a review  of  the  surgical  measures 
performed  at  the  University  Hospitals  for 
the  relief  of  intractable  pain,  exclusive  of 


with  a specific  gravity  of  0.899  at  20°  C.  is  lighter 
than  spinal  fluid,  which  has  a specific  gravity  of 
1.007.  The  lighter  alcohol,  therefore,  can  be  super- 
nated  on  the  more  weighty  spinal  fluid,  and  by  posi- 
tioning the  patient,  can  be  made  to  bathe  the  pos- 
terior rootlets  of  painful  segments. 

The  technique  as  introduced  by  DogliottK3)  has 
been  adopted,  with  minor  modifications,  by  many 
neurosurgeons.  The  patient  is  placed  on  a table 
with  the  painful  side  up,  to  bring  the  pain  bearing 
rootlets  to  the  uppermost  point  of  a curved  spinal 
canal,  padding  is  put  under  the  patient  opposite 
these  rootlets.  Spinal  puncture  is  performed  at  or 
near  the  site  of  the  rootlets  that  are  to  be  rendered 
analgesic.  One  cc.  of  absolute  alcohol  is  then  in- 
jected very  slowly  and  without  spurts,  taking  ap- 


Subarachnoid  Alcohol  Injection 


Fig.  1.  Position  for  relief  of  right  sided  pain  in  distribution  of  the  upper  lumbar  roots. 


neuralgias.  It  includes  59  cases  treated  by 
subarachnoid  alcohol  injections  between  Jan- 
uary, 1935  and  January,  1941 ; 9 rhizotomies, 
5 tractotomies  and  16  chordotomies  per- 
formed between  July,  1937  and  January, 
1941. 

SUBARACHNOID  INJECTION  OF  ALCOHOL 

This  procedure  was  introduced  by  DogliottiO)  (2) 
in  1931.  It  is  based  on  the  fact  that  absolute  alcohol 

♦Read  before  Seventy-fourth  Annual  Convention  Nebraska 
State  Medical  Association,  Omaha,  May  5,  1942. 
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proximately  2 minutes  to  complete  the  injection. 
The  patient  is  kept  in  this  same  position  until  it  is 
assumed  that  diffusion  of  the  alcohol  has  taken 
place  (at  least  30  minutes),  and  then  returned  to 
bed  for  12  to  24  hours.  If  pain  is  bilateral,  the  sec- 
ond side  is  injected  10  days  to  2 weeks  later  when 
memingeal  reaction  to  the  previous  injection  has 
subsided,  or  if  necessary,  injection  may  be  repeated 
on  the  same  side  after  a similar  interval.  If  sev- 
eral segments  are  involved,  two  spinal  needles  are 
introduced,  one  above  and  the  other  below  the  apex 
of  the  laterally  curved  spine,  and  0.5  to  1.0  cc.  of 
alcohol  injected  through  each  needle. 
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During  the  injection,  there  is  usually  a transient 
sensation  of  comfortable  warmth  or  burning  in  the 
distribution  of  the  roots  bathed  in  alcohol  and,  at 
the  same  time,  relief  of  pain.  Like  other  observ- 
ers!4), we  have  noted  that  the  pain  has  at  times 
recurred  in  a few  hours  but  permanently  disap- 
peared several  days  later.  As  a rule,  there  is  no 
noticeable  paralysis  following  injection,  but  occa- 
sionally there  may  be  some  motor  weakness.  There 
is  usually  loss  of  tendon  reflexes  in  the  extremity 
treated.  Vibration  sense  is  depressed.  There  is 
decrease  in  touch,  pain  and  temperature  sensation 
over  the  distribution  of  the  rootlets  injected. 

Subarachnoid  alcohol  injection  is  technically  a 
simple  procedure  which  can  be  performed  when  the 
patient  is  no  longer  in  condition  for  an  operation 


Fig.  2.  Spinal  cord  following  subarachnoid  alcohol  injection. 
Section  is  at  the  site  of  injection.  Weigert  method. 

a.  Degeneration  in  posterior  rootlets. 

b.  Degeneration  in  fasciculus  cuneatus. 

for  relief  of  pain.  We  have  used  it  only  to  relieve 
pain  in  cases  of  incurable  malignancy,  but  it  has 
been  used  by  others!^.  6.  7,  8)  jn  benign  lesions.  It 
has  been  most  successful  when  the  pain  is  somatic 
rather  than  visceral  in  origin,  and  when  the  pain  is 
limited  to  a few  somatic  segments.  Chordotomy  has 
been  performed  when  subarachnoid  alcohol  injection 
has  failed  to  relieve  pain.  In  two  cases  of  bilateral 
pain,  subarachnoid  alcohol  was  injected  to  relieve 
ipsilateral  pain  and  a unilateral  chordotomy  was 
later  done  on  the  same  side  to  relieve  contralateral 
pain.  This  procedure  should  avoid  the  complications 
of  urinary  retention  and  sexual  disturbances,  which 
are  frequent  after  bilateral  chordotomy,  because  the 
fibers  in  the  cord  and  the  roots  to  the  sex  organs 
and  bladder,  if  injured,  would  be  on  the  same  side. 
Grant!9),  on  the  other  hand,  has  noted  that  when 
alcohol  injection  fails  and  chordotomy  is  done  on 
the  contralateral  side  for  relief  of  pain,  sphincter 
disturbance  occurred  in  3 of  4 cases. 

Subarachnoid  alcohol  injections  in  this 
clinic  were  with  three  exceptions  all  made 
below  the  conus  medullaris.  In  these  three 
cases,  relief  was  complete  and  no  complica- 
tions followed  the  injection  made  above  the 
conus,  but  even  a spinal  puncture  above  the 
conus  must  be  attended  with  some  risk  of  in- 
jury to  the  cord. 


We  have  been  able  to  obtain  at  autopsy 
the  spinal  cords  of  five  individuals  who  had 
alcohol  injections  from  3 to  6 months  before 
death.  A report  on  4 of  these  cords  has  been 
published(10).  The  histological  changes  in 
all  cords  were  similar,  varying  only  in  degree 
of  involvement.  Following  unilateral  injec- 
tion, there  was  at  the  site  of  injection  uni- 
lateral destruction  of  the  posterior  rootlets 
and  of  the  lateral  part  of  the  posterior  funi- 
culus. The  posterior  rootlets  showed  a 
patchy  demyelinization.  Only  occasionally 
was  diffuse  involvement  of  an  entire  rootlet 
observed,  and  even  in  these  there  were  nor- 
mal fibers  intermixed  with  the  partially  and 
completely  destroyed  tissue.  In  the  cord  it- 
self, there  was  invariably  unilateral  destruc- 
tion of  the  long  ascending  fibers  in  the  pos- 
terior funiculus,  as  well  as  the  fibers  in  the 
dorso  lateral  fasciculus  of  Lissauer.  In  one 
cord  there  was  a mild  destruction  at  the  site 
of  injection  in  the  region  of  the  spinothal- 
amic tract  of  the  contralateral  side.  The  con- 
clusion is  that  the  relief  of  pain  from  acohol 
injection  is  due  to  injury  or  destruction  of 
the  small  myelinated  and  unmyelinated  fib- 
ers in  the  posterior  rootlet. 

We  have  injected  by  the  subarachnoid 
route  alcohol  in  59  patients  for  relief  of  pain. 
Eight  have  received  bilateral  injections,  and 
11  had  more  than  one  injection  on  the  same 
side;  a total  of  78  injections  were  made  on 
these  59  patients.  The  cause  of  the  pain  is 
given  in  Table  1. 

TABLE  1 

Subarachnoid  Alcohol  Injections  at  University 
of  Minnesota  Hospitals 


Cause  of  Pain  No.  of  Patients 

Carcinoma  of  prostate 10 

Carcinoma  of  cervix 15 

Carcinoma  of  bladder 7 

Carcinoma  of  rectosigmoid 8 

Carcinoma  of  corpus  uteri 2 

Mixed  tumor  salivary  glands 1 

Myxoma  of  leg 1 

Malignant  melanoma 1 

Hodgkin’s  disease 1 

Carcinoma  of  penis 1 

Multiple  myeloma 1 

Endothelioma  of  pleura 1 

Carcinoma  of  lung 1 

Carcinoma  of  breast 2 

Middledorf  tumor  of  sacrum 1 

Fascial  sarcoma  of  thmh 1 

Osteogenic  sarcoma  of  ileum  or  femur 2 

Malignant  embryoma  testicle 1 

Carcinoma  of  anterior  vaginal  wall 1 

Post-irradiation  neuritis 1 


There  were  34  men  and  25  women.  The 
average  age  was  56  years.  All  59  patients 
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have  been  followed  in  the  Out-patient  Clinic 
or  by  correspondence.  Forty-six  have  ex- 
pired, on  an  average  of  231  days  after  injec- 
tion. 

Partial  relief  should  not  be  given  much 
weight  in  evaluating  the  procedure.  It  is  un- 
reliable, since  there  is  no  index  for  measur- 
ing relief  unless  it  is  complete.  In  evaluating 
partial  relief,  we  have  considered  (1)  the 
stated  opinion  of  the  patient,  and  (2)  the 


Fig.  3.  Same  as  Fig.  2 in  greater  magnification. 


amount  of  narcotic  required  after  injection. 
Unless  the  relief  obtained,  whether  complete 
or  partial,  persisted  until  death  or  for  at  least 
2 months  in  those  surviving  that  long,  the 
case  was  classified  as  having  no  relief. 

In  our  59  cases,  there  were  8 bilateral  in- 
jections and  11  cases  in  which  two  or  even 
three  injections  were  made  on  the  same  side. 
Without  this  repetition  of  the  injection,  33 
patients  or  56%  obtained  complete  relief;  15 
or  25%  partial  relief  and  11  or  19%  obtained 
no  relief.  The  final  results  after  repeated  in- 
jections are  recorded  in  Table  2,  where  they 
are  compared  with  the  reported  results  in 
373  cases  of  subarachnoid  alcohol  injection 
collected  from  the  literature. 

TABLE  2 


Results  Following  Subarachnoid  Alcohol  Injection 


Source  of 
Material 

No. 

Cases 

Rein- 

jected 

Com- 

plete 

Partial 

None 

Collected  cases 
from  literature 

373 

28 

69% 

18% 

13% 

University  Hos- 
pital cases  

_ 59 

11 

61% 

27% 

12% 

Ten  patients  were  followed  6 months  or 
longer  without  recurrence  of  pain.  The  long- 
est period  of  relief  was  5 years,  observed  in 
a case  of  carcinoma  of  the  cervix  with  pain 
in  the  sacral  region  after  irradiation.  It  is 


probable,  however,  that  this  was  a self  limit- 
ed pain  resulting  from  irradiation  rather 
than  persistence  or  recurrence  of  carcinoma. 

Due  to  fear  of  serious  complications,  espe- 
cially of  permanent  loss  of  sphincter  control 
or  paralysis,  we  have  not  made  subarachnoid 
alcohol  injections  for  pain  other  than  that 
due  to  incurable  malignancy.  Yet,  in  59  pa- 
tients, these  sequelae  have  not  occurred  in 
the  presence  of  a previously  normal  spinal 
cord  and  cauda  equina.  Six  patients  de- 
veloped urinary  or  fecal  incontinence,  but  4 
became  continent  within  a few  days  while 
one  did  not  regain  sphincter  control  until  one 
month  after  injection.  Seven  patients  de- 
veloped paresis.  Five  of  these  recovered 
within  one  week,  while  two  did  not  recover 
until  approximately  two  months  after  injec- 
tion. In  one  case,  a paresis  and  sphincter 
disturbance,  due  to  metastases  to  the  cauda 
equina,  were  precipitated  by  subarachnoid 
alcohol  injection  into  complete  and  perma- 
nent urinary  retention  and  paralysis  of  the 
lower  extremities.  One  of  our  patients  com- 
plained of  a girdle  sensation  after  injection, 
and  another  developed  some  atrophy  of  the 
leg  muscles  on  the  side  injected.  These  com- 
plications in  our  59  cases,  and  those  reported 
in  373  cases  of  subarachnoid  injection  col- 
lected from  the  literature  are  given  in  Table 
3. 

TABLE  3 

Complications  Following  Alcohol  Injections 


Univ. 

Collected 

Hosp. 

Cases 

No.  of  cases 

59 

373 

Temporary  urinary  or 
fecal  incontinence 

5 

26 

Permanent  urinary  or 
fecal  incontinence 

1 

1 

Temporary  paresis 

7 

18 

Permanent  paresis 

1 (paralysis)  2 

Unusual  sensory  changes 

1 

14 

Atrophy  of  leg 

1 

2 

Abdominal  distension 

1 

Headache 

90 

RHIZOTOMY 

Posterior  rhizotomy  for  relief  of  pain,  first 
performed  more  than  50  years  ago(U-  12)  has 
been  found  to  have  many  disadvantages  and 
has  been  largely  supplanted  by  antero-lateral 
chordotomy.  The  well  known  objections  to 
rhizotomy  are  (1)  loss  of  all  modalities  of 
sensation  which  renders  an  extremity  quite 
useless,  and  (2)  a large  laminectomy  is  neces- 
sary to  cut  all  roots  to  a painful  area,  espe- 
cially is  this  true  in  the  cauda  equina,  where 
it  is  necessary,  if  one  is  to  identify  accurate- 
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ly  the  segment,  to  expose  the  root  at  its  exit 
from  the  spinal  canal,  and  to  identify  the 
posterior  root,  it  must  be  exposed  where  the 
fibers  separate  to  enter  the  cord.  Its  use  is, 
therefore,  largely  confined  to  the  thoracic 
and  cervical  segments  of  the  cord. 


Only  nine  rhizotomies  were  done  during 
the  period  covered  by  this  report.  Six  were 
for  relief  of  pain  due  to  carcinoma  about  the 


Fig.  4.  Left  side  of  face  analgesec  and  left  side  of  neck 
anaesthetic  following  Sjoquist’s  trigeminal  tractotomy  and  sec- 
tion of  the  posterior  roots  of  the  first,  second  and  third  cervical 
nerves.  A rhizotomy  of  the  gloss  opharyngeal  nerve  was  also 
done  on  this  patient. 

head  or  metastases  to  the  neck.  Several  of 
these  were  combined  with  5th  nerve  tracto- 
tomy. Two  were  for  painful  upper  arm 
amputation  stumps.  One  was  for  intercostal 
nerve  pain,  resulting  from  an  old  compres- 
sion fracture. 

Rhizotomy  of  the  posterior  roots  of  the 
first  three  cervical  nerves  for  relief  of  pain 
in  carcinoma  of  the  neck  was  performed  by 
Fay(13>  in  1926  and  also  has  been  done  by 
others(14h  It  can  be  combined  very  easily 
with  a tractotomy  of  the  descending  tract  of 
the  trigeminal  nerve,  and,  in  addition,  the 
glossopharyngeal  nerve  can  be  cut  between 
the  medulla  oblongata  and  the  jugular  fora- 
men. This  combination  of  tractotomy  of  the 
5th  and  rhizotomy  of  the  9th  cranial  and 


posterior  roots  of  the  first,  second  and  third 
cervical  nerves  was  done  in  one  of  the  cases 
included  in  this  report. 

All  of  the  nine  cases  in  which  rhizotomy 
was  done  were  followed.  Seven  were  com- 
pletely relieved.  Two  had  partial  recurrence 
of  pain  several  months  after  rhizotomy. 

TRACTOTOMY 

Tractotomy  of  the  fifth  nerve  was  first  de- 
scribed by  Sjoquist  in  1938(15-  16>,  and  con- 
sists of  sectioning  the  descending  tract  of 
the  fifth  nerve  in  the  medulla.  The  fibers 
of  the  trigeminal  nerve  divide  in  the  pons 
into  short  ascending  and  long  descending 
branches.  The  ascending  branches  terminate 
in  the  main  sensory  nucleus;  the  descending 


Post.  inf. 
cerebellar  a. 


Fig.  5.  Sjoquist’s  tractotomy  of  the  spinal  tract  of  the  tri- 
geminal nerve. 

branches  run  through  the  spinal  tract  and 
terminate  in  the  nucleus  of  the  spinal  tract 
of  the  trigeminal  nerve.  This  spinal  tract, 
which  is  sectioned  in  tractotomy,  contains 
only  fibers  for  pain  and  temperature,  hence, 
its  section  does  not  disturb  touch  sensation 
in  any  part  of  the  distribution  of  the  fifth 
cranial  nerve.  There  is  also  a spatial  ar- 
rangement of  the  fibers  carrying  pain  and 
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temperature  in  that  those  fibers  arising-  from 
the  manidbular  region  are  shortest  and  so 
terminate  higher  in  the  nucleus  of  the  spinal 
tract  while  those  fibers  from  the  ophthalmic 
region  are  longest  and  terminate  in  the 
caudal  portion  of  the  nucleus. 

Sjoquist’s  medullary  tractotomy  consists  of  mak- 
ing a unilateral  suboccipital  craniotomy  and  elevat- 
ing the  cerebellum  to  expose  the  medulla  up  to  the 
inferior  cerebellar  peduncle.  The  descending  tract 


a 


Fig.  6.  Postmortem  specimen  obtained  9 days  after  Sjoquist’s 
tractotomy  and  rhizotomy  of  the  posterior  roots  of  first,  sec- 
ond and  third  cervical  nerves.  Marchi  method.  Section  is  im- 
mediately below  site  of  tractotomy. 

a.  Degenerating  posterior  root  fibers  of  cervical  nerves. 

b.  Degenerating  spinal  tract  of  trigeminal  nerve. 

of  the  fifth  nerve  emerges  from  under  the  restiform 
body  and  has  a superficial  position  on  the  lateral 
side  of  the  medulla  where  it  forms  an  eminence,  the 
tuberculum  cinereum.  The  tuberculum  cinereum 
lies  just  dorsal  to  the  vagal  roots  and  caudad  to  the 
restiform  body.  In  performing  tractotomy,  the 
lowermost  vagal  root  is  identified,  and  beginning  im- 
mediately caudad  to  this  point,  an  incision  4 mm. 
deep  and  extending  dorsally  3 to  4 mm.  is  made. 
Grant db,  after  performing  14  operations  with  this 
incision,  described  by  Sjoquist,  concluded  that  the 
neurologic  sequelae,  which  were  frequent  and  severe, 
could  be  avoided  by  making  the  incision  12-14  mm. 
more  caudal,  in  order  to  avoid  injury  to  the  resti- 
form body  or  to  the  main  cuneate  nucleus.  This  lat- 
ter site  he  has  utilized  in  3 cases  and  in  none  of 
these  were  there  permanent  neurologic  disturbances. 
The  more  common  neurologic  disturbances  with  the 
Sjoquist  incision  were  ataxia,  incoordination,  inferior 
laryngeal  paralysis,  nustagmus,  numbness  and  ting- 
ling and  loss  of  postural  sense  in  the  ipsilateral  arm. 

Although  these  disturbances  may  be  due  to  in- 
jury of  the  restiform  body  and  avoided  by  the  more 
caudal  incision  suggested  by  Grant,  still  hemorrhage 
into  the  medulla  must  also  be  a possible  cause.  Such 
a hemorrhage  was  found  in  one  of  our  patients  op- 
erated upon  since  compilation  of  cases  for  this  re- 
port. This  occurred  in  a man  with  advanced  left 
sided  cervical  metastases  from  carcinoma  of  the 
oral  cavity.  After  a Sjoquist  tractotomy  on  the  left 
side  of  the  medulla,  and  rhizotomy  of  the  posterior 


roots  of  the  left  2nd  and  3rd  cervical  nerves,  there 
was  analgesia  over  the  distribution  of  the  5th  nerve 
and  over  the  upper  part  of  the  neck  on  this  side. 
There  was  difficulty  in  swallowing.  Coordination 
was  not  tested  immediately  after  operation,  and 
later  he  became  too  ill  to  cooperate.  Death  from 
pneumonia  occurred  7 days  after  operation.  Exam- 
ination* of  the  medulla  demonstrated  a hemorrhage 
5 mm.  in  vertical  extent,  more  above  than  below  the 
incision.  It  had  produced  degeneration  in  the  root 
of  the  5th  nerve  well  above  the  tractotomy  incision, 
indicating  that  the  lesion  was  destructive. 

Luna(18>,  in  an  investigation  of  the  blood 
supply  to  the  medulla  oblongata,  demonstrat- 
ed that  many  small  branches  of  the  posterior 
inferior  cerebellar  artery  penetrate  the  med- 
ulla more  or  less  vertically  in  the  region  in 
which  tractotomy  incisions  are  made.  It  is 


Fig.  7.  Same  as  Fig.  5 but  is  through  middle  of  olive,  above 
medullary  tractotomy. 

a.  and  b.  Blood  vessels. 

c.  Hemorrhage. 

d.  Restiform  body. 

e.  Spinal  tract  of  trigeminal  nerve. 

readily  understood  how  one  or  more  of  these 
may  be  severed  during  operation,  producing 
an  intramedullary  hemorrhage. 

Tractotomy  of  the  fifth  nerve  has  been 
performed  five  times  in  the  period  included 
in  this  report.  Four  of  the  five  patients  had 
rhizotomies  of  the  1-3  cervical  nerves  in  ad- 
dition to  tractotomy. 

All  patients  upon  whom  tractotomies  were 
performed  obtained  complete  relief.  In  only 
one  patient  was  any  complication  noted.  In 
this  man  there  was  ataxia  that  disappeared 
after  2 weeks. 

CHORDOTOMY 

Anterolateral  chordotomy  or  section  of  the  spino- 
thalamic tracts  in  the  cord  is  frequently  called  Spil- 

♦The  data  given  have  been  furnished  by  A.  T.  Rasmussen,  of 
the  Department  of  Anatomy,  who  has  made  Marchi  preparations 
of  this  specimen. 
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ler’s  chordotomy,  because  it  was  first  performed  by 
Martin  in  1911  at  Spider’s  suggestion G9).  Chordo- 
tomy performed  under  the  lamina  of  the  3rd  thor- 
acic vertebra,  where  it  is  most  easily  done  and  is 
relatively  safe,  will  give  relief  on  the  side  contra- 
lateral to  the  incision  in  the  cord,  if  the  pain  is  locat- 
ed below  the  mid-thoracic  region.  If  it  is  combined 
with  rhizotomy  of  the  posterior  roots,  the  area  of 
analgesia  can  be  extended  up  to  or  even  above  the 
level  of  the  chordotomy.  But  for  pain  in  the  seg- 
ments of  the  brachial  plexus,  rhizotomy,  for  the  rea- 
sons stated  above,  is  unsatisfactory,  and  for  this 
reason,  operations  for  section  of  the  spinothalamic 
tracts  at  higher  levels  have  been  done.  Foerster(20) 
performed  chordotomy  as  high  as  the  second  cervi- 
cal segment  and  obtained  analgesia  above  the  clav- 
icle. OthersO.  21,  22,  23)  have  also  performed  cervi- 
cal chordotomies,  at  or  above  the  3rd  cervical  seg- 
ment, that  is,  above  the  respiratory  centers  in  the 
cord.  We  have  also  performed  a chordotomy  at  the 
3rd  cervical  segment  for  relief  of  pain  in  the  brachial 
plexus  from  carcinoma  of  the  breast.  But  it  is  more 


Fig.  8.  Unilateral  chordotomy. 

or  less  recognized^)  that  these  cervical  chordo- 
tomies for  pain  in  the  brachial  plexus  are  not  satis- 
factory, and  more  recently,  attempts  have  been  made 
to  sever  the  spinothalamic  tract  at  still  higher  levels. 
DogliottB24)  in  1938  exposed  the  midbrain  just 
above  the  tentorium  and  with  cautery  interrupted 
the  tract  low  down  in  the  lateral  sulcus  of  the  mes- 
encephalon or  upper  pons.  He  did  this  in  4 patients 
with  one  death,  but  with  complete  hemianalgesia  in 
two  cases.  Schwartz(25)  has  in  two  cases  sectioned 
the  spinothalamic  tract  in  the  medulla  by  making  a 
transverse  incision  4 mm.  deep,  just  caudal  and  ven- 
tral to  the  lowest  root  of  the  vagus.  One  did  not 
survive  the  operation.  White  126)  has  also  performed 
this  operation  of  Schwartz,  but  severe  cerebellar 
ataxia  followed,  to  avoid  which,  he  suggests  that  the 
incision  be  made  5 to  8 mm.  more  caudal  or  opposite 
the  apex  of  the  4th  ventricle,  where  Grant!17)  has 
found  that  section  of  the  descending  trigeminal  tract 
is  less  prone  to  produce  similar  complications.  Ras- 
mussen and  Peyton (27)  concluded,  after  tracing  the 
degenerated  fibers  of  the  spinothalamic  tract  follow- 
ing chordotomy,  that  they  are  in  a favorable  posi- 
tion for  section  in  the  trigonum  lemnisci  at  the  level 
of  the  attachment  of  the  4th  nerve. 


We  have  done  11  unilateral  and  only  5 bi- 
lateral chordotomies.  This  preponderance  of 
unilateral  over  bilateral  chordotomies  is  due 
to  our  policy  of  doing  a unilateral  chordo- 
tomy, even  when  later  a similar  operation 
may  be  necessary  on  the  other  side.  Grant(9) 
has  discussed  this  question  of  unilateral 
versus  bilateral  chordotomy,  and  since  we 
agree  with  his  views  they  need  not  be  re- 
peated here.  For  unilateral  chordotomy,  we 
do  a unilateral  laminectomy  separating  the 
muscles  from  one  side  of  the  spinous  pro- 
cesses and  also  from  the  lamina  on  this  side. 
The  exposed  lamina  of  the  second  and  third 
thoracic  vertebra  are  removed,  and  a small 
part  of  the  lamina  of  the  second  and  fourth 
thoracic  vertebra  is  also  ronguered  away. 

The  topical  arrangement  of  the  spinothala- 
mic fibers  within  the  cord,  as  located  by 
Hyndman  and  Van  Epps(28),  would,  from  our 
experience,  appear  to  be  more  accurate  than 
that  of  Foerster  and  Gagel(20).  At  least 
there  seems  to  be  an  area  just  anterior  to  the 
dentate  ligament  unoccupied  by  spinothala- 
mic fibers,  and  when  the  knife  is  brought  out 
nearer  to  the  midline  anteriorly,  the  level  of 
analgesia  is  higher. 

The  most  frequent  indication  for  chordo- 
tomy is  incurable  cancer  causing  pain  in  the 
lower  trunk  or  lower  extremities.  The  cause 
of  pain  for  which  we  have  done  chordotomies 
on  16  patients  is  given  in  Table  5. 

TABLE  5 

Sixteen  Chordotomies  Performed  at 
University  Hospitals 

Cause  of  Pain  No.  of  Patients 

Ca.  of  prostate  with  metastasis 1 

Ca.  of  cervix  with  metastasis 2 

Ca.  of  bladder  with  metastasis 1 

Ca.  of  large  intestine  with  extension 4 

Ca.  of  breast  with  involvement  of 

brachial  plexus 1 

Ca.  of  penis  with  metastasis 1 

Neuritis 2 

Post  Herpetic 1 

Sciatic  1 

Interstitial  cystitis 1 

Arachnoiditis  1 

Hodgkin’s  disease 1 

Ca.  of  breast  with  metastasis 1 

There  were  8 men  and  8 women  in  this 
group.  The  average  age  was  53  years.  All 
have  been  followed.  Seven  have  expired,  one, 
a very  debilitated  patient,  immediately  after 
operation  with  vasomotor  collapse  recorded 
as  the  cause  of  death,  another  19  days  after 
operation,  but  before  he  was  discharged  from 
the  hospital.  His  death  was  due  to  erosion 
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of  carcinoma  into  an  iliac  vein.  Five  others 
have  died  since  discharge  from  the  hospital. 
Two  patients  were  reoperated  upon  the  same 
side  to  increase  the  area  of  analgesia.  The 
results  obtained  in  these  16  cases  are  com- 
pared with  136  cases  collected  from  the  liter- 
atures in  Table  6. 

TABLE  6 

Relief  with  Chordotomies 
No.  Re- 

No.  oper-  Com- 

Author  Cases  ated  plete  Partial  None 

University  Hosp. 16  2 81%  19%  0 

Collected  cases 136  10  80%  16%  4% 

Complications  similar  to  those  recorded  in 
the  literature  were  noted.  Two  patients  had 
girdle  pain  at  the  level  of  the  chordotomy. 
In  one  this  disappeared  within  2 weeks,  but 
in  the  other  it  has  persisted.  Retention  of 
urine  occurred  in  two,  but  they  regained 
sphincter  control  within  three  weeks  after 
operation.  Two  had  temporary  motor  paresis 
of  less  than  48  hours  duration. 

These  complications  are  given  in  Table  7, 
where  they  are  compared  with  the  complica- 
tions in  136  cases  collected  from  the  litera- 
ture. 

TABLE  7 

University  136 

Complication  Hospital  Collected  Cases 

Temporary  bladder 

rectal  incontinence 2 16 

Permanent  bladder 

rectal  incontinence 2 

Temporary  paresis 

(48  hours) 2 9 

Temporary  paralysis 1 

Girdle  pains 2 4 

Distension 4 

Vomiting 6 

Death 2 7 

Total  8 65 

Percentage  37%  48% 

SUMMARY  AND  CONCLUSIONS 

Severe  intractable  pain,  especially  that  due 
to  incurable  malignancy,  should  be  relieved 
by  surgical  procedures,  if  it  appears  that  the 
patient,  not  too  debilitated  to  undergo  a 
major  surgical  operation,  will  survive  sev- 
eral months. 

Subarachnoid  alcohol  injection  is  effective 
in  more  than  50%  of  cases  in  relieving  local- 
ized somatic  pain,  and  is  especially  indicated 
in  those  patients  who  are  too  debilitated  for 
a major  surgical  operation.  Because  of  the 
possibility  of  loss  of  sphincter  control  and 
paralysis,  it  should  be  very  cautiously  used 
in  benign  lesions.  We  have  used  it  only  in 


incurable  malignancy.  Pain  is  relieved  by 
partial  destruction  of  the  rootlets. 

Sjoquist’s  tractotomy,  especialy  if  com- 
bined with  rhizotomy  of  the  upper  three 
posterior  rootlets,  will  relieve  pain  from 
malignancy  of  the  head  and  neck.  It  has 
been  followed  by  neurologic  sequelae,  which 
it  may  be  possible  to  avoid  by  making  the  cut 
in  the  medulla  more  caudad  than  Sjoquist’s 
incision. 

Anterolateral  chordotomy,  or  section  of  the 
spinothalamic  tract  in  the  cord,  is  a very 
satisfactory  procedure  for  relief  of  pain,  be- 
cause although  it  produces  loss  of  pain  and 
temperature  sense  over  a large  area,  it  does 
not  destroy  the  other  modalities  of  sensation. 
Recently,  operations  have  been  devised  for 
section  of  the  spinothalamic  fibers  in  the 
medulla  and  even  in  the  mesencephalon,  but 
they  cannot  yet  be  evaluated. 

The  results  which  we  have  obtained  in  59 
cases  of  subarachnoid  alcohol  injection,  9 
rhizotomies,  5 tractotomies  and  16  chordo- 
tomies are  to  be  seen  in  the  tables  of  this 
report. 
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IN  THIS  ISSUE 


THE  relief  of  intractable  pain  offers  dif- 
ficulties which  are  sometimes  impossible  to 
overcome  without  surgical  interference.  Dr. 
William  T.  Peyton  of  the  Department  of  Neu- 
rosurgery, University  of  Minnesota,  dis- 
cusses this  problem  on  page... 36 

WHILE  interest  in  athletics  has  diminished 
during  these  excitable  times,  athletic  injuries 
nevertheless  remain  an  important  medical 
and  surgical  problem.  At  the  last  annual  ses- 
sions of  the  Nebraska  State  Medical  Associa- 


tion, Dr.  Marcus  Hobart  showed  motion  pic- 
tures of  the  treatment  of  the  athletic  in- 
juries. We  reprint  the  discussion  by  Dr.  Ho- 
bart on  page . 44 

TWO  papers  on  virus  pneumonia  are  pub- 
lished this  month.  This  condition,  while  in 
the  disputed  stage,  as  yet,  has  nevertheless 
become  an  important  problem.  The  paper  by 
Dr.  Conlin  appears  on  page  47,  and  Dr.  Ged- 
goud’s  paper  is  on  page 51 


Athletic  Injuries" 

MARCUS  H.  HOBART,  M.  D. 
Evanston,  111. 


The  subject  of  athletic  injuries,  or  better, 
injuries  sustained  in  athletics,  should  be  of 
interest  to  physicians  in  general,  general 
practitioners,  general  surgeons,  as  well  as  to 
some  specialists,  for  any  of  these  may  have 
athletes,  or  pseudo-athletes  to  treat.  In  fact, 
although  many  of  the  colleges  nowadays  have 
team  doctors  or  doctors  responsible  for  the 
welfare  of  the  athletes  at  the  institution, 
most  high  schools  and  many  colleges  as  well 
as  public  schools  must  depend  on  the  family 
physician  or  surgeon  to  care  for  their  in- 
jured. Therefore,  it  should  be  essential  for 
these  doctors  to  be  able  to  handle  athletes 
and  athletic  injuries  properly. 

Among  the  general  run  of  athletes  the 
rule  for  treatment  of  injuries  and  the  man- 
ner of  caring  for  the  injured  does  not  differ 
from  that  of  other  injured.  In  college  and 
many  high  schools,  as  among  the  profes- 
sional athletes  there  is  added  to  the  neces- 
sity for  good  treatment,  the  desirability  for 
treatment  with  quick  cure,  since  if  an  athlete 
is  laid  up  too  long,  the  season  may  end  with- 
out his  participation.  It  is  a wasted  season 
for  him  athletically  and  a shortening  of  his 
usefulness  and  pleasure.  These  college  and 
professional  athletes  then  must  be  returned 
to  the  front  line  trenches,  cured  and  cured 
quickly,  just  as  soldiers  are  hurried  through 
their  convalescence,  in  order  that  they  may 
return  to  their  ranks. 

The  field  of  athletic  injuries  is  a broad  one. 
Besides  the  professional  athlete  whose  very 
livelihood  depends  upon  his  prowess  and  who 
is  not  only  obliged  often  to  take  care  of  his 
own  injuries  financially,  but  may  lose  pay 
while  injured,  and  the  highly  trained  and 
important  college  athlete  whose  usefulness 
on  the  school  team  depends  on  his  skill  in 
sports,  we  have  the  smaller  imitation  of  the 
college  athlete  in  high  school,  or  even  in  the 
grade  schools,  and  the  thousands  of  us  who 
indulge  in  games  for  recreational  and  health 
purposes.  Even  the  ladies  are  entering  more 
and  more  into  sports  and  with  them  there  is 
the  need  of  good  cosmetic  results  besides 
those  of  usefulness.  So,  although  the  doctor 
may  see  no  college  or  professional  athletes 
with  injuries,  he  may  see  plenty  of  athletic 
injuries  in  women  and  children,  not  to  men- 

♦Read  before  Seventy-fourth  Annual  Convention,  Nebraska 
State  Medical  Association.  Omaha.  May  6,  1942. 
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tion  the  husbands  and  parents  of  these  who 
are  still  trying  to  keep  up  with  them  or  to 
remain  young.  This  last  group  may  be  the 
most  difficult  to  handle  and  to  cure  as  many 
of  them  have  not  grown  up  mentally,  and 
have  deteriorated  physically  so  that  they 
heal  less  rapidly. 

It  would  be  relevant  to  mention  here  the 
case  of  a father,  a college  athlete  of  the  old 
school  who  brought  his  high  school  son  to 
see  me.  He  had  sustained  a neck  injury  in 
football,  had  been  given  treatments  by  an 
osteopath  and  allowed  to  continue  playing. 
But  he  did  not  seem  to  improve.  Upon  x-ray- 
ing  his  neck  there  was  disclosed  a fracture 
of  a cervical  vertebral  body.  When  we  told 
the  boy  and  his  father  that  it  was  a danger- 
ous and  severe  injury  requiring  protection 
in  a cervical  cast  for  some  weeks  at  least, 
his  father  said,  “All  right  Doc.  Can  he  play 
next  Saturday?” 

There  are  certain  so-called  fundamental 
rules  which  might  apply  to  the  care  of  most 
athletes.  First,  prophylactic  or  preventive 
treatment.  This  includes  primarily  the  ex- 
amination to  determine  that  there  are  no 
physical  defects  or  weaknesses  which  should 
prevent  participation  in  sports.  The  heart 
and  lungs  must  be  sound,  eyesight  and  hear- 
ing good,  herniae  must  be  absent  or  protect- 
ed, muscles,  bones,  and  joints  healthy.  This 
should  be  determined  before  the  athletic  sea- 
son and  checked  before  severe  strain  is  un- 
dertaken. If  defects  are  found  which  can 
be  corrected,  they  should  be,  before  indulg- 
ing in  athletics.  For  instance  a hernia  can 
be  repaired  so  that  it  is  safe,  but  at  least  a 
truss  should  be  applied  for  temporary  pro- 
tection. If  the  athlete  has  a “trick  knee” 
which  usually  means  a loose  semilunar  car- 
tilage, this  should  be  operated  upon  correctly 
and  the  damaged  cartilage  removed  by  a spe- 
cialist. If  there  is  a weak  wrist  or  ankle, 
strapping  will  often  take  care  of  it,  and  if 
the  eyes  require  glasses,  non-shatterable  ones 
may  be  used  in  many  sports  and  even  con- 
tact lenses  in  some.  On  the  Northwestern 
football  team  last  fall  we  had  two  players 
who  wore  contact  lenses  with  comfort  and 
success.  As  a word  of  caution  here  I sug- 
gest that  a man  with  only  one  eye  or  the 
loss  of  sight  in  one  eye  would  do  well  to 
wear  a contact  lens  for  protection  in  games. 
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Some  years  ago  a certain  halfback  played 
all  through  college  with  only  one  good  eye 
and  fortunately  was  not  blinded,  and  a bas- 
ketball player,  year  before  last,  had  only  one 
eye.  The  other  was  removed  after  being 
shot  in  childhood.  Each  of  these  might 
have  had  contact  lenses. 

Of  course,  such  conditions  as  weak  or 
damaged  heart  preclude  violent  exercise,  but 
even  here  the  physician  may  determine  how 
much  such  a person  may  do.  I have  known 
athletes  with  compensated  heart  murmurs 
who  played  tennis  and  football  safely. 

The  second  part  of  the  general  prophylac- 
tic treatment  is  to  have  the  men  conditioned 
before  playing.  Setting-up  exercises  early 
in  the  season,  and  warming  up  before  each 
game  is  imperative.  Especially  should  a 
baseball  pitcher  be  careful  early  in  the 
spring.  I have  in  mind  a star  prep  school 
pitcher  who  ruined  his  arm  trying  “to  pitch 
his  head  off”  in  early  spring  college  prac- 
tice. He  never  pitched  in  college  again. 

Thirdly,  the  active  prophylactic  treatment 
consists  in  protecting  the  players’  weak  and 
vulnerable  parts  in  any  contest.  Here  prop- 
er equipment  is  good,  as  the  headguard  and 
hip  pads  in  football,  proper  shoes  for  tennis 
and  basketball,  boots  for  horseback  riding, 
etc.  This  the  physician  should  advise,  but  he 
can  actively  prevent  certain  injuries  by  the 
use  of  adhesive  strapping,  felt  and  sponge 
padding.  Ankles  can  be  strapped  with  ad- 
hesive plaster  in  such  a way  that  sprains 
can  be  practically  eliminated.  This  we  have 
done  at  Northwestern.  A few  years  ago  the 
ankle  was  the  most  vulnerable  joint  among 
the  Wildcats.  Now  each  player  is  strapped 
with  his  ankles  in  eversion  before  each  game 
and  scrimmage,  and  sprains  are  virtually 
unknown.  Eleven  miles  of  tape  were  used 
one  football  season. 

Other  joints,  too,  can  be  protected  some- 
what, the  shoulder,  wrist,  elbow  and  even 
the  knee.  In  college  the  trainers  do  the 
strapping,  elsewhere  the  physician  could  do 
it.  Certainly  if  an  ankle  or  joint  is  weak, 
the  proper  strapping  and  other  protection 
should  be  used.  This  could  be  a place  for  the 
family  doctor  to  be  useful. 

Next  in  the  treatment  of  athletes,  as  of 
course  with  other  patients,  their  confidence 
in  the  doctor  should  be  established.  The 
coach,  trainer  and  manager  as  well  as  the 
doctor  should  encourage  the  athlete  to  take 


care  of  himself  by  reporting  injuries,  dis- 
abilities, indispositions,  immediately  to  the 
physician.  Often  time  will  be  saved  by  pre- 
venting serious  damage  or  disability.  The 
athlete  must  be  taught  that  he  is  of  little 
value  to  the  team  when  injured,  tired  or  dis- 
abled and  that  a fresh,  strong,  able  bodied 
substitute  is  better  than  a tired,  limping, 
slowing  down  regular. 

As  a corollary  of  this  confidence  in  the 
doctor  the  athlete  should  have  early  treat- 
ment. As  soon  as  he  is  injured,  he  should 
report  it  to  the  coach  and  trainer  and  they, 
in  turn,  should  get  the  athlete  to  the  physi- 
cian quickly.  At  our  school  this  cooperation 
is  splendid.  Most  injuries  respond  better  to 
early  treatment  and  not  only  give  a better 
result,  but  a quicker  one.  This  fact  is  borne 
out  in  the  treatment  of  fractures  in  general. 
If  the  treatment  can  be  instituted  soon  after 
the  injury,  before  swelling  and  fixation  occur, 
i.  e.  in  the  first  half  hour  or  hour,  not  only 
can  the  reduction  be  made  more  readily,  but 
it  can  be  more  perfectly  accomplished.  So 
with  athletic  injuries. 

Avoid  meddlesome  treatment.  This  should 
be  impressed  on  the  athlete,  coaches,  and 
trainers,  as  well  as  on  the  bystanders,  re- 
tainers, camp  followers  and  the  public  in 
general.  Especially  is  this  true  in  disloca- 
tions and  in  fractures.  Many  a time  an  ath- 
lete has  sustained  a dislocated  shoulder  or 
semi-lunar  cartilage  of  the  knee,  and  some 
enthusiastic  onlooker  perceiving  the  part  to 
be  “out  of  place”  proceeds  to  “put  it  back  in 
place.”  He  will  grab  the  offending  member 
and  with  more  vigor  than  skill  yank  some- 
thing back.  His  lack  of  technique  is  only 
exceeded  by  his  scarcity  of  brains  and  the 
result  is  that  an  amenable  injury  is  converted 
into  a severe  or  maybe  permanent  damage. 
A simple  shoulder  dislocation  maltreated  and 
manhandled  may  become  a permanent  bra- 
chial paralysis,  while  a simple  displaced 
meniscus  of  the  knee  may  be  torn  severely 
together  with  the  ligaments.  So  avoid 
treatment  yourself  and  keep  others  from  in- 
stituting it  until  a proper  diagnosis  has  been 
made. 

Now  when  you  do  institute  treatment, 
make  it  fool-proof.  We  usually  explain  the 
damage  and  treatment  indicated  in  a given 
case  and  get  the  athlete  to  agree  to  proper 
treatment.  Then  be  thorough.  If  it  is  a 
question  of  a splint  or  cast,  use  a cast.  Our 
rule  has  been  “for  children,  athletes  and 
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idiots,  use  a cast.”  If  you  do  not  and  the 
athlete  feels  well,  or  is  bothered  by  a remov- 
able splint,  he’ll  remove  it.  A cast  is  harder 
to  get  off,  and  affords  greater  protection. 

Then,  too,  not  only  breaks,  but  many 
sprains,  strains  and  injuries  do  better  with 
complete  rest,  which  can  be  secured  best  with 
a cast.  The  so-called  pitcher’s  glass  arm,  the 
painful  shoulder,  negative  to  x-ray,  can  be 
restored  to  usefulness  often  by  an  abduction 
spica  cast  to  the  shoulder.  It  is  my  opinion 
without  exact  proof,  that  many  torn  supra- 
spinatus  tendons  could,  and  have  been  cured 
by  this  method.  I have  had  baseball  pitch- 
ers and  football  foreward  passers  cured  in 
this  way. 

Then,  too,  tennis  elbows  frequently  re- 
spond to  rest  in  a cast  although  some  require 
operative  procedure.  Sprained  or  strained 
cervical  areas  may  need  casts  as  do  many 
knees.  The  cast  is  a very  useful  article. 

All  fractures,  require  proper  fracture 
treatment:  Careful  first  aid,  splinting  and 
transportation  to  an  x-ray  for  diagnosis, 
good  reduction,  which  usually  includes  an 
anaesthetic,  and  fixation  in  a cast.  As  a 
rule  a second  x-ray  for  observation  of  reduc- 
tion, and  painstaking  after  care  with  early 
mobilization,  physiotherapy,  and  active  and 
passive  motion  for  quick  return  of  function 
—and  back  to  the  battlefield.  Of  course, 
you  can’t  hurry  a fracture,  but  you  needn’t 
delay  its  healing. 

Treatment  of  infection:  Prophylactic 

cleansing  of  all  wounds  with  soap  and  water, 
application  of  sterile  dressings  with  proper 
antiseptics  as  sulfanilamide  or  sulfathiazole 
ointment  or  powder,  Zephiran  or  boric  solu- 
tion. By  careful  prevention  and  treatment 
of  infection  we  have  reduced  them  to  prac- 
tically nil.  Where  there  used  to  be  30-40  in- 
fections a year,  some  of  them  severe,  we 
have  two  or  three. 

Treatment  of  recurrent  dislocations  of 
the  shoulder.  A first  dislocation  should  be 
carefully  bandaged  for  three  weeks  at  least, 
after  reduction.  This  will  often  prevent  re- 
currence. After  several  recurrences  don’t 
fool  around  with  exercises,  strapping,  etc. 
Occasionally  chaining  the  arm  to  the  belt 
prevents  abduction  and  recurrence,  but  op- 
eration by  a specialist  is  indicated — the  modi- 
fied Nicola  operation  and  in  severe  cases  my 
combination  operation.  This  operation  done 


in  the  early  summer  will  allow  participation 
in  football  in  the  fall. 

Semi-lunar  cartilages,  when  causing 
trouble  in  the  knee,  if  recurring  more  than 
once,  require  removal.  If  a patient  or  ath- 
lete comes  in  early  with  a first  injury  I 
sometimes  use  a c^st  for  six  weeks.  If  the 
locking  or  injury  recurs  once,  I advise  opera- 
tion with  usually  removal  of  the  offending 
meniscus,  9 to  1 the  internal  in  our  series. 
Last  winter  I had  several  knees  locked  in 
semi-flexion  by  the  internal  cartilage  dis- 
placement from  ski  injuries.  The  athletes, 
among  them  two  girls  and  one  small  boy, 
came  to  me  from  out  of  town  with  their 
knees  locked  in  this  deformity.  These  I re- 
duced under  nitrous  oxide  anaesthesia  and 
put  in  casts  from  the  groin  to  the  ankle  with 
the  knee  straight.  Should  they  have  a re- 
currence an  operation  is  indicated. 

SUMMARY 

1.  Athletic  injuries  are  important  and 
increasing  in  number  due  to  the  more  gen- 
eral indulgence  in  sports. 

2.  The  family  physician  is  called  upon  to 
treat  many  of  them  and  should  be  prepared. 

3.  The  treatment  does  not  differ  essen- 
tially from  that  of  injuries  in  general,  but 
the  necessity  for  early  return  to  function  is 
obvious.  This  also  is  true  of  war  injuries. 

4.  Prophylactic  treatment  is  important. 
Adhesive  strapping  is  useful. 

5.  The  necessity  in  gaining  the  athlete’s 
confidence,  early  treatment,  avoiding  med- 
dlesome or  unskilled  labor,  and  of  making 
the  treatment  foolproof  are  noteworthy. 

6.  Certain  conditions  require  special  treat- 
ment— infections,  recurrent  shoulder  disloca- 
tions, internal  derrangement  of  the  knee. 

* * * 

War  Production  Board  Order  Affects 
Vitamin  Capsules 

To  conserve  vitamin  A supplies  during  wartime, 
W.  P.  B.  order  L-40  limits  the  content  of  capsules 
to  5,000  vitamin  A units. 

In  compliance  with  this  order,  capsules  of  Mead’s 
Oleum  Percomorphum  50%  with  Viosterol  now  con- 
tain 83  mg.  of  oil,  equivalent  to  5,000  vitamin  A 
units  and  700  vitamin  D units  per  capsule. 

The  new  size  capsule  is  now  supplied  in  boxes 
containing  48  and  192  capsules — about  twice  the 
number  of  capsules  without  increase  in  price. 
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So-called  “Virus  Pneumonia” 
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In  1935,  Bowen(1),  of  Hawaii,  reported  a 
series  of  cases  of  atypical  pneumonia  which 
he  definitely  proved  were  not  due  to  pneu- 
mococcus, but  speculated  upon  a possible 
cause.  Gallagher(2)  in  the  same  year  re- 
ported a similar  epidemic  at  a boys’  school 
in  Connecticut,  and  Allen(3)  in  the  next  year 
described  a similar  epidemic  of  pneumonitis 
at  Fort  Sam  Houston,  Texas.  Reimann  and 
Stokes (4)  in  1939  described  an  epidemic  of 
pneumonitis  that  began  as  a mild  disease, 
and  as  the  epidemic  progressed,  many  of  the 
cases  assumed  a more  serious  nature.  They 
also  definitely  proved  that  it  was  not  due  to 
the  pneumococcus.  Since  that  time  similar 
epidemics  have  been  reported  in  the  litera- 
ture under  various  titles  such  as  virus  pneu- 
monia, acute  pneumonitis,  acute  bronchioli- 
tis, and  “Q”  fever,  indicating  either  that 
there  is  a definite  increase  of  the  disease  or 
an  increasing  recognition  of  it. 

During  the  past  six  months,  cases  having 
clinical  features  of  all  the  various  types  that 
have  been  reported  have  been  seen  in  Oma- 
ha, and  numerous  reports  are  now  coming 
from  the  army  camps  scattered  throughout 
the  United  States.  Most  of  the  authorities 
who  have  made  special  studies  feel  the  term 
“virus  pneumonia”  is  not  an  accurate  name 
for  the  disease,  for  up  to  the  present  time 
a definite  virus  has  not  been  demonstrated. 
This  term,  then,  is  inaccurate,  and  the  dis- 
ease should  be  designated  as  atypical  pneu- 
monia of  unknown  origin.  This  was  the  con- 
sensus of  opinion  of  all  of  the  essayists  at  a 
recent  meeting  of  the  American  Radiological 
Society  in  Chicago  (Nov.  30  to  Dec.  4). 

INCIDENCE 

Reports  were  given  from  several  of  the 
larger  army  camps  throughout  the  United 
States,  and  the  statement  was  made  it  is 
being  found  four  times  as  often  as  is  true 
pneumonia;  that  it  is  definitely  increasing 
in  frequency,  and  as  the  epidemics  in  the 
various  camps  progress,  more  severe  cases 
are  being  reported. 

AGE 

The  disease  affects  young  adults  most  fre- 
quently, but  numerous  reports  show  it  is  also 
found  in  infants,  and  even  in  the  aged.  It 
is  found  in  all  seasons  of  the  year,  even  dur- 


ing those  periods  when  influenza  and  pneu- 
monia are  not  prevalent.  Numerous  reports 
show  that  it  is  contagious;  that  it  can  be 
transmitted  from  one  individual  to  another 
by  close  contact.  The  incubation  period  is 
estimated  as  one  to  two  weeks. 

PATHOLOGY 

Longcope(5)  quotes  Stuart,  Harris,  and 
others  that  although  influenza  virus  may 
cause  pneumonia,  there  is  no  evidence  to 
show  that  these  cases  of  pneumonitis  are  due 
to  this  virus.  He  inoculated  ferrets  with  the 
solidified  lung  from  one  of  their  patients, 
with  negative  results;  and  Weir  and  Hors- 
fall(6),  using  ferrets,  mice,  guinea  pigs, 
rabbits,  mongooses,  opossums,  skunks,  and 
woodchucks,  obtained  negative  results  by  the 
intranasal  inoculation  of  patients  suffering 
from  this  atypical  pneumonia.  Later  they 
used  mongooses  and  were  able  to  produce 
pneumonia  which  they  concluded  was  caused 
by  a filterable  virus  obtained  from  four  pa- 
tients with  pneumonitis.  These  experiments 
were  conducted  in  Jamaica,  and  it  has  been 
impossible  to  repeat  them  in  this  country. 
Stokes,  Kenney  and  Shaw(7)  reported  isola- 
tion of  a filterable  virus  from  two  cases  that 
Riemann(4>  had  reported ; but  before  its  na- 
ture was  determined,  the  virus  was  lost. 

In  its  action,  the  virus  resembles  that 
found  in  Psittacosis,  alhough  the  virus  of 
Psittacosis  has  not  been  isolated  from  the 
sputum  of  such  patients.  A similar  virus 
was  recovered  by  Eton,  Beck  and  Pearson(8> 
from  four  of  six  cases  of  atypical  bronchial 
pneumonia  that  were  seen  in  California. 
The  virus  was  obtained  from  the  lungs  of 
two  fatal  cases  and  the  sputum  of  two  others. 
It  was  said  to  be  related  antigenically  to  the 
virus  of  Psittacosis.  Hornibrook(9)  reported 
an  epidemic  of  fifteen  cases  of  pneumonitis 
occurring  in  one  building  of  the  National  In- 
stitute of  Health  in  Washington,  D.  C.,  in 
1940,  and  isolated  from  three  of  the  four 
cases  an  agent  later  identified  as  the  Rick- 
ettsia of  “Q”  fever;  but  inasmuch  as  this 
epidemic  occurred  among  persons  working  in 
a laboratory  building  on  experimental  in- 
vestigation upon  “Q”  fever,  it  was  thought 
that  the  disease  had  been  contracted  as  a 
laboratory  infection.  However,  the  mem- 
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bers  of  the  particular  laboratory  in  which 
this  work  was  being'  done  were  spared,  and 
the  cases  found  were  widely  distributed 
through  the  building. 

Cytoplasm  inclusion  bodies  have  been 
found  in  the  alveolar  epithelium  of  the  lungs 
of  infants  with  the  disease  as  originally  de- 
scribed by  Goodpasture* (10) ; but  in  Long- 
cope’s^)  study  of  forty  cases,  three  of  which 
died,  these  inclusion  bodies  were  not  present. 

Col.  McCarthy(11>  reported  that  he  has 
been  unable  to  find  any  of  the  ordinary  flora 
as  the  cause  of  the  disease,  and  stated  that 
the  Streptococcus  hemolyticus  and  Sterpto- 
coccus  viridans  were  found  in  the  sputum  of 
the  more  severe  cases  as  secondary  invaders, 
and  emphasized  the  giving  of  a more  guarded 
prognosis  in  patients  with  these  findings. 
The  cases  so  far  have  had  fewer  bacterial 
complications  than  might  be  expected,  and  it 
is  felt  by  most  authorities  they  have  an  in- 
creased resistance  to  bacterial  invaders;  but 
that  this  increased  resistance  will  probably 
not  remain  true  as  the  epidemic  progresses. 
Col.  McCarthy  speculates  upon  the  possibility 
of  the  disease  being  due  to  a Rickettsial  type 
of  body  similar  to  “Q”  fever,  or  on  the  pos- 
sibility that  it  may  be  due  to  a combination 
of  two  or  three  viruses.  Saphir(12>  empha- 
sized the  resemblance  to  “Q”  fever  and  also 
to  the  pneumonia  of  measles.  In  describing 
the  pathology,  he  called  attention  to  the  fact 
that  this  is  a bronchopneumonia  with  marked 
involvement  of  the  interstitial  tissue,  and 
spoke  of  it  as  an  interstitial  pneumonia. 
Longcope(5>  described  the  pathology  as  a 
thickening  of  the  interalveolar  spaces,  with 
the  alveoli  filled  with  loose  exudate  consist- 
ing of  the  mononuclear  cells,  red  blood  cells, 
and  coagulated  serum.  Saphir  also  men- 
tioned this  coagulated  serum  covering  the 
alveolar  epithelium,  preventing  the  oxidation 
of  blood  and  accounting  for  symptoms  of 
cyanosis  in  the  more  severe  cases.  All  of  the 
pathologists  present  at  the  Chicago  meeting 
emphasized  the  fact  it  is  definitely  different 
from  the  pathological  picture  of  true  pneu- 
monia ; that  it  is  in  its  early  stages  an  inter- 
stitial pneumonia. 

SYMPTOMS 

Clinically,  the  cases  are  characterized  by 
an  insidious  onset,  with  marked  prostration, 
dyspnea,  and  cyanosis  which  were  often  seen 
at  the  onset  of  influenza  pneumonia  in  1918. 
Many  give  a history  of  having  been  ill  from 


four  to  five  days  before  being  seen  by  a 
physician  or  before  going  to  the  hospital; 
and  when  first  seen  after  these  five  days, 
they  appear  more  severely  ill  than  their 
temperature  and  pulse  would  seem  to  war- 
rant. One  of  the  earliest  symptoms  may  be 
mild  headache  with  malaise,  dizziness,  and 
slight  drowsiness.  They  may  complain  of  a 
slight  sore  throat,  and  on  examination  show 
some  hyperemia  of  the  posterior  pharynx. 
Probably  the  most  characteristic  symptom, 
however,  is  the  rasping,  nonproductive  cough 
that  appears  early  and  is  not  associated  with 
any  physical  findings  in  the  lung;  but  is  ac- 
companied by  a soreness  in  the  upper  chest 
that  suggests  a mild  tracheitis.  Later,  as 
the  case  progresses,  there  may  be  evidence 
of  bronchiolitis  scattered  through  both  lungs, 
or  localized  in  one  side.  Others  may  evidence 
moisture  in  the  lower  lung,  with  areas  of  im- 
paired resonance,  evanescent  in  character. 

In  spite  of  slight  constitutional  symptoms, 
the  temperature  may  reach  105°  with  a pulse 
that  is  comparatively  slow,  and  respiration 
not  particularly  rapid.  There  are  no  erup- 
tions, and  very  rarely  is  herpes  labialis 
found.  The  early  cough  is  not  accompanied 
by  sputum,  but  as  the  disease  progresses,  a 
mucoid,  tenacious  sputum  appears,  not  blood- 
tinged  except  in  the  more  severe  cases  asso- 
ciated with  their  secondary  pulmonary  path- 
ology. Cyanosis  is  not  a characteristic  symp- 
tom, and  is  seen  only  in  the  later  stages,  dif- 
fering from  the  cases  of  influenza  pneumonia 
seen  in  1918,  which  were  frequently  cyanotic 
when  the  physician  was  first  called.  The 
heart  rate  is  comparatively  slow — 100  to 
110,  and  the  respiration  not  marked.  The 
abdomen  may  be  slightly  tender ; spleen  rare- 
ly palpable.  On  examination,  the  blood  may 
show  a leukopenia,  but  in  the  majority  of 
cases  the  count  will  be  normal  or  only  slight- 
ly elevated,  with  the  normal  pattern. 

Longcope(5>  in  his  report  of  forty  cases 
says  that  clinically  they  fall  into  three 
groups.  First  is  the  mild.  Sixteen  of  his 
cases  were  in  this  group.  All  of  the  symp- 
toms are  moderate  in  severity  and  the  chest 
on  physical  examination  negative,  although 
the  x-ray  frequently  shows  a mottled  shadow 
that  may  be  fairly  large,  giving  the  appear- 
ance of  having  been  “wiped  on.”  Convales- 
cence in  these  cases  after  the  tenth  day  is 
very  rapid,  and  complications  are  few.  Many 
of  them  however,  have  a drop  in  tempera- 
ture about  the  fifth  day,  with  a feeling  of 
well-being,  to  be  followed  by  a temperature 
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rise  and  a return  of  symptoms.  Repeated 
examinations  of  the  chests  of  these  patients 
show  the  x-ray  shadow  to  appear  to  be 
“wiped  off”  gradually,  as  it  was  “wiped  on” 
during  the  early  days  of  the  disease. 

The  second  type  described  by  Longcope(5) 
is  moderately  severe,  and  fourteen  of  his 
group  fell  into  this  classification.  The  symp- 
toms are  more  severe  and  the  physical  find- 
ings show  the  involvement  spreading  from 
one  lung  to  the  other,  and  extending  out  in 
both  definitely  from  the  hilus.  At  times 
areas  of  consolidation  are  demonstrable,  and 
the  x-ray  shadow  is  typical.  In  these  cases, 
the  symptoms  and  temperature  may  persist 
for  fifteen  days.  The  spleen  may  become 
palpable,  and  the  cases  resemble  those  of 
typhoid  fever,  or  a miliary  tuberculosis. 
This  latter  diagnosis  has  been  made  fre- 
quently, and  several  such  cases  were  report- 
ed at  the  Chicago  meeting  of  the  American 
Radiological  Society.  Ten  of  the  forty  cases 
reported  by  Longcope(5)  fell  into  a third 
group,  with  three  deaths.  These  cases  are 
characterized  by  marked  prostration,  severe, 
exhausting,  racking  cough,  with  dyspnea  and 
asthmatic-like  breathing,  and  evidence  of 
spreading  lesions  of  the  lung.  The  symp- 
toms in  these  cases  lasted  from  two  weeks 
to  twenty-five  days.  Sputum  and  blood  ex- 
aminations showed  no  definite  pathological 
findings,  although  the  Staphylococcus  aureus 
and  the  Pneumococcus  were  found  late  as 
secondary  invaders.  This  group  showed  sim- 
ilar complications  due  to  these  secondary 
invaders.  Among  the  complications  were 
pleurisy,  thrombosis  of  the  lower  extremities, 
and  migratory  arthritis. 

DIAGNOSIS 

The  prolonged  incubation  period,  the  atypi- 
cal clinical  symptoms,  the  negative  bacterio- 
logical findings,  the  absence  of  physical  find- 
ings, in  the  early  stages  and  the  evanescent 
character  of  these  physical  findings  when 
present,  plus  typical  x-ray  findings,  stamp 
this  condition  as  a definite  clinical  entity. 
The  x-ray  examination  is  essential  for  diag- 
nosis, since  many  of  these  cases  show  mot- 
tled areas  scattered  through  the  lung,  and 
physical  examination  of  the  chest  is  nega- 
tive; and  vice  versa,  the  physician  is  fre- 
quently embarrassed  by  not  obtaining  con- 
fimatory  evidence  of  what  appear  to  be  def- 
inite physical  findings.  The  x-ray  examina- 
tion shows  that  the  infection  seemingly 
spreads  from  the  hilus  toward  the  periphery ; 
that  it  has  the  typical  “wiped  out”  appear- 


ance mentioned  above,  and  in  other  cases 
gives  a mottled  appearance  similar  to  that 
found  in  miliary  tuberculosis;  that  it  in- 
volves a fair  proportion  of  one  lobe,  usually 
the  lower.  If  repeated  x-ray  examinations 
are  made,  one  may  be  able  to  watch  the 
progress  of  the  disease  as  it  extends  from 
the  hilus.  When  the  shadow  is  found  at  the 
apex,  it  gives  the  appearance  of  tuberculosis. 
One  should  be  very  careful  in  making  this 
diagnosis  in  the  presence  of  an  epidemic,  and 
should  do  so  only  after  repeated  x-ray  ex- 
aminations. There  have  been  frequent  re- 
ports of  this  diagnosis  having  been  made 
from  the  x-ray  appearance,  and  the  physician 
was  chagrined  to  find,  when  another  ray 
was  taken  several  days  later,  a complete 
change  and  evidence  of  almost  complete  re- 
covery. 

DIFFERENTIAL  DIAGNOSIS 

Influenza.  The  similarity  to  cases  seen  in 
the  influenza  epidemic  of  1918  leads  one  to 
consider  this  first  in  the  differential  diagno- 
sis. Many  of  the  symptoms  are  the  same. 
The  dry  cough,  however,  is  more  typical  of 
this  disease.  Evidence  of  pneumonia  and 
lung  involvement,  with  cyanosis,  which  was 
seen  early  in  the  case  of  influenza,  is  seen 
only  late  in  this  disease  and  then  only  in 
those  cases  accompanied  by  complications. 

Bronchitis.  If  the  bronchitis  is  not  due  to 
an  allergy  or  not  preceded  by  a cold  or  in- 
fluenza, the  diagnosis  may  be  difficult.  How- 
ever, most  cases  of  bronchitis  have  a char- 
acteristic picture  and  are  not  accompanied 
by  a marked  temperature  rise  in  this  disease, 
and  the  symptoms  of  prostration  are  not  so 
marked.  X-ray  will  help  greatly  in  differen- 
tial diagnosis. 

Psittacosis.  This  can  only  be  diagnosed 
by  isolation  of  infectious  agents,  or  by  dem- 
onstrating that  specific  anti-bodies  have  de- 
veloped on  recovery  from  the  disease. 

“Q”  Fever.  “Q”  fever  may  only  be  diag- 
nosed by  isolating  the  Rickettsial  bodies,  or 
by  immunological  studies. 

Pneumonia.  True  pneumonia  will  be  ac- 
companied by  a typical  chain  of  symptoms — 
a marked  increase  in  the  white  blood  count, 
typical  sputum,  blood  culture  findings,  high 
pulse,  temperature,  and  respiration  rates, 
and  typical  x-ray  and  physical  findings. 
Pneumonia  will  respond  to  treatment  with 
the  sulfa  drugs.  Atypical  pneumonia  of  un- 
known etiology  will  not. 
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Tuberculosis.  The  clinical  symptoms  may 
suggest  tuberculosis  and  the  x-ray  findings 
may,  as  mentioned  above,  lead  one  to  this 
diagnosis.  However,  the  course  of  the  dis- 
ease and  sputum  findings,  plus  proper  inter- 
pretation of  the  x-ray  picture,  should  lead 
one  to  a correct  diagnosis. 

PROGNOSIS 

The  death  rate  in  this  disease  is  not  high. 
Fifty  per  cent  of  the  cases  present  only 
symptoms  of  mild  infection ; 25  per  cent  have 
more  severe  symptoms,  and  another  25  per 
cent  present  symptoms  of  alarming  severity, 
with  some  deaths.  There  is  every  indication 
that  the  disease,  whether  mild  or  severe,  is 
due  to  some  virus-like  agent,  and  patients 
with  the  most  severe  forms  may  have  ac- 
quired the  disease  from  mild  cases,  and  vice 
versa.  Failure  to  recognize  the  disease  early 
may  result  in  faulty  isolation  technique  and 
cross  infections;  therefore  as  time  goes  on, 
the  epidemic  may  acquire  great  severity. 
Complications  are  few  except  in  the  most 
severe  type,  and  these  are  in  all  probability 
due  to  secondary  invaders. 

TREATMENT 

An  early  diagnosis  immediately  calls  for 
prompt  isolation  of  the  patient,  for  the  ex- 
treme contagiousness  of  the  disease  is  well 
agree  that  the  sulfonamides  have  no  effect, 
known.  There  is  no  specific  treatment.  All 
and,  in  the  average  case,  are  useless.  Those 
who  report  results  from  the  sulfonamides 
have  either  made  a mistake  in  diagnosis,  or 
have  had  cases  with  complications  due  to  the 
secondary  invaders.  Transfusion  of  blood 
from  an  individual  who  has  had  the  disease 
has  been  suggested,  but  this  has  not  been 
tried  upon  a sufficient  number  of  cases  to 
come  to  any  conclusion  about  its  efficacy. 
Uhlman(13>  has  used  x-ray  on  fifty  cases, 
treating  them  with  7.5  roentgen  units  for 
two  days.  He  reported  good  symptomatic 
results,  but  admits  that  the  treatment  did 
not  change  the  x-ray  appearance  of  the  lung. 

The  patient  should  be  relieved  of  his  symp- 


toms with  salicylates.  His  cough  should  be 
controlled  with  steam  inhalations,  and  codein, 
if  necessary.  He  should  be  given  a high 
carbohydrate,  high  calory  diet.  Fluids  and 
fruit  juices  should  be  forced.  Every  attempt 
should  be  made  to  carry  him  through  the  ill- 
ness until  he  develops  sufficient  antibodies 
to  combat  the  disease. 

CONCLUSIONS 

In  this  country  at  the  present  time  there 
is  an  epidemic  of  pneumonitis  of  unknown 
etiology,  with  a typical  chain  of  symptoms 
and  definite  findings.  It  is  thought  to  be 
due  to  a virus,  for  it  has  all  the  characteris- 
tics of  a virus  disease ; but  up  to  the  present 
time,  the  virus  has  not  been  isolated.  The 
disease  ordinarily  runs  a benign  course,  but 
there  are  a few  severe  cases,  and  deaths  in 
a small  group.  Cross  infection  is  an  impor- 
tant factor,  and  some  severe  complications 
may  occur,  as  the  disease  may  take  on  viru- 
lence, and  may  be  further  complicated  by 
secondary  invaders.  The  treatment  is  symp- 
tomatic, and  sulfa  drugs  are  of  no  avail. 
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* * * 


Medicines  have  their  fad  waves.  Right  now,  vita- 
min is  the  magic  word,  and  people  are  advised  to 
take  various  letter  combinations  of  vitamins  with- 
out prescription  from  anyone  who  knows  what  the 
individual  needs  and  where  to  find  it.  A few  years 
ago  “excessive  acidity”  cures  were  all  the  rage. 


Everybody  had  too  much  stomach  acid  which  ac- 
counted for  a host  of  ills.  Many  years  ago,  pain- 
killers were  in  every  medicine  cabinet.  Then  they 
shifted  to  quantities  of  aspirin  to  “relieve”  distress, 
the  old  word  “pain-killers”  having  gone  out  of  use. 
— From  the  Beatrice  Sun. 


The  Diagnosis  of  Virus  Pneumonitis  in  Infancy" 

JOHN  L.  GEDGOUD,  M.  D. 

Omaha,  Nebraska 


Since  1935  numerous  reports  in  the  litera- 
ture have  been  appearing  describing  out- 
breaks of  atypical  pneumonia  in  adults, 
which  resembled  each  other  enough  to  sug- 
gest the  ambiguous  term  “typical  atypical 
pneumonia.”  In  1938  Reimann(1>  suggested 
the  term  virus  pneumonitis,  since  pharyngeal 
washings  from  two  of  his  patients  produced 
pneumonia  and  ecephalitis  in  mice  two  weeks 
after  inoculation.  It  remained  for  Adams(2) 
in  1941  to  report  on  an  epidemic  occurring 
in  32  infants  in  a newborn  nursery  during 
the  first  three  months  of  1937,  and  in 
1942(3)  to  describe  another  outbreak  in  the 
newborn  during  the  winter  of  1940-41. 

The  occurrence  of  this  disease  in  this  age 
group  afforded  a splendid  opportunity  to 
study  the  variations  in  the  clinical  picture 
and  demonstrated  the  difficulty  of  diagnosis 
in  the  milder  cases.  Of  74  cases  in  his  series 
the  following  pictures  were  observed: 

A.  Cough. 

1 infant  had  only  a cough  without  fever. 

10  infants  had  a cough  with  fever  not 

above  102.5°. 

B.  Cough  and  dyspnea. 

2 infants  had  no  fever. 

13  infants  had  a moderate  fever  (99.8  to 
102.5°). 

12  infants  had  a high  fever  (102.6  to 
105°). 

C.  Cough,  dyspnea  and  cyanosis. 

30  infants  had  a fever  of  99.8  to  102.5°  and 
of  these  6 died. 

16  infants  had  a fever  of  102.5  to  105°  and 
of  these  9 died. 

Thus  we  have  a clinical  variation  from 
cough  without  fever,  to  cough,  dyspnea, 
cyanosis  and  high  fever.  The  mortality  oc- 
curred chiefly  in  the  premature  group,  10  of 
12  cases  succumbing,  as  compared  with  5 
deaths  in  62  full  term  infants.  In  the  1937 
epidemic  these  deaths  occurred  chiefly  dur- 
ing the  first  week  of  disease.  In  the  1940-42 
epidemic,  2 died  during  the  first  week  and  4 
from  nineteen  to  forty  days  after  onset. 
This  is  in  marked  contrast  to  the  low  mor- 
tality observed  in  clinically  recognized  adult 

♦From  the  Department  of  Pediatrics,  College  of  Medicine. 
University  of  Nebraska  and  the  Bureau  of  Maternal  and  Child 
Health,  Nebraska  State  Department  of  Health. 


cases,  only  2 necropsy  reports  being  avail- 
able at  the  time  of  Reimann’s  last  report  in 
October  1942(4). 

In  addition  to  the  clinical  signs  of  cough, 
dyspnea,  fever  and  cyanosis,  little  was  de- 
tectable on  chest  examination.  Only  a few 
fine  rales  were  usually  present,  although  in 
more  extensive  involvement  areas  of  consoli- 
dation could  be  determined.  The  roentgeno- 
gram may  reveal  only  an  indefinite  accen- 
tuation of  lung  markings,  or  may  also  show 
definite  areas  of  consolidation. 

Another  characteristic  of  this  syndrome  is 
its  refractory  response  to  sulfonamide  ther- 
apy. Treatment  has  been  entirely  sympto- 
matic. Adams(3)  suggests  that  human  se- 
rum might  be  of  value  in  prophylaxis. 

At  necropsy,  the  lungs  of  these  infants  re- 
vealed findings  common  to  all  these  cases, 
namely  (1)  plugging  of  the  peripheral  bron- 
chioles due  to  proliferation  and  sloughing  of 
epithelium,  (2)  a marked  peribronchiolitis, 
chiefly  infiltrated  with  mononuclear  cells, 
and  (3)  the  presence  of  cvtoplasmic  inclu- 
sion bodies  in  the  epithelial  cells  of  the 
bronchioles.  This  pathologic  picture  is  not 
necessarily  characteristic  of  this  disease  en- 
tity but  is  seen  also  in  other  virus  infections 
affecting  lung  tissue,  such  as  the  pneumonias 
secondary  to  measles,  psittacocis,  chicken 
pox,  lymphocytic  choriomeningitis,  and  in- 
fluenza. It  is  also  seen  in  the  pneumonias 
secondary  to  whooping  cough. 

In  addition  to  finding  these  cytoplasmic 
inclusion  bodies  in  bronchial  epithelium 
Adams (3)  demonstrated  their  presence  in 
pharyngeal  cells  obtained  by  ordinary  smears, 
in  28  cases  of  infants  ill  with  the  disease. 
However,  10  to  13%  of  adults  and  infants 
without  the  disease  were  also  positive. 

With  the  foregoing  discussion  as  a back- 
ground, two  cases  admitted  to  the  University 
Hospital  are  presented  which  illustrate  the 
errors  one  may  commit  before  making  this 
diagnosis. 

M.  H.,  a two  year  old  colored  female,  resident  in 
Omaha,  appeared  at  the  dispensary  on  June  29,  1942, 
with  complaints  of  a cough  and  hoarseness  of  three 
days’  duration,  preceeded  by  a “slight  cold”  of  two 
or  three  days’  duration.  Physical  examination  re- 
vealed a reddened  pharynx  and  tonsils,  and  some 
fine  rales  scattered  through  both  lungs.  The  tem- 
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perature  rectally  was  100.4°  and  the  white  blood 
count  9,000.  No  respiratory  difficulty  was  apparent. 
Elixir  terpin  hydrate  and  codein  was  prescribed  for 
the  cough. 

That  evening  the  patient  developed  dyspnea  and 
rapid  respirations  that  kept  her  awake  through  the 
night.  On  admission  at  8:30  a.  m.,  the  respiratory 
embarrassment  looked  to  be  typically  asthmatic. 
This  diagnosis  was  further  suggested  by  a family 
history  of  hay  fever  in  the  father  and  asthma  in  a 


maternal  aunt.  The  chest  was  very  resonant,  the 
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Fig.  1 Inclusion  bodies  in  cytoplasm  of  epithelial  cell.  Case 
1.  (M.  H.). 

Fig.  2.  Pathology  in  Case  2 (J.  N.).  Peribronchiolar  inflam- 
mation and  occlusion  of  bronchioles  by  exudate  and  sloughing 
epithelium. 

Fig.  3.  Inclusion  body  surrounded  by  halo.  Bronchiolar  epi- 
thelium. Case  2.  (J.  N.). 

breath  sounds  were  distant,  low  pitched,  and  fine 
inconstant  rales  could  be  heard  throughout  the  lungs. 
The  rectal  temperature  was  100.4°,  the  pulse  164, 
and  the  respiratory  rate  32.  The  patient  was  very 
cooperative  and  not  toxic. 

The  ordeal  suffered  by  the  patient  on  that  day 
because  of  the  procedures  attempted  to  relieve  the 
exhausting  respiratory  efforts  may  be  summarized 
thus: 

10:30  a.  m.  Respirations  80.  3 minims  Adrenalin 
1:1000.  No  effect. 

11:30  a.  m.  Respirations  72.  5 minims  Adrenalin 
1:1000.  No  effect. 

1:30  p.  m.  Ephedrine  Sulphate  % gr.  Amytal 
% gr.  No  effect  noted. 

3:10  p.  m.  Patient  fluoroscoped.  Marked  emphy- 
sema noted  and  question  of  foreign  body  in  larynx 
suggested.  No  consolidation. 

5:00  p.  m.  Temperature  102.2.  Pulse  168.  Res- 
piration 74.  Lips  and  fingernails  cyanotic. 

8:20  p.  m.  Bronchoscopy  showed  no  foreign  body, 
no  inflammation  of  larynx  or  trachea,  but  did  show 
the  picture  of  acute  asthmatic  collapse.  Trache- 
otomy done. 

9:15  p.  m.  10  cc.  Aminophyllin  (3%  gr.)  intra- 
venously without  effect.  Respiration  80.  No  change 
in  labored  respirations. 

10:30  p.  m.  25  cc.  of  50%  glucose  intravenously 
without  effect.  Pulse  too  rapid  to  count.  Placed  in 
oxygen  tent. 

11:10  p.  m.  % cc.  Adrenalin  1:1000.  oN  effect. 

12:20  a.  m.  7-1-41.  V2J  cc.  Adrenalin  1:1000.  No 
effect.  Temperature  104.2°. 

By  this  time  it  was  realized  that  the  obstruction 
was  peripheral  and  definitely  not  asthmatic  in  na- 
ture. The  tentative  diagnosis  of  “capillary  bronchi- 
olitis” or  virus  pneumonitis  was  made.  Throughout 
the  next  two  days  the  temperature  varied  between 
100.4  and  103.4°,  the  pulse  between  140  and  180,  the 
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respirations  40  to  78,  as  difficult  as  on  admission. 
Fluids  were  taken  readily  and  the  patient  remaineu 
non-toxic  but  became  progressively  weaker.  The 
patient  died  on  July  3rd,  the  eighth  day  after  onset 
of  cough.  An  x-ray  of  the  chest  on  that  day  showed 
an  obstructive  emphysema  and  a smear  from  the 
tracheal  exudate  showed  the  cytoplasmic  inclusion 
bodies  in  epithelial  cells,  confirming  the  diagnosis  of 
pneumonitis  of  virus  origin  (Fig.  1).  No  necropsy 
permit  was  granted,  unfortunately. 

Our  second  case  wras  J.  N.  a six  months  old  white 
female  from  Woodlake,  admitted  on  July  14,  1942, 
with  complaints  of  vomiting  for  two  weeks  and  a 
loss  of  five  pounds  in  the  preceding  month.  During 
June,  1942,  she  suffered  periods  of  irritability, 
anorexia,  and  alternate  constipation  and  diarrhea. 
Vomiting  appeared  on  July  1st,  and  on  July  9th  she 
entered  a local  hospital  with  “blue  hands  and  feet.” 
Fluids  by  clysis  and  gavage  feedings  did  not  im- 
prove the  patient,  who  was  then  admitted  here.  A 
lucid  history  of  cough  was  difficult  to  obtain  be- 
cause the  mother  stated  that  a cough  had  been  al- 
most continuously  present  since  a cold  at  two  weeks 
of  age.  Thus  the  patient’s  symptom  of  cough  could 
not  be  definitely  dated. 

Physical  examination  revealed  a markedly  dehy- 
drated infant  with  reddened  pharynx,  dull  retracted 
ear  drums,  and  a few  fine  rales  in  the  left  apex. 
Breath  sounds  and  percussion  notes  were  normal. 


Fig.  4.  X-rays  of  Case  X (M.  H.j  (left)  and  Case  2 (J.  N.) 
(right)  showing  emphysema.  Some  hilar  and  peritruncal  thick- 
ening in  Case  2. 


A rectal  temperature  of  102,  a pulse  of  148,  and 
respirations  of  24,  were  noted.  The  Hb  was  11.5, 
the  rbc  4.48,  the  wbc  16,000  with  44  segmented 
polys  and  5 eosinophiles.  Urine  showed  a 3+  ace- 
tone. 

The  admitting  diagnosis  was  malnutrition  result- 
ing from  a persistent  recurring  upper  respiratory 
infection,  with  the  possibility  of  a lipoid  pneumonia. 
Fluid  balance  was  restored  and  the  patient  put  on 
gavage  feedings.  Throughout  the  first  week  the 
temperature  gradually  came  down  to  100°  and  re- 
mained there.  The  weight  gain  was  not  satisfactory 
and  vomiting  still  occurred. 

On  July  19,  1942,  following  a vomiting  episode, 
cyanosis  and  an  intensification  of  a previously  weak 
cough  appeared.  Loose  rales  were  present  through- 
out both  lungs  and  it  was  thought  that  an  aspira- 
tion of  vomitus  had  resulted  in  an  aspiration  pneu- 
monia. Respirations  began  to  be  somewhat  more 
labored  but  remained  between  24  and  40  a minute. 
Fluoroscopy  on  July  21  did  not  show  a mediastinal 
shift  and  an  x-ray  revealed  some  hilar  and  peri- 
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truncal  thickening,  but  no  definite  area  of  broncho- 
pneumonia. c 

Vomiting  then  ceased  and  the  patient  gained  8 
ounces  in  eight  days,  although  on  exertion  some 
cyanosis  became  apparent  and  the  troublesome  bough 
persisted.  On  July  31,  1942,  however,  the  cyanosis 
increased  and  respirations,  50  to  60  per  minute,  be- 
came more  labored.  She  was  placed  in  an  oxygen 
box  with  prompt  improvement  in  color.  The  cyano- 
sis reappeared  whenever  oxygen  was  discontinued 
for  even  a few  minutes  until  August  5,  1942,  when 
cyanosis  persisted  even  in  the  oxygen  box.  Respira- 
tions remained  40  to  50  per  minute.  A pharyngeal 
smear  on  that  date  contained  epithelial  cells  with 
cytoplasmic  inclusion  bodies.  Marked  tympanites 
appeared  on  August  7,  1942.  On  August  8,  1942,  the 
patient  died  and  permission  for  autopsy  was  ob- 
tained. 

The  lungs  wrere  markedly  distended  except  for  an 
area  of  consolidation  involving  three-fourths  of  the 
left  upper  lobe.  All  of  the  bronchi  throughout  both 
lungs  contained  purulent  material,  occluding  their 
lumina.  Microscopic  sections  (Fig.  2)  of  lung  tis- 
sue were  typical  of  the  so-called  virus  pneumonia 
picture,  proliferating  and  sloughing  epithelium  plus 
mononuclear  cells  choking  the  bronchioles,  which 
were  surrounded  by  a peribronchiolitis.  Under  oil 
immersion,  numerous  inclusion  bodies  were  easily 
demonstrated  in  bronchial  epithelium.  One  inclusion 
body  appeared  to  be  intranuclear  but  all  of  the  re- 
mainder vrere  in  the  cytoplasm.  In  Fig.  3 one  body 
surrounded  by  a halo  is  apparent.  The  area  of  con- 
solidation in  the  left  upper  lobe  was  described  as 
pneumonia  by  the  pathologist  but  did  not  have  the 
appearance  of  lipoid  pneumonia. 

DISCUSSION 

In  the  first  case  death  resulted  on  the  8th 
day  after  onset  of  cough.  In  the  second  case 
the  onset  of  cough  could  not  be  determined 
with  any  degree  of  certainty,  but  this 
question  might  be  raised.  Was  this  infec- 
tion present  from  June,  1942,  until  her  death 
on  August  8th?  This  disease  in  adults  has 
persisted  for  as  long  as  ninety  days(5).  The 
episode  of  “blue  feet  and  hands”  on  July  9th 
suggests  this  possibility,  with  a subsequent 
period  of  small  improvement  followed  by  a 
relapse  on  July  19th. 

Are  the  inclusion  bodies  seen  in  pharyn- 
geal epithelial  cells  of  any  aid  to  the  diagno- 
sis in  these  cases,  as  Adams(3)  has  suggest- 
ed? If  one  assumes  that  a good  proportion 
of  the  population  may  act  as  carriers  of  the 
virus,  then  this  finding  may  be  valid,  but  of 
little  help  in  individual  cases.  In  November. 
1942,  2 more  infants,  each  two  months  of 
age  presented  clinical  pictures  which  justi- 
fied the  diagnosis  of  virus  pneumonitis.  Both 
of  them  survived.  On  November  18,  1942, 
pharyngeal  smears  were  done  on  12  pediatric 
ward  patients,  3 nurses,  the  interne  and 
myself.  These  smears  were  fixed  with  heat, 
stained  with  a 1:19  dilution  of  Giemsa  for  10 


minutes  and  then  decolorized  with  95%  ethyl 
alcohol  for  45  seconds.  Of  the  17  smears  ex- 
amined, inclusion  bodies  were  present  in  5 of 
the  patients  (including  both  infants  men- 
tioned), the  nurses,  the  interne,  and  myself. 
The  inclusion  bodies  were  in  the  main  baso- 
philic (blue)  although  acidophilic  (red)  were 
also  common. 

A preliminary  survey  has  also  been  in 
progress  throughout  this  fall  in  order  to  de- 
termine the  incidence  of  such  inclusions  in 
the  pharynx  and  vagina,  using  women  with- 
out obvious  upper  respiratory  infection  in 
the  obstetric  and  gynecologic  dispensaries. 
No  conclusions  can  be  drawn  yet  because  of 
the  numbers  involved,  but  the  fact  is  that  of 
the  first  35  women  examined,  25  had  such 
inclusions  in  the  pharynx  and  vagina.  Does 
this  indicate  a prevalent  carrier  state  or 
do  inclusion  bodies  indicate  that  irritations 
other  than  those  caused  by  viruses  can  pro- 
duce similar  bodies  ? 

SUMMARY 

1.  Two  fatalities  in  infants  six  months 
old  and  two  years  old,  are  reported,  which 
satisfy  the  criteria  set  up  for  the  current 
diagnosis  of  “virus  pneumonitis.” 

2.  Doubt  is  cast  on  the  significance  of 
cytoplasmic  inclusion  bodies  as  an  aid  to 
diagnosis  in  the  syndrome. 
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❖ * * 

Reporting  on  observations  made  on  more  than  200 
patients  with  epidemic  keratoconjunctivitis,  the  acute 
inflammatory  disease  of  the  eye  which  has  spread 
from  ship  building  plants  on  the  West  Coast  to  the 
East  Coast,  Michael  J.  Hoeran,  M.  D.,  and  Joseph 
W.  Crawford,  M.  D.,  San  Francisco,  report  in  the 
current  issue  of  War  Medicine  that:  “The  disease 
is  most  likely  caused  by  a virus,  the  nature  of  which 
is  unknown,  but  which  may  be  related  to  the  herpes 
facialis  group.  The  condition  is  not  highly  infec- 
tious . . 
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THE  PHARMACIST  AND  VD  CONTROL 

The  physician-pharmacist  relationship  which  has 
existed  in  this  country  for  many  generations  is  more 
than  a mere  tradition.  It  is  rather  a natural  out- 
growth of  the  close  inter-dependence  between  physi- 
cian and  pharmacist  in  a common  endeavor,  name- 
ly that  of  healing  the  sick.  Thus,  both  the  pharma- 
cist and  the  physician  bear  a joint  responsibility  to 
society — to  the  people  whose  well-being  depends 
greatly  upon  their  intelligent  cooperation. 

Within  this  triangular  picture  of  the  pharmacist, 
the  physician,  and  the  people  are  the  numerous  pub- 
lic health  services  whose  broad  function  it  is  to 
serve  the  health  needs  of  the  community  on  Fed- 
eral, State  and  community  levels. 

The  war  effort  has  pointed  up  the  individual  re- 
sponsibilities of  these  allied  health  forces,  and  at 
the  same  time  has  strenghthened  their  inter-rela- 
tionships in  the  united  drive  against  diseases  which 
sap  our  national  strength. 

Foremost  among  war-time  health  problems  are 
the  venereal  diseases,  which  in  World  War  I caused 
seven  million  days  lost  from  service  in  the  U.  S. 
Army. ' As  for  the  population  generally,  one  person 
out  of  every  42  has  syphilis  now!  Although  the 
actual  prevalence  of  gonorrhea  is  not  known,  it  is 
estimated  that  it  strikes  from  three  to  seven  times 
as  often  as  syphilis! 

A nationwide  effort  to  eradicate  syphilis  and 
gonorrhea  through  a program  of  effective  control 
is  being  coordinated  by  the  U.  S.  Public  Health  Serv- 
ice. With  funds  appropriated  by  the  Congress,  and 
State,  city  and  county  health  departments,  full-time 
professional  venereal  disease  control  workers  have 
instituted  vigorous  measures  to  deal  with  the  VD 
problem  in  every  community.  But  no  health  con- 
trol proiect  can  be  termed  effective  without  the  aid 
of  the  pharmacist. 

Given  a national  and  a community  VD  control 
plan,  how  can  the  pharmacist  serve  within  the 
framework  of  the  triangle  described  above?  An 
attempt  has  been  made  in  the  following  outline  to 
define  in  broad  scope  the  responsibility  of  pharma- 
cists in  the  VD  control  effort. 

The  Pharmacist  as  an  Educator 

The  pharmacist  is  an  important  influence  in  pre- 
venting the  spread  of  venereal  diseases,  because 
persons  who  have  these  infections  frequently  go  to 
him  for  advice  or  medicine.  The  pharmacist  can 
make  clear  to  the  public  that  venereal  diseases  are 
dangerous,  and  that  to  act  on  the  assumption  that 
they  are  a trifling  matter  is  more  dangerous  still. 
He  can  call  on  the  State  or  local  health  department 
or  the  State  Pharmaceutical  Association  for  a sup- 
ply of  easy-to-read  literature — attractive  folders, 
leaflets,  pamphlets,  etc. — for  free  distribution  to 
customers.  He  can  avail  himself  of  colorfully  and 
effectively  designed  posters  from  his  State  or  local 
health  department  for  display  in  his  window  or  else- 
where in  the  drug  store.  He  can  secure  the  ready 
advice  and  cooperation  of  such  agencies  as  the  Joint 
Committee  of  the  American  Pharmaceutical  Asso- 
ciation and  the  American  Social  Hygiene  Associa- 
tion, the  National  Association  of  Retail  Druggists, 
and  the  U.  S.  Public  Health  Service.  Education  is 
a vital  arm  in  the  prevention  and  control  of  venereal 
diseases.  The  pharmacist  is  excellently  placed  to 
serve  an  educational  role  in  the  community. 


The  Pharmacist  as  a Personal  Influence 

The  man  who  has  (or  thinks  he  has)  a venereal 
disease,  and  consults  his  pharmacist  rather  than  a 
physician,  is  usually  laboring  under  a misconception 
that  the  disease  is  not  serious  enough  to  warrant  a 
physician’s  attention;  or  that  he  can  obtain  just  as 
effective  treatment  more  cheaply  by  using  a proprie- 
tary (“patent”)  preparation  sold  without  a prescrip- 
tion. In  either  case,  he  is  asking  the  pharmacist, 
“What  should  I do  about  my  ailment?” 

In  such  a situation,  the  very  presence  of  a venereal 
disease  victim  in  a drug  store  is  fair  testimony  of 
the  customer’s  strong  personal  confidence  in  the 
pharmacist.  The  pharmacist  can  easily  enhance  this 
confidence  and  add  to  his  good  will  by  exerting  his 
personal  influence  to  guide  the  customer  on  the 
proper  course.  He  can  point  out  the  serious  char- 
acter of  venereal  diseases  and  the  necessity  of  pro- 
tecting the  individual  and  the  community.  He  can 
explain  that  it  is  always  dangerous  to  treat  oneself 
with  a so-called  remedy  or  nostrum  and  assume  that 
one  has  been  cured  of  syphilis  or  gonorrhea.  He 
can  refer  customers  who  ask  for  such  products  to  a 
reputable  physician  or  to  a clinic  which  provides 
diagnosis  and  treatment  for  venereal  diseases.  He 
can  emphasize  that  the  customer  may  have  a dif- 
ferent disease,  requiring  different  treatment  from 
the  one  he  thinks  he  has,  or  that  he  may  not  even 
have  any  disease;  that  a phvsician  is  trained  to 
diagnose  these  diseases  with  the  aid  of  physical  ex- 
aminations and  technical  laboratory  tests.  The 
pharmacist  who  knows  the  dangers  of  venereal  dis- 
eases and  yet  continues  to  diagnose  them  or  recom- 
mend or  sell  remedies  for  their  self-treatment  does 
more  than  violate  a fundamental  ethic  of  his  profes- 
sion. He  becomes  a contributor  to  whatever  disas- 
trous results  may  follow  improper  treatment  or 
neglect. 

The  Pharmacist  as  a Citizen 

As  a citizen,  it  behooves  the  pharmacist  to  help 
further  the  venereal  disease  control  effort  in  his 
community  by  urging  and  supporting  State  and  local 
legislation  designed  to  lower  the  incidence  of  syphilis 
and  gonorrhea.  In  some  States,  the  pharmacist  can 
enlist  in  the  legislative  campaigns  sponsored  by  his 
own  pharmaceutical  organizations,  by  the  American 
Social  Hygiene  Association,  and  by  other  health  and 
civic  groups,  in  promoting  the  enactment  of  pre- 
marital and  prenatal  laws  for  blood  tests  for  svph- 
ilis.  He  should  familiarize  himself  with  all  these 
activities.  He  can  support  legislation  opposing  ad- 
vertising of  fake  cures  by  quack  doctors,  and  pro- 
hibiting the  sale  of  remedies  for  venereal  diseases 
except  by  a phvsician’s  prescription.  He  can  join 
the  front  line  forces  that  are  fighting  for  stricter 
laws  and  repressive  measures  against  prostitution. 
As  a citizen,  he  can  insist  on  adequate  treatment 
facilities  for  venereal  disease  control  in  his  com- 
munity. Adequate  facilities  mean  sufficient  clinics 
that  function  at  convenient  hours  at  night  as  well  as 
in  the  morning  and  afternoon. 

By  participating  actively  in  the  venereal  disease 
control  program  being  promoted  by  the  United 
States  Public  Health  Service  and  State  health  au- 
thorities, and  by  the  Joint  Committee  of  the  Amer- 
ican Social  Hygiene  Association  and  the  American 
Pharmaceutical  Association,  pharmacists  of  the 
country  will  strengthen  public  confidence  in  their 
profession.  At  the  same  time  they  will  know  per- 
sonally that  their  best  efforts  are  being  given  to- 
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ward  the  elimination  of  the  venereal  disease  scourge, 
both  for  the  best  interests  of  the  civilian  population 
and  for  the  greater  fighting  efficiency  of  the  armed 
forces  of  the  Nation. 


War  Casualties  at  Pearl  Harbor 

The  experiences  gained  from  the  handling  of  the 
wounded  at  Pearl  Harbor  on  Dec.  7,  1941  will  un- 
doubtedly exert  a definite  influence  on  the  further 
progress  of  treatment  of  war  casualties,  The  Journal 
of  the  American  Medical  Association  for  December 
12  declares  in  an  editorial  summarizing  a symposium 
in  the  September-October  issue  of  the  Hawaii  Medi- 
cal Journal  on  the  disposition  of  the  wounded  there 
on  “Jap  Sunday.” 

Regarding  the  symposium,  The  Journal  says  that 
“The  authors  and  discussers  were  chosen  from 
among  those  present  and  active  on  December  7,  so 
that  only  first  hand  experiences  are  reported.” 

Lieut.  Col.  A.  W.  Spittler,  in  his  discussion  of  the 
treatment  of  war  wounds,  stressed  two  principles, 
namely  the  thorough  debridement  or  removal  of  all 
foreign  matter  and  tissue  immediately  surrounding 
a wound,  including  all  dead  tissue  in  the  vicinity,  and 
subsequent  open  treatment.  The  Journal  reports 
that  it  was  his  impression  that  the  local  use  of  a 
sulfonamide  powder  combined  with  administration 
of  the  drug  by  mouth,  injection  into  a vein  or  be- 
neath the  skin  had  much  to  do  with  the  reduction  in 
the  incidence  of  infection  in  wounds. 

“Gas  gangrene,”  The  Journal  says,  “was  combated 
by  secondary  debridement,  a sulfonamide  locally 
and  generally,  and  x-ray  irradiation.  Commander 
Downes  thought  that  the  role  of  the  sulfonamides 
in  securing  the  amazing  results  was  probably  ex- 
aggerated. Many  other  favorable  factors  existed. 
The  patients  were  a selected  group  of  healthy  young 
men  in  excellent  condition  and  exceedingly  well 
nourished.  This  being  Sunday  morning,  they  were 
clean,  rested  and  not  exhausted.  In  addition,  the 
cases  were  treated  by  extremely  competent  and  well 
trained  surgeons  . . . 

“In  the  treatment  of  shock,  as  outlined  by  Lieut. 
Col.  C.  T.  Young,  modem  concepts  of  shock  and 
shock  therapy  (treatment)  were  successfully  ap- 
plied. These  consisted  of  early  treatment,  even  in 
the  absence  of  clinical  signs  of  shock  . . . The  high- 
est mortality  rate  came  from  abdominal  wounds. 
However,  about  50  per  cent  of  these  patients  for 
whom  operation  was  possible  survived.  The  im- 
provement in  the  rate  of  survival,  as  compared  to 
the  injuries  to  the  gastrointestinal  tract  in  the  first 
world  war,  was  probably  due  to  the  liberal  employ- 
ment of  the  sulfonamides  intraperitoneally  (be- 
neath the  membrane  lining  the  abdominal  cavity) 
and  orally  (by  mouth)  . . . Dr.  J.  E.  Strode,  in  the 
discussion  of  chest  wounds,  emphasized  the  impor- 
tance of  the  first  aid  treatment  of  the  sucking 
wounds  of  the  chest.  The  hole  is  to  be  plugged  im- 
mediately by  almost  any  method  at  hand  . . . Dr.  R. 
B.  Cloward  outlined  a rather  conservative  therapy 
for  head  injuries  . . . Morphine  or  other  narcotics 
should  never  be  given  to  a patient  with  a head 
injury.  . .” 

Among  the  points  regarding  fractures  contained 
in  The  Journal  summary  of  the  symposium  is  the 
statement  by  Lieut.  J.  D.  Macpherson  that  because 
of  the  frequent  necessity  of  transferring  patients 


to  the  mainland  open  operation  was  favored  in  cor- 
recting the  fracture. 

“Lieut.  Com.  P.  C.  Spangler,”  The  Journal  con- 
tinues, “points  out  that  in  burns  it  is  important  to 
treat  the  patients  first  for  pain,  anxiety  and  begin- 
ning shock.  In  the  treatment  of  lesions,  attempt 
is  made  to  convert  a soiled  wound  into  a clean,  asep- 
tic wound.  The  burned  area  is  washed  with  soap 
and  water,  debrided  and  sprayed  with  freshly  pre- 
pared 10  per  cent  tannic  acid  solution,  followed  ten 
or  fifteen  minutes  later  by  swabbings  with  10  per 
cent  silver  nitrate  solution.  No  dressings  were  ap- 
plied . . . For  hands,  feet,  face  and  genitals  1 per 
cent  sulfanilamide  and  petrolatum  was  used.  Spang- 
ler expresses  the  opinion  that  this  is  perhaps  the 
most  satisfactory  way  of  handling  a large  group  of 
burns.  Lieut.  Com.  Joseph  Palma  described  the 
syndrome  of  blast  injury  of  the  lungs  and  of  the 
abdomen  . . . He  advises  that  in  all  war  casualties, 
regardless  of  the  type  of  injury  produced,  if  there 
has  been  exposure  to  the  detonation  of  high  explo- 
sives, the  integrity  of  the  chest  should  be  ascertained 
by  x-ray  examination,  because  general  anesthesia 
is  contraindicated  when  there  is  blast  injury  of  the 
lungs.  Oxygen  is  life  saving  and  should  be  admin- 
istered continuously.  . . 

“It  is  gratifying,  indeed,  to  learn  that  the  Army, 
the  Navy,  and  the  civilian  medical  personnel  proved 
equal  to  the  great  emergency  and  delivered  a serv- 
ice of  the  most  advanced  type.  The  symposium  will 
undoubtedly  exert  a definite  influence  on  the  further 
progress  of  therapy  of  war  casualties.” 


A Doctor’s  Plea  in  Wartime 

The  doctor’s  life,  in  times  like  these, 

Is  not  exactly  one  of  ease. 

For,  on  the  home  front,  each  M.  D. 

Is  busier  than  any  bee! 

He’s  shouldering  the  burden  for 
The  other  docs,  who’ve  gone  to  war. 

This  leaves  your  doctor  precious  little 
Time  to  sit  around  and  whittle. 

And  indicates  the  reason  why 
You  ought  to  help  the  poor  old  guy. 

How? 

1.  By  keeping  yourselves  in  the  best  of  condition 
Thus  avoiding  the  ills  that  demand  a physician. 

2.  By  phoning  him  promptly  when  illness  gives 

warning, 

But — unless  very  serious — waiting  till  morning. 

3.  By  cheerfully  taking  whatever  appointment 
He  makes  for  prescribing  his  pills  or  his 

ointment. 

4.  By  calling  on  him  where  he  works  or  resides 
Instead  of  insisting  he  rush  to  your  sides. 

(Of  course,  he’ll  come  ’round  when  there’s  need 
for  his  service 

But  spare  him  the  trip  when  you’re  nothing 
but  nervous). 

5.  And,  last  but  not  least,  you  can  help  in  this 

crisis 

By  carefully  following  Doctor’s  advices. 

If  these  commandments  you’ll  adhere  to 
A doctor’s  heart  you  will  be  dear  to! 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
lo-al  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practire  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


NEBRASKA  NURSING  COUNCIL 
FOR  WAR  SERVICE 
Recruitment  Committee 

Nineteen  thousand  nurses  must  be  enrolled 
this  spring-  of  1943  if  a serious  shortage  of 
nurses  is  to  be  avoided.  Nebraska’s  quota 
of  student  nurses  for  this  spring  is  234. 

A shortage  prior  to  our  entry  in  the  war, 
the  growth  of  the  public  health  field  in  recent 
years  and  the  great  rehabilitation  program 
that  will  follow  the  conclusion  of  the  war 
make  it  imperative  to  interest  girls  in  choos- 
ing nursing  as  their  profession. 

The  United  States  Government  is  cooper- 
ating in  every  way  to  bring  knowledge  of 
the  need  to  high  school  girls  and  their  coun- 
sellors. 

Realizing  the  urgency  of  the  need  the  Ne- 
braska Nursing  Council  for  War  Service  has 
appointed  a full-time  Director  of  Student 
Nurse  Recruitment  to  organize  a state-wide 
program  for  Student  Nurse  Recruitment. 
Mrs.  Judith  Whitaker  has  accepted  that  ap- 
pointment. Her  address  is  626  Electric 
Building,  Omaha,  Nebraska. 

Every  physician  can  assist  by  informing 
girls  of  high  school  and  college  age  in  his 
community  of  the  existing  need  for  nurses 
and  the  advantages  offered  by  the  profession 
to  girls  who  are  qualified  to  become  nurses. 
Remember  that  just  any  girl  cannot  become 
a successful  nurse.  As  well  as  a sincere  de- 
sire to  help  people,  she  must  have  the  per- 
sonal qualifications  of  intelligence,  executive 
ability,  integrity  and  perseverance  and  a 
well-adjusted  personality,  just  as  she  must 
have  such  qualities  to  succeed  in  any  profes- 
sion. 


SOCIAL  HYGIENE  TAKES  BATTLE 
STATIONS 

Social  Hygiene  Day,  sponsored  annually  by 
the  Amercan  Social  Hygiene  Association,  will 
be  observed  on  February  3,  1943.  Com- 
munities throughout  the  United  States  and 
its  territories  will  hold  local  meetings  where 
the  American  public  can  gather  to  discuss 
the  problem  of  venereal  disease  control  dur- 
ing the  war. 

Stressing  the  urgent  wartime  need  for  a 
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vigorous  offensive  against  the  venereal  dis- 
ease, the  Association’s  theme  for  the  1943 
campaign  will  be  “Social  Hygiene  Takes  Bat- 
tle Stations.” 

Public  health  and  welfare  organizations, 
schools,  churches,  parent-teacher  associa- 
tions, women’s  clubs  and  men’s  groups  are 
planning  Social  Hygiene  Day  meetings. 


THE  NATIONAL  CONFERENCE  ON 
MEDICAL  SERVICE 

The  National  Conference  on  Medical  Serv- 
ice, formerly  the  Northwest  Regional  Con- 
ference, will  hold  its  seventeenth  annual 
meeting  at  the  Palmer  House,  Chicago,  Illi- 
nois, Sunday,  February  14th. 

The  subjects  to  be  discussed  at  this  meet- 
ing will  cover  topics  which  should  be  not  only 
of  interest  but  real  concern  to  all  physicians. 
This  year’s  program  has  been  planned  with 
an  eye  to  some  of  the  immediate  and  future 
problems  which  undoubtedly  will  affect  every 
physician  personally  and  the  profession  as  a 
whole.  Speakers  have  been  told  that  opinions 
and  probable  solutions  may  be  aired  without 
restriction.  Those  in  attendance  may  expect, 
therefore,  to  hear  a frank  discussion  of  the 
problems  at  hand. 

Dr.  J.  D.  McCarthy  of  Omaha,  Nebraska, 
is  president,  and  Dr.  W.  L.  Burnap  of  Fergus 
Falls,  Minnesota,  secretary.  All  physicians 
in  good  standing  are  cordially  invited  to  at- 
tend this  meeting,  especially  those  who  will 
be  in  Chicago  at  the  time  attending  meetings 
of  the  Council  on  Medical  Education  and  Hos- 
pitals, Federated  Boards  and  the  Associa- 
tion of  American  Medical  Colleges.  Regis- 
tration from  9 to  9:30  a.  m.  There  will  be 
no  registration  fee.  The  meeting  will  be 
called  to  order  at  9:30  a.  m. 

The  program  is  as  follows: 

I.  ANALYSIS  OF  THE  CURRENT  TRENDS  IN 
THE  CONTROL  OF  MEDICINE: 

1.  The  Effect  on  Medical  Education — Eben  J. 
Carey,  Dean,  Marquette  University  School  of  Medi- 
cine, Milwaukee,  Wisconsin. 

2.  The  Significance  to  Medical  Licensure — Roy 
B.  Harrison,  Secretary-Treasurer,  Louisiana  State 
Board  of  Medical  Examiners,  New  Orleans,  Louis- 
iana. 

3.  The  Outlook  for  Dentistry — J.  Ben  Robinson, 
President  Ex-Officio,  American  Dental  Association, 
Baltimore,  Maryland. 

4.  Hospital  Problems — Claude  W.  Munger,  Chair- 
man, Council  on  Government  Relations  Committee 
of  American  Hospital  Association,  New  York  City. 


5.  The  Challenge  to  Medicine — Alfred  W.  Adson, 
Chairman,  Medical  Advisory  Committee  to  Division 
of  Social  Welfare,  State  of  Minnesota,  Rochester, 
Minnesota. 

II.  QUESTION  AND  ANSWER  PERIOD: 

III.  DINNER: 

The  78th  Congress — Congressman  Woodruff  of 
Michigan. 

IV.  PRESIDENTIAL  ADDRESS— THE  NORTH 
CENTRAL  MEDICAL  CONFERENCE  AND 
THE  NATIONAL  CONFERENCE  ON  MEDI- 
CAL SERVICE: 

J.  D.  McCarthy,  Omaha,  Nebraska. 

V.  MEDICINE  IN  THE  POST-WAR  ERA: 

1.  Return  of  the  Medical  Officer  to  Private  Prac- 
tice— Rollo  K.  Packard,  Past  President,  Illinois  State 
Medical  Society;  Chairman,  Committee  on  Medical 
Economics,  Illinois  State  Medical  Society,  Chicago, 
Illinois. 

2.  Responsibility  to  the  War  Veteran — C.  H.  Mc- 
Caskey,  President,  Indiana  State  Medical  Associa- 
tion, Indianapolis,  Indiana. 

3.  Extension  of  the  Social  Security  Program — 
Carl  F.  Vohs,  Chairman,  Medical  Economics  Com- 
mittee, St.  Louis,  Missouri. 

4.  Expansion  of  Public  Health — L.  W.  Larson, 
Secretary,  North  Dakota  Medical  Association,  Bis- 
marck, North  Dakota. 

VI.  QUESTION  AND  ANSWER  PERIOD. 
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According  to  the  Associated  Press  of  Jan- 
uary 15: 

Lincoln,  Jan.  15 — (AP) — A bill  to  revise  Nebras- 
ka’s qualifications  for  osteopathic  surgeons  and 
physicians  and  confer  upon  them  the  right  to  per- 
form operative  surgery  was  given  to  the  legislature 
today  by  Senators  Ray  Thomas,  Clay  Center;  Dan 
Garber,  Red  Cloud,  and  E.  M.  Neubauer,  Orleans. 

The  bill  stiffens  requirements  of  study,  provid- 
ing a four-year  residence  course  of  36  months  at  an 
accredited  institution,  including  such  subjects  as 
anatomy,  physiology,  biochemistry,  bacteriology, 
general  medicine,  general  surgery  and  orthopedic 
surgery;  internship  of  at  least  a year  in  a hospital 
approved  by  the  board  of  examiners.  The  require- 
ment that  each  applicant  must  pass  a state  board 
examination  is  retained. 

It  is  further  provided  that  no  osteopathic  physi- 
cian, previously  licensed,  shall  do  major  surgery 
until  he  presents  to  the  state  board  evidence  that  he 
has  completed  a one-year  internship  or  an  assistant- 
ship  of  two  years  under  a duly  licensed  physician 
and  surgeon. 

Garber  commented,  “There  is  no  question  in  my 
mind  but  that  there  are  osteopaths  in  the  state  who 
possess  qualifications  the  same  as  physicians  and 
surgeons  have  today.  They  should  have  a license  to 
practice.” 
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Two  years  ago,  while  the  legislature  was  in  ses- 
sion, the  state  supreme  court  ruled  that  under  pres- 
ent statutes  osteopathic  practitioners  had  no  right 
to  perform  operative  surgery.  This  followed  con- 
viction of  an  osteopath  charged  with  performing  an 
illegal  operation. 

In  the  closing  days  of  the  legislature  a bill  similar 
to  that  introduced  today  was  rejected. 


Dr.  Norton  Bare  a graduate  of  the  Uni- 
versity of  Nebraska  Medical  College  in  1925, 
has  succeeded  Dr.  L.  W.  Elwood  as  physician 
to  the  Sandhill  region  medical  plan.  His  of- 
fices are  in  Thedford.  Dr.  Bare  was  con- 
nected with  the  State  Hospital  in  Austin, 
Texas,  prior  to  coming  to  his  present  post. 
He  had  also  served  as  medical  missionary  in 
China  for  14  years. 


The  Nebraska  Workmen’s  Compensation 
Court  has  issued  a new  fee  schedule  effective 
November  1,  1942.  Physicians  who  are  in- 
terested may  obtain  a copy  by  writing  to  the 
Compensation  Court,  State  House,  Lincoln, 
Nebr. 


The  following  item  is  taken  from  the  Oma- 
ha World-Herald: 

Washington,  D.  C.,  Jan.  1 — (AP) — A special  series 
of  intensive  courses  to  qualify  additional  thousands 
of  medical  and  dental  officers  to  overcome  an  “acute 
shortage”  in  several  groups  of  medical  and  surgical 
specialists  was  announced  by  the  war  department. 

Special  emphasis  will  be  placed  on  tropical  medi- 
cine, the  department  said. 

The  courses,  varying  from  six  to  12  weeks,  start 
tomorrow  and  continue  to  June  30.  They  will  be 
provided  at  civilian  educational  institutions  and  mili- 
tary installations. 

From  two  hundred  to  four  hundred  officers  are  to 
be  trained  in  each  course,  the  department  said  in 
explaining  that  distribution  of  medical  men  trained 
for  medical  and  surgical  specialties  has  proved  in- 
adequate. 

Training  will  be  provided  in  the  following  spe- 
cialties: Neuro-surgery,  maxillo-facial  plastic  sur- 
gery, thoraic  surgery,  surgery  of  extremities,  anes- 
thesiology, roentgenology,  venereal  disease  control, 
and  clinical  laboratory  and  internal  medicine. 

Officers  selected  for  training  will  be  under  50  and 
only  those  with  a minimum  of  12  months’  full  time 
experience  in  general  surgery  will  be  picked. 


Two  bills  are  now  before  the  Unicameral 
Session  which  if  passed  will  require  sero- 
logical tests  for  syphilis  prior  to  obtaining  a 


license  for  marriage,  and  during  prenatal 
care  given  to  pregnant  women.  The  bills  are 
reported  out  of  Committee  and  will  soon 
reach  the  floor  of  the  Senate.  According  to 
the  American  Social  Hygiene  Association: 

“Since  1935,  when  the  first  premarital  examina- 
tion law  for  both  sexes  was  adopted  in  Connecticut, 
33  states  have  passed  either  premarital  or  prenatal 
examination  laws,  or  both,  thus  helping  to  protect 
marriages  and  babies  in  those  states  from  the  trag- 
edy of  syphilis  and  setting  an  amazing  record  for 
law-making  speed  and  activity. 

Protecting  Marriage 

“Twenty-six  states  now  require  premarital  ex- 
aminations of  both  partners  for  evidence  of  syphilis 
and  presentation  of  physicians’  certificates  as  pre- 
requisite to  issuance  of  marriage  licenses. 

“While  it  is  still  too  early  to  gauge  definite  re- 
sults from  the  workings  of  the  newer  premarital 
examination  laws  applying  to  both  bride  and  e-room 
and  specifying  blood  tests,  physicians  and  health 
authorities  report  that  many  syphilis  infections  are 
being  discovered  by  this  means  among  persons  who 
did  not  know  that  they  had  the  disease.  The  gen- 
eral purpose  of  this  legislation  is  not  to  prevent,  but 
to  postpone  marriage  of  infected  persons  while  the 
disease  is  in  a communicable  stage. 

Protecting  Babies 

“Twenty-six  states  now  seek  to  protect  the  health 
of  babies  by  requiring  that  physicians  or  midwives 
see  that  a serological  test  for  syphilis  is  included  as 
a part  of  the  examination  of  every  expectant  moth- 
er seeking  medical  care.  Medical  records  show  that 
if  syphilis  is  discovered  early  in  pregnancy  and  ade- 
quate treatment  is  given,  the  baby  has  a 95  per  cent 
chance  to  be  born  free  from  this  infection. 

“Premarital  and  prenatal  examination  laws  are 
part  of  the  long-term  plan  for  stamping  out  syphilis. 
They  attack  it  where  it  often  has  its  most  tragic 
results:  in  marriage  and  the  family.  The  popularity 
and  general  acceptance  of  such  laws,  once  their  gen- 
eral purpose  is  understood,  make  enforcement  easy 
and  effective;  and  health  officers  in  states  having 
such  legislation  are  finding  it  a useful  aid  in  the 
campaign  against  syphilis.  Bills  similar  to  those 
in  effect  in  these  33  states  are  now  being  prepared 
for  consideration  by  legislatures  of  other  states. 
Peacetime  and  wartime,  the  family  must  be  pro- 
tected from  syphilis  by  every  means  at  our  com- 
mand.” 


The  following  article  is  reprinted  from  the 
Lincoln  Star  of  December  30,  1942.  On 
January  4,  Dr.  C.  A.  Selby,  Director  of  the 
State  Health  Department  announced  the 
resignation  of  Dr.  Elwood. 

“RANCHERS  AROUND  THEDFORD  AREA  FIND 
NEW  MEDICAL  SETUP  VERY  SUCCESSFUL 

Doctor  shortages  prevail  throughout  the  entire 
country  with  perhaps  one  exception — the  Nebraska 
sandhills  area  around  Thedford. 

Ranchers  living  within  range  of  this  small  town 


Volume  28 
Number  2 


NEWS  AND  VIEWS 


59 


(population  2S8)  have  the  services  of  a competent 
doctor  and  a public  health  nurse  available  to  them 
for  the  amazing  low  cost  of  only  $30  per  family  per 
year. 

This  unique  health  program  has  attracted  the  at- 
tention of  the  entire  United  States. 

Four  years  ago  the  only  doctor  in  this  area  died, 
leaving  the  people  more  than  fifty  miles  from  a 
medical  doctor. 

Then  in  1940  the  Farm  Foundation  of  Chicago  to- 
gether with  the  University  of  Nebraska  college  of 
agriculture  came  to  the  rescue  of  these  farmers. 
The  foundation  sent  Miss  Elin  Anderson  out  into  the 
state  to  study  the  rural  health  problem. 

Project  Club  Study  Booklet 

Miss  Anderson’s  booklet  “Do  We  Want  Health” 
presented  the  facts  on  the  medical  situation  in  Ne- 
braska. The  booklet  was  carefully  studied  by  the 
1,700  home  demonstration  clubs  in  Nebraska,  result- 
ing in  the  formation  of  the  state  health  planning 
committee. 

This  committee  is  composed  of  representatives  of 
the  state’s  dental  and  medical  associations,  the  de- 
partment of  health,  the  university  and  rural  groups. 

After  deciding  to  institute  a cooperative  health 
project  which  would  include  a doctor  and  a public 
health  nurse  the  committee  chose  the  Thedford  area 
for  the  location  of  this  program. 

230  Families  in  Group 

Nearly  230  families  in  Thomas,  Cherry  and  Blaine 
counties  are  receiving  medical  care  from  this  new 
organization  which  got  under  way  last  June. 

The  most  difficult  task  of  the  planning  committee 
was  to  locate  a doctor  who  (1)  must  be  a graduate 
of  a recognized  school  of  medicine,  (2)  must  have 
had  experience  in  general  obstetrics,  pediatrics  and 
general  medicine,  and  (3)  must  have  had  experience 
or  training  in  public  health  work. 

Dr.  Elwood  Chosen 

The  physician  who  holds  down  this  position  is 
Dr.  L.  W.  Elwood,  51,  former  doctor  at  the  Halsey 
CCC  camp.  Dr.  Elwood,  graduate  of  Creighton  uni- 
versity in  Omaha,  served  in  the  medical  corps  in 
France  during  World  War  I.  Later  he  practiced 
11  years  in  Silver  Creek,  Nebr. 

Miss  Ida  Jensen,  a farm  girl  from  Cass  county 
Iowa,  went  to  Thedford  the  first  of  September,  1942, 
just  a month  after  Dr.  Elwood  arrived,  to  serve  as 
public  health  nurse. 

Obstetrical  Cases  $10 

Tonsil  operations  and  obstetrical  cases  cost  the 
families  $10  extra.  Home  calls  cost  $1,  plus  25 
cents  per  mile.  Before  the  plan  was  instituted 
ranchers  paid  doctors  at  least  $30  to  come  to  their 
homes. 

Dr.  Elwood  receives  a salary  of  $4,200  a year,  plus 
$75  a month  for  travel. 

The  entire  project  costs  $12,000  a year.  The 
budget  indicates  $6,000  was  to  come  from  the  mem- 
bers families;  $4,000  from  the  state  department  of 
health;  $1,000  in  fees  for  extra  services;  fees  from 
non-members  and  single-person  memberships  at  $20 
per  year;  $1,000  from  school  districts  for  vaccina- 
tion of  school  children,  and  from  county  commis- 
sions to  cover  people  on  county  relief. 


An  old  hotel  in  Thedford  has  been  converted  into 
an  office  for  the  doctor  and  his  assistant. 

Besides  receiving  office  calls  in  Thedford  Dr.  El- 
wood spends  one  morning  each  week  in  Seneca,  an- 
other in  Halsey,  and  still  another  in  Purdum,  all 
small  sandhills  towns. 

The  Thedford  project  is  the  only  one  of  its  kind 
in  the  state,  but  other  counties  have  undertaken 
similar  health  programs. 

Nurse  in  Sheridan  County 

Sheridan  county  for  instance  raised  funds  to  ob- 
tain the  services  of  a public  health  nurse.  The 
women  in  that  county  are  responsible  for  that.  They 
worked  until  the  state  health  department  promised 
to  help  the  cause. 

These  medical  programs  are  being  studied  by 
other  counties  and  by  other  states. 

Those  who  are  credited  with  the  success  of  the 
Thedford  project  include  Elin  Anderson,  Dr.  R.  H. 
Loder  of  the  state  health  department,  besides  in- 
numerable persons  in  the  area  itself. 

Recently  several  farm  magazines  such  as  Farm 
Journal  and  Country  Gentleman  featured  the  Thed- 
ford medical  program  in  their  pages.” 


According  to  recent  statement  from  the  New 
York  Academy  of  Medicine  physicians  in  the  older 
age  groups  who  are  left  at  home  during  the  war  to 
care  for  civilian  needs,  are  on  their  toes  to  learn 
the  new  developments  in  medicine,  according  to  the 
mid-month  issue  of  the  New  York  State  Journal  of 
Medicine,  published  today. 

Comparison  of  attendance  this  year  with  last  at 
District  Branch  meetings  of  the  Medical  Society  of 
the  State  of  New  York,  covering  the  entire  state 
and  comprising  post  graduate  educational  activities, 
show’s,  according  to  the  Journal,  that  “bald  and 
grey  heads  seemingly  will  carry  on  to  the  limit  of 
their  ability,  always  eager  to  learn  that  they  may 
better  serve.” 

In  1941,  the  attendance  at  corresponding  meetings 
of  physicians  between  45  and  54  years  of  age  con- 
sisted of  25.21  per  cent  of  the  total;  in  1942,  30.81 
per  cent.  From  55  to  64  years:  16.15  per  cent  in 
1941;  22.56  in  1942.  Among  those  65  to  74:  9.79 
per  cent  in  1941;  15.66  in  1942.  In  the  group  75  to 
84:  1.56  per  cent  in  1941;  2.53  in  1942. 

Between  85  and  94,  one  physician  turned  out  each 
year. 

“The  interest  and  alertness  of  those  over  65  is 
notable,”  states  the  Journal.  “The  allow  no  grass 
to  grow  under  their  feet;  they  were  on  deck  both 
this  year  and  last  to  learn  what  was  new  and  to 
signify  their  willingness,  even  eagerness,  to  bear 
their  share  of  the  burden  and  heat  of  the  day — and 
the  night,  too,  if  need  be.” 


Seventy-six  cartons  containing  approximately  five 
thousand  pounds  of  surgical  instruments  rescued 
from  the  scrap  metal  heap  wTere  received  today 
(December  17th)  at  headquarters  of  the  Medical 
and  Surgical  Relief  Committee  of  America,  420 
Lexington  Avenue,  New  York,  N.  Y. 

They  were  donated  by  Dr.  Walter  L.  Bierring. 
State  Health  Commissioner  of  Iowa,  wThen  it  was 
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learned  that  many  of  the  instruments  contributed 
to  the  recent  Iowa  scrap  metal  campaign  were  in 
good  condition  and  would  more  effectively  serve  the 
war  effort  if  reconditioned  and  made  available  to  the 
various  organizations  which  call  on  the  Committee 
for  help. 

After  the  necessary  repairs  have  been  made  the 
instruments  will  be  placed  in  emergency  medical 
field  sets  for  distribution  to  the  U.  S.  Coast  Guard, 
and  to  first  aid  posts,  needy  hospitals,  and  other 
recognized  relief  agencies  in  the  United  States  and 
Alaska. 

In  addition  to  physicians  and  dentists,  the  con- 
tributors included  the  heads  of  schools,  medical  and 
dental  laboratories,  barbers,  veterinarians,  osteo- 
pathic physicians,  civilian  defense  organizations, 
hospitals,  clinics,  and  many  laymen  who  obtained 
them  from  the  estates  of  deceased  doctors. 

The  contributions  were  made  by  854  persons  rep- 
resenting 273  cities  and  towns  in  Iowa  and  11  other 
states  including  Arkansas,  Colorado,  Kansas,  Mon- 
tana, Minnesota,  Nebraska,  New  Mexico,  Oklahoma, 
South  Dakota,  West  Virginia,  and  Wyoming. 

The  idea  of  salvaging  the  instruments  for  recon- 
ditioning came  from  Harry  A.  Hurd,  D.  D.  S.,  of 
Des  Moines,  Iowa,  who  acted  as  chairman  of  the 
Dental  Salvage  Committee  of  the  Des  Moines  Dis- 
trict Dental  Society  in  the  government’s  scrap  metal 
campaign.  About  ten  days  after  the  start  of  the 
dental  drive,  a campaign  for  scrap  was  also  direct- 
ed to  physicians  under  the  leadership  of  Dr.  Robert 
L.  Parker,  of  Des  Moines,  Chairman  of  the  Iowa 
State  Medical  Society. 

The  joint  drive  was  a success  from  the  beginning 
but  it  soon  became  obvious  that  many  of  the  instru- 
ments were  too  good  for  scrap.  However,  it  yielded 
approximately  100  pounds  of  scrap  in  addition  to  the 
instruments  segregated  for  reconditioning. 


The  following  editorial  appeared  in  the  Wall  Street 
Journal,  January  20,  1943: 

WITH  CLUBS  IT’S  LEGAL 

A farmer  or  other  producer  hauling  his  produce 
into  New  York  City  must  stop  at  the  city  line  to 
take  on  and  pay  a member  of  the  local  teamsters’ 
union.  Truck  owmers  who  have  resisted  paying  this 
tribute  have  suffered  damage  to  their  vehicles  and 
the  destruction  of  their  cargoes.  The  Supreme 
Court  of  the  United  States  recently  ruled  that  so  far 
as  federal  statutes  wrent,  these  union  activities  were 
perfectly  legal  and  the  federal  government  could 
not  interfere  with  them.  The  consumers  of  New 
York  pay  this  union  tribute  in  higher  prices. 

Organized  physicians  in  the  city  of  Washington, 
D.  C.,  conspired  to  interfere  with  the  operations  of 
a cooperative  organization  to  give  cheap  medical  at- 
tention and  hospitalization  to  its  members  who  were 
government  employes.  The  physicians  were  charged 
with  attempting  to  prevent  the  members  of  their 
association  from  accepting  employment  under  the 
group  health  plan  and  to  restrain  hospitals  from 
affording  facilities  to  patients  of  physicians  em- 
ployed under  the  group  plan.  The  Supreme  Court 
ruled  that  the  organized  physicians  violated  the 
Sherman  anti-trust  act. 

We  do  not  raise  the  question  as  to  whether  the 
court  correctly  interpreted  the  law  in  each  case. 


Apparently  the  Washington  physicians  went 
about  this  thing  in  the  wrong  way.  They  should 
have  organized  a union.  The  union  officials  would 
then  hire  a group  of  plug-uglies.  These  goons  could 
then  have  beaten  up  the  physicians  who  did  not 
conform  to  union  rules.  They  could  have  picketed 
the  hospitals  and  refused  to  let  supplies  be  taken 
to  them. 

In  all  of  these  activities  they  would  have  been 
immune  from  federal  prosecution.  Of  course,  the  lo- 
cal police  might  have  become  inquisitive  but  who 
in  recent  years  has  heard  of  local  police  daring  to 
interfere  with  the  activities  of  union  picket  lines? 
What  reason  is  there  to  believe  that  Washington, 
where  unions  have  such  powerful  friends,  would  be 
an  exception  ? 

Well,  at  any  rate  the  good  doctors  of  Washing- 
ton now  know  who  constitute  the  “underprivileged.” 


REPORT  OF  THE  COUNCIL  ON  PHARMACY 
AND  CHEMISTRY 

The  Council  on  Pharmacy  and  Chemistry  recently 
issued  the  thirty-third  edition  of  the  Annual  Re- 
print of  the  Reports  of  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Association. 
This  volume  contains  in  compact  form  not  only  the 
reports  of  the  Council  which  have  been  published  in 
The  Journal  during  the  past  year  but  also  some 
additional  reports  which  were  not  considered  of  suf- 
ficient important  to  be  published  in  The  Journal. 
The  reports  may  be  divided  into  four  classes:  Re- 
ports rejecting  products  as  not  being  acceptable  for 
inclusion  in  New  and  Nonofficial  Remedies,  reports 
omitting  from  New  and  Nonofficial  Remedies  prod- 
ucts that  have  previously  been  accepted,  reports  on 
the  nomenclature  of  various  substances  and  reports 
in  which  the  Council  gives  decisions  of  general  in- 
terest or  summarizes  the  latest  scientific  knowledge 
concerning  certain  topics.  The  last  classification 
includes  the  largest  number  of  reports.  One  article 
deals  with  the  developments  in  bacteriophage  ther- 
apy since  the  previous  report  of  the  Council  in  1934. 
Other  reports  bring  to  the  present  day  the  status  of 
such  products  as  aluminum  hydroxide  preparations, 
antipneumococcic  serums,  cyclopropane,  human  blood 
plasma  and  serum,  human  convalescent  poliomyelitis 
serum,  human  convalescent  mumps  serum  and  sulfa- 
diazine. Such  topics  as  ion  transfer  (iontophoresis), 
halogenated  vegetable  oils  for  bronchography  and 
the  problem  of  lipid  pneumonia  and  the  sympatho- 
mimetic amines  as  epinephrine  substitutes  are  dis- 
cussed. The  nomenclature  reports  deal  for  the  most 
part  with  the  Council’s  adoption  of  nonproprietary 
designations  for  comparatively  new  products  such 
as  diethvlstilbestrol,  menadione  and  sulfadiazine. 
Explanations  are  given  for  the  omission  at  this  time 
of  products  which  have  previously  been  included  in 
New  and  Nonofficial  Remedies.  In  most  cases  the 
N.  N.  R.  description  is  included  in  the  report  as  a 
matter  of  record.  The  volume  also  includes  the  re- 
ports rejecting  various  products — which  have  either 
been  submitted  by  the  manufacturer  or  considered 
on  the  Council’s  own  initiative — and  which  have 
been  found  not  acceptable  for  inclusion  in  New  and 
Nonofficial  Remedies.  Also  incorporated  is  a brief 
summary  of  the  decisions  arrived  at  by  the  Council 
at  its  latest  meeting. 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 
President-elect — Mrs.  A.  L.  Miller 
Kimball.  Nebr. 

First  Vice-President — Mrs.  Herbert  Davis 


Second  Vice-President — Mrs.  Charles  Arnold 

2480  Lake,  Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln.  Nebr. 

Treasurer — Mrs.  K.  F.  McDermott 


112  South  Elmwood  Road,  Omaha,  Nebr.  518  South  Clay,  Grand  Island,  Nebr. 

Historian — Mrs.  Floyd  Rogers 
3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Chas.  P.  Baker  is  State  Chair- 
man for  the  Bulletin. 


The  Woman’s  Auxiliary  to  the  Adams 
County  Medical  Association  met  at  the  home 
of  Mrs.  0.  A.  Kostal,  Wednesday  evening, 
January  6th,  in  Hastings. 

The  president,  Mrs.  C.  E.  Abbott,  presided 
at  the  business  meeting.  A discussion  was 
held  concerning  a new  meeting  place.  For 
several  years  the  Auxiliary  has  met  with  the 
Medical  Association  for  dinner  at  the  State 
Hospital  at  Ingleside.  For  reasons  due  to 
the  war,  these  dinners  have  been  discon- 
tinued, and  the  Auxiliary  discussed  plans  for 
joint  meetings  and  pot  luck  dinners  with  the 
Medical  Association  at  the  homes  of  various 
members. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary met  Tuesday,  January  12th,  for  a one 
o’clock  luncheon  at  the  home  of  Mrs.  Robert 
D.  Sehrock.  The  president,  Mrs.  Glenn 
Whitcomb,  presided. 

Lt.  Kathleen  Lee  of  the  W.  A.  A.  C.  was 
the  guest  speaker  and  told  about  that  organ- 
ization’s work. 

This  year  the  Women’s  Auxiliary  of  the 
Omaha  Douglas  County  Medical  Society  (of 
the  American  Medical  Association),  has  as- 
sumed added  responsibility;  first,  to  help 
maintain  the  health  of  this  community;  sec- 
ond, to  promote  health  education;  third,  to 
support  the  medical  profession  which  is  over- 
taxed by  the  shortage  of  doctors  and  nurses 
in  the  present  war  crisis. 

Since  assuming  office  in  June,  Mrs.  Glen 
Whitcomb,  president  of  this  organization, 
has  been  engaged  in  working  with  the  Na- 
tional Organization  on  promoting  the  “Health 
for  Victory’’  program.  Realizing  that  there 
must  be  no  lowering  of  the  standards  of 
health  education  during  this  war,  every- 
where in  the  United  States  groups  of  Medical 
Auxiliary  members  are  eagerly  trying  to 
measure  up  to  the  demands  of  a war  time 
schedule.  They  beleive  that  one  of  the  great 
dangers  of  war  to  our  people  is  disease,  both 
physical  and  mental,  on  the  home  front. 


The  policy  of  this  group  in  the  past  was  to 
organize  benefit  parties  to  raise  funds  for 
their  activities.  That  method  has  been  elim- 
inated and  carefully  planned  meetings  are 
held  at  the  homes  of  members  close  to  car 
and  bus  lines.  An  informal  fifty  cent  lunch- 
eon is  served  with  a program  and  open  discus- 
sion with  special  emphasis  on  the  study  of 
Home  Nursing,  Rationing,  Nutritional  Guid- 
ance, Medical  Legislation,  Red  Cross  Work, 
Civil  Defense,  Promotion  of  War  Bonds,  and 
other  subjects  of  interest  to  the  Auxiliary. 
At  the  meeting  on  Tuesday,  Lt.  Kathleen  Lee 
will  speak  on  the  WAAC  work  of  her  or- 
ganization. 

In  the  newly  organized  “Doctor’s  Aide 
Corps”  of  Atlanta,  Georgia,  the  membership 
is  limited  to  the  local  Medical  Auxiliary  and 
to  the  wives  of  the  doctors  in  service.  Uni- 
forms have  been  adopted  by  this  group  but 
the  Nebraska  group  has  not  considered  this 
necessary  as  yet. 

The  Auxiliary  has  adopted  a National 
Service  Membership  for  wives  of  men  in  the 
Service  with  cancellation  of  dues  for  the  dur- 
ation. Although  about  25%  of  the  husbands 
of  the  members  have  gone  to  war  there  is  a 
marked  increase  in  memberships  and  great 
increase  in  interest  in  all  the  activities  for 
the  members  feel  as  Donald  Nelson  does: 
“Only  healthy  workers  can  have  what  it 
takes — vigor,  staying  power,  and  the  will  to 
win.” 


EXECUTIVE  BOARD 
President — Mrs.  Glen  Whitcomb. 

Honorary  President — Mrs.  Warren  Thompson. 
Past  President — Mrs.  L.  A.  DeLanney. 
President  Elect — Mrs.  Howard  Morrison. 
Secretary — Mrs.  G.  Alexander  Young,  Jr. 
Treasurer — Mrs.  Maurice  Grier, 

Vice  President — Mrs.  Oliver  Nickum. 
Committees: 

Courtesy — Mrs.  W.  H.  Taylor. 

Publicity — Mrs.  Frank  Conlin. 

Program — Mrs.  Chester  Thompson. 
Membership — Mrs.  Olin  Cameron. 

Auditor — Mrs.  E.  E.  Simmons, 

Mrs.  Chas.  Frandsen. 
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Public  relations — Mrs.  J.  A.  Borghoff. 
Directors: 

Mrs.  J.  Harry  Murphy. 

Mrs.  E.  M.  Walsh. 

Mrs.  Charles  Baker. 

Mrs.  A.  D.  Cloyd. 

Dr.  Maurice  Howard. 

Dr.  John  Hyde. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Medical  Officers  of  the  Army  Air  Base  at 
Alliance  furnished  the  program  for  the  regular 
meeting  of  the  staff  of  the  St.  Joseph’s  Hospital  at 
that  place  for  their  meeting  in  December. 

The  following  program  was  given: 

“The  Cyclotron  and  Its  Medical  Application,” 
Major  James  S.  Rich,  Commanding  Officer  of  Medi- 
cal Unit. 

“Medical  Officers  and  the  Army,”  Cpt.  Herbert 
Greenhood. 

“Brief  Discussion  of  Blood  Plasma.” 

“New  Treatment  for  Cancer  of  the  Prostate,”  Lt. 
Harold  J.  Walder. 

“History  of  the  Orr-Trueta  Treatment  of  Com- 
pound Fractures,”  Cpt.  Paul  Knepper. 

There  were  eleven  Medical  Officers  who  attended 
the  meeting. 

The  local  physicians  appreciate  very  much  the  co- 
operative spirit  shown  by  the  Army  Officers  and 
trust  that  their  relations  will  continue  as  friendly. 

The  personnel  of  the  Hospital  Staff  and  the  Box 
Butte  County  Medical  Society  are  exactly  the  same, 
hence  these  meetings  are  held  under  the  name  of 
the  staff. 


The  Five  County  Medical  Society  met  at  Wayne 
December  24,  1942.  45  doctors  attended.  This  was 
a joint  meeting  with  the  Six-County  Medical  Society. 
The  following  officers  were  elected: 

President— Dr.  R.  P.  Carroll  of  Laurel. 

Vice  President — Dr.  Blume  of  South  Sioux  City. 
Sec’y-Treas. — Dr.  James  Bradley  of  Pender. 

The  scientific  session  was  as  follows: 

Fractures  of  the  Upper  Extremities,  by  Dr.  A.  F. 
O’Donaghue. 

Scurvy  in  Children,  by  Dr.  R.  H.  McBride. 

Both  speakers  are  from  Sioux  City,  Iowa. 


The  Adams  County  Medical  Society  held  its  regu- 
lar monthly  meeting  on  the  evening  of  January  6, 
1943,  8 p.  m.,  at  the  Mary  Lanning  Hospital,  Hast- 
ings, Nebraska. 

President  E.  J.  Latta  presided. 

Minutes  of  the  December  meeting  were  read  and 
approved  as  read. 

The  speaker  of  the  evening  was  Dr.  L.  J.  De- 
Backer  of  Hastings,  Nebraska.  His  subject  was 
“Obstruction  of  the  Bowel.”  He  discussed  the  vari- 
ous types  of  obstruction,  their  etiology,  symptoms 
and  treatment.  Discussions  were  given  by  Drs. 
Smith,  Powell  and  Feese. 

Meeting  was  adjourned  at  9:30  p.  m. 


DEATHS 

KILLED  IN  ACTION 

Dr.  Harry  Bayliss  Stokes,  Omaha.  Dr.  Stokes 
was  bom  in  England  in  1904.  Came  to  America  as  a 
youth.  Attended  Medical  College,  University  of 
Michigan  whence  he  graduated  in  1929.  Following 
a residency  in  Otolaryngology  at  Bellevue  Hospital 
in  New  York  City  he  located  in  Tucson,  Arizona. 


He  came  to  Omaha  in  1936  to  become  associated 
with  Dr.  Harold  Gifford  and  a brother,  William 
Stokes.  He  was  commissioned  Major  in  the  United 
States  Army  in  June,  1942.  He  was  stationed  for  a 
short  time  at  Fitzsimmons  General  Hospital  in  Den- 
ver, when  he  left  for  duty  overseas. 


Dr.  Otis  R.  Platt,  North  Platte.  Bom  in  Johnson 
County,  Nebraska  in  1891.  Graduated  from  Lyola 
University  Medical  College  in  1916.  Served  as 
First  Lieutenant  in  the  First  World  War,  stationed 
at  Fort  Oglethorpe,  Georgia.  Following  his  return 
to  civilian  life  he  became  associated  with  Dr.  Joseph 
Boyes  at  Hebron  and  remained  there  until  1921 
when  he  located  in  North  Platte.  He  was  always 
active  in  professional  and  civic  affairs,  serving  in 
many  capacities  in  his  local  county  and  state  so- 
cieties. For  several  years  he  was  a member  of  the 
Council  of  the  Nebraska  State  Medical  Association. 
Death  came  while  in  a hospital  in  Lincoln,  Decem- 
ber 19,  1942.  Survivors  are  the  widow,  a son,  Dr. 
John  Henry  of  California,  and  Otis  B.,  on  active 
duty  in  the  Army. 


Dr.  Richard  Smith,  Omaha.  Bom  in  1887.  Grad- 
uated from  Creighton  University  School  of  Medicine 
in  1915.  For  nine  years  he  served  as  surgeon  to  the 
Union  Pacific  Coal  Co.  at  Hannah,  Wyoming.  He 
located  in  Omaha  in  1924  where  he  remained  in  ac- 
tive practice  until  his  death  December  18,  1942,  from 
cerebral  hemorrhage.  Surviving  are  his  wife,  and 
two  daughters,  and  a brother,  Dr.  Clinto  H.  Smith 
of  Big  Spring,  Nebr. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Proffitt,  Jonas  A.,  Hastings 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng,  O.  L.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Gass,  Chas.  C.,  Kearney 
Raasch,  Frank,  Kearney 
BURT  COUNTY 

Crellen,  Henry  G.,  Lyons 
Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Drasky,  Stanley,  Linwood 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N„  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CEDAR  COUNTY 

Gibson,  Paul,  Laurel 
Hay,  Wm.,  Laurel 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Collison,  R.  L,  Sidney 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L.  L,  West  Point 
CUSTER  COUNTY 

Blair,  Jas.  B.,  Broken  Bow 
DAWES  COUNTY 

Chamberlain,  C.  L.,  Chadron 
De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Harvey,  Bernard,  Gothenburg 
Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
Witham,  Roy  G.,  Chappell 
DODGE  COUNTY 

Borgmeyer,  Henry  J.,  Dodge 
Merrick,  A.  J.,  Fremont 
Merselis,  Harold  K.,  North  Bend 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alder,  Verne,  Int. 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Ayers,  Le  Roy  J. 

Azorin,  Louis  A. 

Bach,  Stanley  M.,  Int. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bohnen,  Loren  C.,  Int. 

Bowers,  Warren  F. 

Brazer,  John  C. 

Brown,  James  Matthew 
Burns,  B.  C. 

Carle,  Donald  Edgar 
Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Coder,  Harold  Eastman 
Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 


As  of  January  15,  1943 

Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 
Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Dillworth,  Warren  Miller 
Dingman,  Cecil  Walker 
Eagle,  Frank  Lewis 
Erman,  Eugene  D. 

Everitt,  Neill  J. 

Estill,  Robt.  Reeve 
Faier,  Samuel  Z. 

Fair,  Geo.  Kenneth 
Fairchild,  John,  Int. 

Fenton,  Bryan  C.  T. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Finlayson,  Alister  I. 

Finley,  Robt.  Herbert 
Fogarty,  Chas.  James 
Freed,  Albert  E. 

Freymann,  J.  J. 

Garcia,  Hector  P.,  Int. 
Gatewood,  John  W. 

Gore,  Arthur,  Int. 

Greco,  Anthony  S.,  Int. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gridley,  L.  J.,  Int. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hankins,  Chas.  Robt. 

Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hoekstra.  Clarence  S.,  Int. 
Holden.  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jenkins,  Paul  Hamilton 
Jensen,  Marshall  Nelson 
Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg.  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Lempka,  Arnold,  Int. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Linsman.  Jos.  Francis 
Longo,  Chas.  A.,  Int. 

Longo,  Jos.  A. 

Loudon,  Jas.  De  Loss 
Lovgren,  Robt.  Ellsworth 
Luscombe,  Harold  Bradley 
Mackenbrock,  F.  C. 

Maloney,  W.  Robt.,  Int. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin.  Chas.  W. 

Meehan,  John  William 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Mossman,  Frank  D. 

Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
Niemeyer.  Arnold  Carl 
O’Brien,  Donald  J. 

Oppen,  Ralph  L. 

Osheroff,  Hyman  R. 

Osheroff,  Wm. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peck,  W.  R.,  Int. 


Perleman,  Harry,  Int. 

Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorsnek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Reeh,  Merrill  John 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Scott,  Nathaniel  C.,  Int. 

Segard,  Edwin  Serenson 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Shook,  Chas.  Francis 
Steinberg,  M.  M. 

Sternhill,  Bernard,  Int. 

Stokes,  Harry  B. 

Strand,  Clarence  Johnson 
Sydow,  Henry  A. 

Taber,  John  Henry 
Tanous,  Edward  M. 

Thompson,  Ralph  Matthew 
Threadgell,  Frank  Wilson 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Trobough,  Geo.  Eugene 
Turner,  Jas.  H. 

Victor,  Samuel  A. 

Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Williams,  Russell  Irenus 
Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Ximenes,  Edward,  Int. 

Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  EXeter 
Tucker,  John  G_,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
Mousel,  Lloyd,  Cambridge 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Strough,  La  Vern  C.,  Beatrice 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 

Chamberlain,  R.  M.,  Wolbach 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Long,  Robert  S.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown.  Kenneth  W.,  Stratton 
HOLT  COUNTY 

Biglin,  Robert  F.,  O’Neill 
Dailey,  Arthur  E,,  Emmett 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Brott,  Clarence  Raymond,  Jansen 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E;,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
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KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Easley,  John 
Perciot,  C.  P. 

Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Katz,  Harry 
Lenhoff,  Henry  J. 

Lotman,  Harry  Alfred 
Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Olson,  Edgar  L 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E E. 

Rider,  Larry  D, 

Rogers,  Earl  Elvin 
Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Spradling,  Richard  Lee 
Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  P. 

Underwood,  G.  R. 


Whitham,  R.  H. 

Wood,  M.  A. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
White,  Chas.  Marvin,  Sutherland 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Butterworth,  Nelson  St.  C.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
Slaughter,  Earl  C.,  Norfolk 
Slaughter,  Guy  Peter,  Norfolk 
Slaughter,  John  C.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

NANCE  COUNTY 

Purvis,  Donald  F.,  Fullerton 

OTOE  COUNTY 

Campbell,  G.  -C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
McCool,  S.  A.,  Pawnee  City 

PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 


POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 

RED  WILLOW  COUNTY 
Deffer,  Philip  A.,  Indianola 
Leininger,  E.  F.,  McCook 
Morgan,  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Crook,  Robert,  Falls  City 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Winter,  Robt.  Carl,  Western 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Lauvetz,  Frank  E.,  Wahoo 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 

SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushvllle 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N..  Ord 
Wise,  Ernest  Earl,  Ord 

WEBSTER  COUNTY 
Devers,  Wm.  E. 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Snyder,  Stuart  S.,  York 
Warner,  Geo.  M.,  Gresham 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  Information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  Julian  E.  Jacobs  is  chief  of  the  orthopedic 
section  in  the  65th  General  Hospital,  now  stationed 
at  Fort  Bragg,  N.  C.  His  family  is  in  Seward,  for 
the  duration.  The  Captain  is  a graduate  of  Nebras- 
ka, 1935. 

Major  F.  C.  Mackenhrock,  a Creighton  graduate 
is  serving  with  the  48th  Surgical  Division,  some- 
where overseas.  He  writes  a most  interesting  ac- 
count of  his  experiences  in  medical  and  surgical  ex- 
periences. 

Lt.  Com.  J.  G.  Neff,  a native  of  Sterling,  was  re- 
ported lost  in  action  on  Guadalcanal,  in  December. 

Capt.  Chester  A.  Barta  is  stationed  at  Camp 
Bowie,  Tex. 

Lieut.  Paul  Charleton  is  with  Army  Air  Corps 
Medical  Unit,  stationed  at  Bradley  Field,  near  Hart- 
ford, Conn. 

Dr.  Robert  E.  Karrer  is  on  duty  with  the  Coast 
Guard,  in  Seattle. 

Capt.  George  W.  Pugsley  of  Bayard,  was  report- 
ed wounded  in  action  while  on  duty  in  the  Solomon 
Islands. 

Capt.  J.  R.  Loudon  of  Lincoln,  is  serving  with  the 
Northwestern  Unit  at  Fort  Benjamin  Harrison,  In- 
dianapolis. 

Capt.  J.  Wm.  Hervert  is  stationed  in  Portland, 
Ore.  He  is  serving  with  the  Army  Air  Base. 


Major  Juul  C.  Nielsen  of  Ingleside,  is  stationed 
at  Fort  Riley,  Kansas. 

Lt.  K.  F.  McDermott  of  Grand  Island  is  in  the 
Navy  stationed  at  Camp  Farragut,  Idaho. 

Among  physicians  who  recently  joined  the  Armed 
Forces  are  A.  M.  Wood  and  O.  V.  Calhoun.  Their 
rank  and  location  are  not  given. 

Major  D.  W.  Kingsley  of  Hastings  is  with  the 
Army  Air  Base  at  Tucson,  Ariz. 

Capt.  C.  H.  Hansen  of  Omaha  was  recently  trans- 
ferred from  Fort  Leonard  Wood  to  Harmon  Gen- 
eral Hospital,  Longview,  Tex. 

Capt.  D.  A.  Dowell  of  Omaha  entered  the  Service 
January  9.  He  is  at  Carlyle  Barracks  in  Pennsyl- 
vania. 


The  following  interesting  item  is  reprinted 
through  the  courtesy  of  the  Lincoln  State  Journal 
of  December  31,  1942: 

Bremerton,  Wash. — I am  glad  to  send  greetings 
and  a little  news  from  the  Royals.  Of  course  you 
realize  that  the  most  interesting  part  of  life  in  the 
northwest  is  considered  a military  secret. 

Called  from  reserve  duty  to  active  duty  Jan.  8, 
1942,  we  doctors  of  Specialists  Unit  No.  59  were 
ordered  to  Bremerton,  Wash.,  which  is  18  miles  by 
ferry  from  Seattle  and  is  reported  to  be  the  largest 
town  in  the  United  States  without  rail  connections. 
Just  at  present  I am  medical  director  of  the  labor 
board. 

We  enjoy  the  company  of  the  Dr.  L.  V.  Gibson 
and  Dr.  John  C.  Peterson  families  as  our  neighbors. 
Dr.  Allen  Campbell  is  now  at  Pearl  Harbor,  Dr.  Fred 
(Continued  on  page  xvi) 
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These  two  types  of  karo  differ 
only  in  flavor.  In  chemical  com- 
position they  are  practically 
identical.  Their  caloric  values 
are  the  same. 

If  your  patients  find  grocers 
temporarily  out  of  one  type,  the 
same  amount  of  the  other  may 
be  prescribed. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  873  of 
the  total  quantity  of  milk  used  in  the  formula — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place  • New  York,  N.  Y. 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

(Continued  from  page  64) 

Ferciot,  at  Norman,  Okla.;  Dr.  Bill  Ferguson  and 
Dr.  Dick  Garlinghouse  are  both  at  sea.  Dr.  Morton 
and  his  family  came  to  visit  us  before  he  reported 
for  duty  at  Coeur  d’  Alene,  Idaho. 

DR.  PAUL  ROYAL 

Lt.  Comdr.  U.  S.  N.  R. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


The  village  of  Pickford  is  without  a doctor. 

Also  on  the  sick  list  recently  was  Dr.  W.  H.  Betz 
of  Bellevue. 

Dr.  A.  C.  Pruner  of  Omaha  has  been  ill  for  the 
past  three  months. 

Falling  on  an  icy  incline  while  on  a call  near 
Shubert,  Dr.  W.  E.  Shook  suffered  a fractured  hip. 

Dr.  R.  S.  Wycoff  addressed  the  Lexington  Wom- 
an’s Club  early  in  January.  The  subject:  Public 
Health. 

Dr.  J.  R.  Dwyer,  Omaha,  visited  his  daughter  and 
newly  born  granddaughter  in  Bronxville,  New  York, 
in  December. 

Dr.  L.  W.  Elwood  recently  resigned  from  the 
Sandhill  region  medical  service  plan  has  located  in 
Grand  Island. 

Dr.  Fred  Kolouch  of  Schuyer  has  accepted  an  ap- 
pointment in  the  Department  of  Surgery  in  the  Uni- 
versity of  Minnesota  Medical  School. 

Dr.  E.  E.  Clark  of  Ashland  has  taken  over  the 
office  of  Dr.  O.  V.  Calhoun  of  Lincoln.  Dr.  Cal- 
houn is  on  active  duty  in  the  U.  S.  Navy. 


Seek  Physician  Volunteers  for  Service  in 
Industry  and  Overpopulated  Areas 

A request  by  the  directing  board  of  the  Procure- 
ment and  Assignment  Service  for  physicians  over 
the  age  of  45  to  volunteer  for  service  either  in  in- 
dustry or  in  overpopulated  areas  is  published  in  The 
Journal  of  the  American  Medical  Association  for 
December  26.  The  request  follows: 

“The  directing  board  of  the  Procurement  and  As- 
signment Service  for  Physicians,  Dentists  and  Vet- 
erinarians wishes  immediately  the  name  of  any  doc- 
tor who  is  willing  to  be  dislocated  for  service,  either 
in  industry  or  in  overpopulated  areas,  and  who  has 
not  been  declared  essential  to  his  present  locality. 
This  is  necessary  if  the  medical  profession  is  to  be 
able  to  meet  these  needs  adequately  and  promptly. 
Any  physician  over  the  age  of  45  who  w’ishes  to 
participate  in  the  war  effort  in  this  way  should 
send  in  his  name  immediately  to  the  state  chairman 
for  the  Procurement  and  Assignment  Service  in  his 
state.” 


“Color  blindness  is  a congenital  defect  and  in  the 
true  sense  of  the  term  is  never  acquired,”  The  Jour- 
nal of  the  American  Medical  Association  for  No- 
vember 28  says  in  answer  to  an  inquiry.  “Extrane- 
ous conditions  . . . have  no  influence  on  the  color 
perception,  which  may  vary  from  complete  absence 
of  color  recognition  to  mere  inability  to  differentiate 
various  shades.  There  is  no  known  correction  for 
this  condition  despite  the  claims  of  some  optom- 
etrists.” 
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EDITORIAL 


NO  ANNUAL  ASSEMBLY  IN  1943 

In  accordance  with  the  recommendations  of 
the  Council  of  the  Nebraska  State  Medical 
Association  the  Program  Committee  voted 
recently  to  omit  the  scientific  sessions  this 
spring.  It  was  the  opinion  of  most  of  the 
members  of  the  Council  at  the  Midwinter 
meeting  that  in  view  of  conditions  in  general 
and  particularly  with  gasoline  and  tire  ra- 
tioning, the  probabilities  for  a successful  an- 
nual session  were  remote.  Also  the  uncer- 
tainty on  the  part  of  the  technical  exhibitors 
in  obtaining  material  and  personnel  for  the 
exhibits  led  to  the  advisability  for  postpone- 
ment of  the  regular  sessions. 

The  House  of  Delegates  will  meet  in  Lin- 
coln on  Tuesday,  May  4,  1943.  Dr.  Adams, 
our  Secretary-Treasurer,  would  like  to  call 
to  the  attention  of  the  members  that  anyone 
interested  may  attend  the  meeting  of  the 
House  of  Delegates. 


READ  THE  MINUTES  OF  THE  MID- 
WINTER COUNCIL  SESSION 

Too  many  members  of  our  Association  pay 
insufficient  attention  to  the  reports  of  the 
deliberations  of  the  policy-forming  bodies  of 
the  organization.  Motions  and  resolutions 
passed  by  the  Council  and  recommended  to 
the  House  of  Delegates  for  adoption  should 
be  evaluated  by  the  entire  membership  inas- 
much as  every  individual  physician  is  ex- 
pected to  cooperate  in  carrying  out  the 
policies  outlined  by  these  representative 
groups. 

Let  no  one  think  that  the  Council  bases 
its  recommendations  on  perfunctory  accept- 
ance or  rejection  of  a problem.  It  is  to  the 


great  credit  of  these  men  that  regardless  of 
weight  and  significance  each  item  is  care- 
fully analyzed  and  the  final  vote  in  every 
instance  represents  the  opinion  molded  from 
sincere  consideration.  The  Council,  con- 
trary to  impression  of  some  few  sceptics,  is 
a serious  body  which  attaches  responsibility 
to  its  functions. 

The  last  session  was  held  January  17.  The 
day  was  Sunday,  and  one  of  the  coldest  days 
of  the  year.  The  highways  were  slippery 
and  in  some  areas  clogged  by  snowdrifts. 
Yet,  every  Councillor  was  there  with  the  one 
exception,  Dr.  Shook  of  Shubert,  who  was 
in  the  hospital  with  a broken  hip,  and 
who  sent  regrets  for  his  inability  to  attend. 
The  meeting  started  at  two  o’clock  in  the 
afternoon  and  closed  at  10  in  the  evening. 

The  minutes  are  on  page  88.  The  reports 
of  the  various  committees  will  appear  in  the 
next  issue  of  the  Journal.  You  owe  it  to  the 
Council  and  to  yourself  to  read  the  report. 
If  you  have  any  remarks  to  make  about  the 
proceedings  or  the  recommendations,  your 
Councillor  will  be  pleased  to  hear  them.  Your 
delegate,  too,  would  appreciate  your  reac- 
tions. He  will  be  asked  to  vote  on  these 
recommendations  next  spring. 

The  Nebraska  State  Medical  Association  is 
YOUR  organization.  Know  what  is  going 
on.  READ  THE  MINUTES. 


AN  IMPORTANT  MESSAGE 

The  work  of  Procurement  and  Assignment 
Service  is  steadily  going  forward.  That  it 
has  accomplished  the  results  for  which  it 
was  organized  is  a proven  fact  in  the  nine 
states  of  the  7th  Service  Command.  At  a 
recent  meeting  in  Omaha  of  all  state  medical 
and  dental  chairmen,  and  the  Corps  Area 
Committee,  called  by  Dr.  Roy  W.  Fouts, 
Chairman  of  this  Service  Command,  tasks 
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for  1943  were  discussed.  The  two  responsi- 
bilities of  Procurement  and  Assignment 
Service,  that  of  supplying  additional  physi- 
cians for  the  armed  forces  and  to  see  that 
the  civilian  population  received  adequate 
medical  care  were  the  main  topics  stressed. 

Dr.  Harold  Diehl,  representing  the  Central 
Directing  Board  of  Procurement  and  Assign- 
ment Service,  Washington,  D.  C.,  who  was 
present  at  this  meeting,  presented  a program 
for  the  recruitment  of  physicians  and  den- 
tists to  be  handled  through  Procurement 
and  Assignment  Service  in  lieu  of  the  Medi- 
cal Recruiting  Boards  which  had  been  with- 
drawn in  September,  1942.  This  leaves  the 
two  professions  with  the  privilege  of  apprais- 
ing their  own  groups ; it  calls  for  the  closest 
cooperation  on  the  part  of  each  one  if  this 
privilege  is  to  be  maintained.  Nebraska’s 
quota  for  1943  is  approximately  123  physi- 
cians for  the  armed  forces.  The  problem  of 
supplying  critical  civilian  areas  with  medical 
care  must  be  met.  Willingness  to  be  re- 
located on  the  part  of  those  physicians  who 
have  passed  the  age  limit  or  are  physically 
disqualified  from  active  duty  in  the  armed 
forces,  is  a necessity  if  our  program  is  to  be 
successfully  carried  out.  Our  task  is  some- 
what lightened  by  the  issuance  of  a bulletin 
by  National  Headquarters  for  Selective 
Service  System,  including  doctors,  dentists 
and  veterinarians,  recommending  to  local 
boards  that  they  cooperate  with  Procure- 
ment and  Assignment  Service  in  their  classi- 
fication of  doctors  for  military  and  civilian 
service. 


THE  AGEING  HEART 

“Grow  old  along  with  me, 

The  best  is  yet  to  be, 

The  last  of  life,  for  which  the 
first  was  made.” 

Thus,  the  poet  Browning  defines  the  ob- 
jectives of  modern  gerontology.  The  wider 
scope  of  gerontology — the  science  of  ageing 
— rather  than  geriatrics, — the  care  of  the 
aged,  seems  a more  laudable  objective.  The 
ideal  of  making  the  latter  years  of  life  pro- 
ductive and  useful  to  the  community  and 
to  humanity  as  well  as  to  the  individual  con- 
cerned, should  be  the  goal  of  this  phase  of 
medical  care.  The  years  of  wisdom,  based 
on  judgment  and  experience,  should  add 
much  to  spiritual  experience  to  lift  humanity 
out  of  its  present  muck. 

Medical  care,  simply  to  perpetuate  the 
senile  doddering  individual  offers  little  to 
anyone,  especially  the  individual,  or  to  the 
relatives  bent  on  “keeping  him  or  her 


around”  to  appease  their  emotional  desires. 

We  justly  feel  proud  of  increasing  the 
span  of  life  from  forty  years  in  1900  to  sixty- 
two  in  1940.  An  analysis  of  these  figures 
shows  that  the  gain  after  50  years  is  only  9 
months.  Diseases  of  the  circulatory  system 
account  for  three  or  four  times  as  many 
deaths  after  50  years  of  age  as  all  other 
causes  combined.  Of  this  group  diseases  of 
the  heart  account  for  over  two-thirds  of  the 
deaths. 

Diseases  of  the  coronary  arteries  with  few 
exceptions,  are  the  cause  of  heart  disease 
after  50  years  of  age.  Arteriosclerosis  being 
the  chief  factor,  either  as  a primary  disease 
or  associated  with  hypertension. 

This  field  of  medical  investigation  remains 
virgin  soil.  No  important  contributions  have 
yet  been  made  as  to  etiology,  treatment  or 
management. 

Progress  undoubtedly  will  come  through 
the  efforts  of  individuals  for  the  benefit  of 
their  own  personal  health.  The  seeds  of  this 
knowledge  will  have  to  be  planted  by  the 
pediatrists.  Aggressive  health  education  will 
have  to  be  instilled  in  the  grade  schools. 
Perhaps  this  will  be  more  concerned  with  hu- 
man motives  than  medical  facts. 

Human  temperament  and  its  responses 
are  more  dependent  on  environment  and  cir- 
cumstances than  on  knowledge  of  what  is 
beneficial  or  detrimental  to  health.  Habits, 
such  as  smoking,  may  have  some  influence 
but  are  probably  more  a reflection  of  mental 
states.  However,  freedom  from  fears,  as  has 
previously  been  frequently  expressed  in 
Utopias,  probably  will  be  a long  time  aborn- 
ing or  miscarry  entirely.  Peace  of  mind 
which  has  long  been  advocated  to  avoid  de- 
generative diseases  of  the  heart  probably 
will  continue  to  be  interrupted  by  periods  of 
tension. 

The  advances  in  the  science  of  nutrition 
offers  the  most  apparent  possibilities  both 
for  the  treatment  of  diseases  of  the  aged  in- 
cluding the  diseases  of  the  heart.  Good  food 
habits  of  a life  time  may  also  be  expected  to 
improve  the  years  of  senescence. 

From  evidence  now  available  or  likely  to 
become  accessible,  it  seems  that  health 
progress  will  require,  sustained,  persistent 
early  guidance  and  later  in  life  individual  ef- 
fort to  improve  or  advance  the  allotted  three 
score  and  ten  years. 

FREDERICK  W.  NIEHAUS, 
Chairman  of  Committee  on 
Cardiovascular  Disease. 
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’SMessagdj from 
Your  ‘ Presidents 

A BIT  OF  HISTORY 

The  last  seven  or  eight  years  have  seen 
many  changes  in  the  activities  and  adminis- 
tration of  the  Nebraska  State  Medical  As- 
sociation. The  upheaval  in  the  social  and 
economic  structure  of  the  country  has  affect- 
ed every  phase  of  endeavor  including  the 
medical  profession. 

Prior  to  the  fall  of  1935,  all  the  business 
of  the  Association  was  carried  on  through 
the  office  of  the  Secretary-Treasurer  on  a 
part  time  basis,  and  it  was  becoming  more 
and  more  apparent  that  this  setup  was  in- 
adequate to  handle  the  increased  demands  on 
the  Association. 

At  the  Annual  Assembly  in  May,  1935, 
the  Board  of  Councilors  voted  to  establish 
the  office  of  Executive  Secretary  and  this 
action  was  approved  by  the  House  of  Dele- 
gates. In  September,  1935,  a special  com- 
mittee appointed  by  the  Council  employed 
Mr.  M.  C.  Smith,  Curtis,  Nebraska,  as  Execu- 
tive Secretary,  to  start  work  on  October  1, 
1935.  The  office  was  established  at  Curtis, 
and  the  first  year  was  devoted  to  organiza- 
tion work.  Two  new  county  societies  were 
organized,  three  which  had  been  defunct 
were  revived,  new  charters  were  issued  to 


component  societies,  and  the  membership 
increased. 

The  value  of  this  office  having  been  estab- 
lished, Dr.  Roy  W.  Fouts  in  his  Presidential 
Address  May  11,  1937,  recommended  that  the 
Constitution  and  By-Laws  be  revised  and 
modernized.  A committee  was  appointed  and 
the  revised  By-Laws  were  adopted  by  the 
House  of  Delegates  April  26,  1938,  followed 
by  adoption  of  the  revised  Constitution  May 
4,  1939. 

The  revised  Constitution  and  By-Laws 
provided  for  a Board  of  Trustees  with  spe- 
cific duties,  and  for  the  establishment  of  a 
headquarters  office  in  Lincoln,  the  Capital 
City.  This  central  office  was  opened  August 
1,  1938,  at  its  present  address  416  Federal 
Securities  Building.  Thus  was  provided  a 
more  efficient  organization;  a place  for  the 
Board  of  Trustees  to  transact  the  business 
of  the  Association;  it  combined  the  offices 
of  the  Secretary-Treasurer  and  the  Executive 
Secretary,  and  also  provided  a meeting  place 
for  other  committee  meetings.  Its  location 
in  close  contact  to  the  State  Capitol  central- 
ized the  activities  for  the  physicians  over  the 
state  as  well  as  the  public  whose  health  is 
our  particular  concern. 

The  Executive  Secretary,  Merrill  C.  Smith, 
a former  newspaper  publisher,  after  taking 
this  office  proceeded  to  make  a study  of 
medical  problems,  regarding  organization, 
public  relations,  legislative  matters  and  par- 
ticularly to  strengthening  our  A s s o- 
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ciation.  At  the  present  time  he  is  considered 
one  of  the  best  informed  Executive  Secre- 
taries of  the  state  associations. 

Some  of  the  developments  of  the  Central 
Office  should  be  of  interest: 

1.  Accurate  and  detailed  membership  rec- 
ords. 

2.  Active  aid  in  the  T.  B.  survey  in  1936 
and  with  other  educational  programs. 

3.  Inauguration  of  the  newspaper  column 
“Medical  Facts.”  (Now  taken  over  by  the 
State  Department  of  Health). 

4.  Charters  of  all  county  societies 
brought  up  to  date. 

5.  Legislative  activities,  especially  check- 
ing of  all  proposed  legislation  adverse  to  the 
public  health. 

6.  Aid  in  the  revision  of  the  Medical 
Practice  Act. 

7.  Aid  in  obtaining  the  Malpractice  In- 
surance now  in  operation. 

8.  Investigating  group  life  insurance  for 
the  members. 

9.  Bulletins  to  the  secretaries  and  mem- 
bers. 

10.  Work  on  the  revision  of  the  Compen- 
sation Fee  Schedule  (now  available). 

11.  Detail  office  work  of  Procurement 
and  Assignment. 

12.  Helping  with  details  of  the  State 
Meetings.  (Taking  over  the  exhibits  which 
now  pay  for  the  meeting  and  show  a profit, 
where  formerly  the  meeting  cost  the  Asso- 
ciation six  or  seven  hundred  dollars  per 
year) . 

13.  As  business  manager  of  the  Journal 
increased  advertising  until  it  now  pays  its 
way.  (Formerly  showed  a deficit). 

14.  Membership  in  the  Association  has 
increased  to  approximately  80%  of  the  eligi- 
ble membership.  (The  national  average  is 
about  66%). 

Visit  your  Headquarters  Office  when  in 
Lincoln. 

D.  D.  KING,  M.  D., 

President  Nebraska  State 
Medical  Association. 


If  you  have  any  questions  concerning 
Procurement  and  Assignment  Service,  write 
your  State  Chairman,  Dr.  A.  A.  Conrad,  416 
Federal  Securities  Bldg.,  Lincoln,  or  Dr.  Roy 
W.  Fouts,  Chairman,  7th  Service  Command 
Committee,  218  Medical  Arts  Bldg.,  Omaha, 
Nebr. 


IMPROVEMENT  IN  MORTALITY 
STATISTICS 

That  progress  has  been  made  during  the 
past  twenty-five  years  in  medicine  and  in 
public  health  is  shown  by  mortality  statis- 
tics. The  experience  of  the  Metropolitan  Life 
Insurance  Company,*  which  closely  parallels 
the  vital  statistics  of  the  country  at  large, 
shows  some  interesting  data. 

Deaths  from  tuberculosis  are  today  about 
one-fifth  of  those  twenty-five  years  ago. 
Measles,  scarlet  fever,  whooping  cough,  diph- 
theria. the  diarrheas  and  enteritis  have  been 
virtually  eliminated  as  causes  of  death  to- 
day. Interesting  in  this  connection  are  the 
vital  statistics  for  1939  in  regard  to  whoop- 
ing cough,  measles  and  diphtheria.  In  that 
year  there  were  3,026  deaths  in  the  country 
attributed  to  whooping  cough,  1,174  to 
measles  and  1,993  to  diphtheria.  While  not 
nearly  as  serious  causes  of  death  in  com- 
parison with  twenty-five  years  ago,  the  state- 
ment that  these  three  diseases  have  been 
virtually  eliminated  as  causes  of  death  should 
be  somewhat  modified. 

The  mortality  of  syphilis  is  today  about 
half  of  that  twenty-five  years  ago.  That 
from  pneumonia  has  been  at  least  halved. 
Maternal  deaths  today  are  also  about  half 
the  figure  of  twenty-five  years  ago. 

The  reduction  in  fatalities  due  to  industry 
has  been  outstanding  during  this  period.  By 
contrast  the  fatalities  due  to  automobile  ac- 
cidents have  greatly  increased.  This  perhaps 
is  not  surprising  when  we  consider  that  in 
1917  there  were  only  five  million  automobiles 
on  the  roads  compared  with  thirty-three  mil- 
lion before  gas  and  tire  rationing  came  into 
effect.  Rationing  and  a thirty-five-mile 
speed  limit  should  have  a favorable  effect  on 
this  figure. 

♦Bulletin  of  the  Metropolitan  Life  Insurance  Company,  23:1, 
March,  1942. 


“The  exact  mode  of  inheritance  of  allergy 
has  been  in  dispute  for  years,”  The  Journal 
of  the  American  Medical  Association  for  Feb- 
ruary 13  says  in  answer  to  an  inquiry.  “All 
investigators,  however,  agree  that  no  single 
allergic  disease  is  transmitted  as  such.  That 
which  is  transmitted  is  the  predisposition  to 
allergic  conditions — the  tendency  to  become 
hypersensitive.  The  actual  appearance  of 
hypersensitivity  depends  mainly  on  environ- 
mental factors.” 


Have  you  paid  your  dues?  If  not,  please 
forward  you  check  to  your  local  secretary  im- 
mediately. 


The  Senile  Heart* 

LUCIEN  STARK,  M.  D. 
Norfolk,  Nebraska 


A pity  it  is  that  we  have  not  devised  some 
name  more  descriptive  of  the  condition  which 
we  are  now  to  consider.  The  use  of  the  term 
would  imply  that  the  heart  becomes  senile 
without  that  senility  affecting  other  organs 
and  parts  of  the  body.  That  may  happen  but 
it  is  more  apt  not  to,  as,  to  my  mind,  senility 
is  a general  degenerative  lesion  rather  than 
a lesion  affecting  one  organ  alone.  In  gen- 
eral, we  can  say  that  a heart  becomes  senile 
right  along  with  the  degenerative  processes 
taking  place  in  the  body  because  of  senescing 
or  ageing  processes.  This  process  of  ageing 
can  be  physiological  alone  or  pathological 
alone,  or  can  be  a combination  of  the  physio- 
logical and  pathological.  In  1928,  Warthin 
wrote  an  excellent  book  on  Old  Age,  and  in 
this  book  he  made  the  following  observa- 
tions : “The  senescent  process  is  potent  from 
the  very  beginning;  involution  is  a biologic 
entity  equally  important  with  evolution  . . . 
its  processes  are  as  physiologic  as  are  those 
of  growth  ...  It  is  there,  inherent  in  the 
germ  plasm  and  no  slur  or  stigma  of  path- 
ology should  be  cast  upon  this  process  . . . 
Senescence  is  due,  primarily,  to  the  gradual- 
ly weakening  energy  set  in  action  the  mo- 
ment of  fertilization.”  This  reasoning  would 
cause  us  to  believe  that  senescence  is  a physi- 
ological degeneration  almost  without  excep- 
tion. 

In  the  same  year,  Tilney  wrote  an  article 
on  the  ageing  of  the  human  brain  wherein  he 
said:  “No  evidence  thus  far  adduced  is  suf- 
ficient to  convince  us  that  there  is  such  a 
thing  as  a strictly  old  brain.  The  brain  in 
aged  people  may  present  certain  morbid 
changes ; but  these  are,  in  their  turn,  incident 
to  many  pathological  assaults  upon  the  tis- 
sues sustained  during  life  which,  in  some  in- 
dividuals more  and  in  others  less,  are  in  all 
alike  the  consequence  of  infections,  intoxica- 
tions or  other  morbid  influences  . . . All  this 
is  a strong  argument  in  favor  of  the  theory 
which  held  old  age  in  the  brain,  as  in  other 
organs,  to  be  the  result  of  life’s  successive 
and  accumulative  intoxications.”  At  another 
point  in  this  same  article  he  states : “Accord- 
ing to  this  view,  old  age  has  a pathological 
background.  It  arises  from  definite  condi- 
tions which  may  be  combated  or  corrected.” 

*Read  in  the  Organization  Meeting  of  the  American  Geriatrics 
Society  meeting  with  the  American  Medical  Association.  June 
11th,  1942,  at  Atlantic  City,  New  Jersey. 

This  paper  also  appeared  in  the  August,  1942  issue  of  South- 
ern Medicine  and  Surgery. 


We  have  our  choice  of  the  two  well  worked- 
out  theories.  I believe  they  are  both  right, 
and  that  we  have  not  only  physiological  age- 
ing and  pathological  ageing  in  an  individual, 
but  a combination  of  the  two. 

We  can  say  that  a senile  heart  can  be  pro- 
duced by  damage  to  the  heart  muscle  itself, 
to  the  blood  supply  to  that  muscle,  and  to  a 
lesser  extent  damage  to  the  endocardial  tis- 
sues lining  the  auricles  and  ventricles  of  the 
heart  and  from  which,  principally,  the  valves 
are  derived.  We  can  have  combinations  of 
any  two  of  these,  or  any  one  of  them  can 
start  the  senescing  process  and  the  terminal 
pathology  be  found  in  any  other  of  these 
tissues. 

On  the  blood-vessel  side,  probably  the  most 
potent  factor  in  the  production  of  a senile 
heart  is  arteriosclerosis.  I am  not  going  to 
open  up  the  age-old  discussion  as  to  the 
causes  of  arteriosclerosis ; it  is  a very  contro- 
versial subject  and,  for  our  purpose,  it  makes 
little  if  any  difference  what  brought  it  about; 
if  it  is  present,  that  is  enough. 

This  condition  can  also  be  brought  about 
by  any  proliferative  process  taking  place 
within  the  lumen  of  the  blood-vessels  of  the 
heart  so  that  the  lumen  is  narrowed  to  the 
point  where  circulation  and  nutrition  in  that 
vessel  and  the  region  supplied  by  it  are  im- 
paired. This  can  and  does  take  place  in 
arteriosclerosis,  in  cardiovascular  syphilis 
and  in  a few  other  conditions  where  a prolif- 
erative process  takes  place  in  the  intima  of 
the  nutrient  cardiac  vessels. 

Still  another  blood-vessel  condition  which 
can  and  does  contribute  to,  and  even  cause 
the  production  of,  a senile  heart  is  atheroma 
of  the  blood-vessels  brought  about  by  a bac- 
teremia. This  comes  about  by  the  bactere- 
mia being  responsible  for  the  formation  of 
numberless  small  abscesses  in  the  intima  of 
the  cardiac  vessels.  These  abscesses  are  so 
small  as  to  cause  no  symptoms  while  they 
are  in  existence  or  when  they  rupture.  Fol- 
lowing their  rupture,  there  is  left  in  the  wall 
of  the  vessel  a small  indurated  area  project- 
ing into  the  lumen  of  the  blood-vessel  and 
this  area  invites  the  deposit  of  the  mineral 
elements  of  the  blood  stream  so  that  the  ves- 
sels are  stiffened  and  their  lumen  narrowed, 
impairing  the  distribution  and  the  volume  of 
blood  to  the  areas  so  afflicted. 
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Hypertensive  heart  disease,  however  it 
originates,  is  still  another  cause  of  senile 
heart  disease.  The  high  pressure  continuing 
over  a long  period  of  time  destroys  the  con- 
tractility of  the  arteries,  thus  seriously  im- 
pairing their  ability  to  transport  nourish- 
ment to  the  areas  that  they  supply  and  ex- 
tending a standing  invitation  to  coronary  em- 
bolism. 

Coronary  embolism,  while  it  involves  the 
nutrient  vessels  of  the  heart  itself,  plays  its 
part  in  the  production  of  the  senile  heart. 
The  senility  produced  by  this  condition  had 
best  be  discussed  under  reasons  for  senility 
because  of  conditions  in  the  heart  muscle  it- 
self. If  the  patient  does  not  die  during  the 
attack  of  coronary  embolism,  the  pathologi- 
cal changes  which  contribute  to  the  develop- 
ment of  a senile  heart  are  more  of  muscle 
than  of  arteries. 

We  can  now  take  up  the  reasons  for  the 
production  of  a senile  heart  wherein  the  de- 
terioration is  principally  of  the  muscle.  We 
can  start  with  hypertrophy  developing  over 
a long  period  of  time,  with,  from  time  to 
time,  attacks  of  acute  dilatation.  This  con- 
dition occurs  most  frequently  in  hyperten- 
sive heart  disease  regardless  of  the  reason 
for  the  hypertension.  Hearts  hypertrophy 
from  excessive  work  just  as  does  any  other 
muscle.  Just  before  hypertrophy  begins 
there  is  a dilatation.  At  the  time  of  the 
dilatation,  the  fibres  of  the  heart  muscle 
were  stretched  to  what  was,  at  that  time, 
their  greatest  possible  length.  This  de- 
creased the  heart’s  capacity  for  work;  but, 
with  the  fibres  extended  their  full  limit,  the 
beginning  hypertrophy  increased  the  reserve 
power  of  the  heart  and  with  it  came  the 
power  to  maintain  the  circulation  even  in  the 
face  of  the  increased  demand  for  power 
brought  about  by  the  hypertension.  This 
condition  continued  over  a long  period  of  time 
with  an  ever-increasing  demand  for  cardiac 
power  until  the  elasticity  of  the  fibres  was 
exhausted.  There  was  no  opportunity  for 
further  hypertrophy  and  a terminal  dilata- 
tion started  which  brought  about  what  we 
call  senility  of  the  heart  muscle,  based  entire- 
ly on  a muscular  background. 

The  infections  have  their  effect  on  the 
heart  muscle  just  as  they  do  on  any  other 
muscle.  These  effects  can  come  through  the 
endocardial  infections,  the  pancardial  inflam- 
mations or  from  pericardial  infections  and  in- 
flammations. The  most  frequent  cause  of 
these  conditions  is  rheumatic  heart  disease. 


In  rheumatic  hearts  that  come  to  postmor- 
tem, you  will  find  edematous  areas  in  the 
muscle  itself  and  many  times  some  lipid, 
probably  cholesterol,  separating  the  fibres 
and  within  the  fibres  themselves.  When 
syphilis  attacks  the  heart  muscle  the  attack 
usually  folows  on  syphilitic  involvement  of 
the  elastic  and  muscular  coats  of  the  aorta. 
It  destroys  the  muscle,  and  with  its  repair 
comes  scarring,  which  goes  a long  way  to- 
ward the  development  of  senility  of  the 
heart. 

As  the  coronary  vessels  are  the  nutrient 
vessels  of  the  heart,  anything  in  any  way  im- 
pairing their  efficiency  has  an  injurious  ef- 
fect on  the  heart  muscle  itself.  If  it  is  a 
progressive  occlusion,  the  nutrition  to  the 
muscle  is  impaired  slowly  and  a gradual  de- 
generation takes  place.  If  the  impairment 
is  due  to  an  embolus,  ischemia  of  the  muscle 
beyond  the  point  of  lodgement  of  the  em- 
bolus is  produced  and  degeneration  begins, 
which  leads  to  sloughing  in  that  area,  and,  in 
favorable  cases,  to  physiological  repair  of  the 
area  and  scarring.  After  many  attacks  of 
this  kind  the  heart  becomes  senile  because 
of  this  scarring  and  in  that  way  the  residual 
morbid  anatomy  lies  in  the  muscle  itself. 
This  could  be  called  a traumatic  origin  of 
senile  heart;  but,  as  this  residual  pathology 
is  all  in  the  muscle,  we  will  let  it  remain  un- 
der the  muscular  head. 

Metabolic  disorders  can  be  and  are  respon- 
sible for  the  production  of  many  senile  hearts 
— hyper-  or  hypothyroidism,  hyper-  or  hypo- 
adrenalism,  hyper-  or  hypopituitarism,  and 
hyper-  or  hypoglycemias.  Either  an  over,  or 
an  under,  activity  of  the  thyroid,  adrenals  or 
pituitary  brings  about  an  exhaustion  of  the 
heart  muscle,  and  in  the  process  of  repair 
lies  our  damaging  factor.  Exhausted  muscle 
does  not  easily  rehabilitate  and  again  we  en- 
counter muscle  edema  and  scarring  in  the 
heart  muscle.  Hyperglycemia  is  very  apt  to 
produce  a partial  occlusion  in  the  terminal 
arterioles  impairing  the  nutrition  of  the  mus- 
cle in  that  area.  It  limits  the  volume  of 
blood  and  its  ability  to  circulate.  In  a state 
of  hypoglycemia  a diminished  amount  of 
sugar  is  delivered  to  the  heart  muscle  so  that 
there  is  insufficient  food  for  the  muscle. 
Heart  muscle  is  nourished  by  sugar  derived 
from  stored  glycogen  just  as  are  the  other 
muscles  of  the  body. 

Among  the  agencies  which  can  produce  a 
senile  heart,  and  which  have  not  had  the  at- 
tention paid  them  that  they  deserve,  are  the 
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blood  dyscrasias.  Anemia  of  any  type  can 
affect  the  nutrition  of  the  heart  muscle  to 
the  point  where  the  onset  of  senility  is  a 
natural  outcome.  The  leucemias,  principally 
of  the  myelogenous  type,  also  have  their 
method  of  bringing  about  a senile  heart.  The 
terrifically  high  white  counts  can  make  it 
relatively  impossible  for  enough  red  cells  to 
get  into  the  smaller  vessels  so  that  the  mus- 
cle can  have  nourishment  so  the  senility 
takes  place  because  of  nutritional  defects. 

The  inordinate  use  of  coffee  and/or  to- 
bacco also  plays  its  part  in  the  production  of 
a senile  heart.  Both  of  these  agents  contract 
blood  vessels  and  if  kept  up  over  a long  time 
a spasm  of  the  muscular  coat  of  the  vessels 
results  and,  by  spasm  of  the  vessels  limiting 
the  amount  of  blood  delivered  to  the  heart, 
contributes  largely  to  the  development  of  a 
senile  heart. 

Improper  diets  and  vitamin  shortages  also 
play  a part  in  the  production  of  a senile 
heart.  In  pellagra  as  well  as  other  vitamin-B 
shortages  we  may  find  the  beri-beri  heart  of 
Levine,  and  these  patients  develop  a senile 
heart  long  before  it  would  have  been  brought 
about  by  nature.  Then,  there  is  another 
group,  principally  women,  who,  wishing  to 
maintain  their  sylph-like  forms,  confine 
themselves  to  some  diet  containing  virtually 
no  carbohydrates.  These  are  the  people  who 
have  repeated  attacks  of  hypoglycemia,  which 
I have  seen  labeled  epilepsy.  They  do  not 
get  enough  carbohydrates  into  themselves  to 
avoid  these  attacks  of  hypoglycemia,  and 
certainly  there  is  not  enough  of  carbohydrate 
intake  to  manufacture  sufficient  glycogen  to 
nourish  their  muscle  structures  and  the 
heart  muscle  suffers  right  along  with  the 
rest. 

The  treatment  of  these  hearts  must  be 
based  on  whether  or  not  the  senility  is  due 
to  causes  physiological,  to  causes  pathologi- 
cal, or  a combination  of  the  two.  Above  all 
things,  do  not  over-treat  them.  Most  of 
these  people  are  more  than  sixty  years  of 
age,  and  you  cannot  expect  to  rebuild  either 
musculature  or  blood  vessels  in  an  individual 
who  has  arrived  at  the  point  where  about  all 
the  surplus  cells  that  he  can  produce  are 
utilized  in  maintaining  his  daily  routine.  A 
plan  for  living  must  be  made  that  shunts 
such  patients  aside  from  much  of  the  stress 
and  strain  of  our  modern  life.  They  must 
be  properly  nourished.  They  must  have  suf- 
ficient rest  and  be  protected  from  both  phys- 
ical and  emotional  shocks.  Those  with  the 


beri-beri  type  must  have  vitamin  B.  Give  it 
in  dosage  large  enough  to  give  the  result  you 
seek.  Don’t  follow  the  recommended  dose 
too  closely.  In  the  hypoglycemics,  insist  on 
enough  carbohydrates  in  their  diets  to  pre- 
vent attacks  of  hypoglycemia  as  well  as  to 
nourish  the  heart  muscle.  Insulin  can  well 
be  given  with  carbohydrates  even  if  no  dia- 
betes exists.  Those  with  high  bood  choles- 
trol  fractions  can  be  treated  with  thyroid  to 
better  metabolize  their  fat  intake  and,  per- 
haps, prevent  the  development  of  an  arteri- 
osclerosis. Diabetes  must  be  adequately 
treated,  best  with  a high-carbohydrate  diet 
and  enough  insulin  to  control  the  sugar  out- 
put. Do  not  permit  these  old  people  to  get 
onto  a high-fat,  low-carbohydrate  diet.  Per- 
haps many  of  them  will  object  to  using  in- 
sulin, but  they  will  be  much  better  when  in- 
sulin is  used.  I know  of  no  better  way  to 
produce  high  concentration  of  cholesterols  in. 
the  blood  than  that  diet  used  in  the  prein- 
sulin days  for  diabetes.  Whatever  amount 
of  insulin  is  necessary  to  control  their  sugar, 
see  that  they  get  it;  and  feed  them  enough 
glucose-producing  food  that  they  may  de- 
velop enough  gylcogen  to  properly  nourish 
their  muscles.  Those  that  have  any  of  the 
anemias  need  to  have  them  treated.  Differ- 
entiate the  type  and  direct  your  treatment 
at  the  type  of  anemia  that  is  present.  These 
patients  will  never  be  in  as  good  condition  as 
they  were  prior  to  the  anemia,  you  cannot 
make  them  better  than  fairly  good,  but  you 
can  do  that.  In  those  with  a leucemia,  again 
differentiate  your  type  of  leucemia  and  treat 
it  accordingly.  X-ray  treatment  gives  a 
great  deal  of  comfort  to  the  leucemic,  and 
these  people  are  entitled  to  all  the  comfort 
that  they  can  get  in  their  declining  years. 
In  those  cases  where  you  might  wish  to  bet- 
ter control  nervous  mechanisms,  do  not  for- 
get that  the  bromides  are  a bit  safer  than 
the  barbiturates.  The  barbiturates  function 
well,  but  the  benzyl  radical  present  in  all  of 
them  can  easily  produce  an  agranulocytosis 
which  in  my  own  experience  with  old  people 
has  invariably  proven  fatal. 

Above  all  things,  locate  the  reason  for  the 
oncoming  or  the  present  senility,  treat  it 
sensibly,  do  not  over-treat ; and  bear  in  mind 
that  your  efforts  are  being  expended  in  try- 
ing to  repair  a very  old,  certainly  badly  worn 
and  perhaps  badly  damaged  piece  of  human 
machinery. 


— BUY  MORE  BONDS  — 


Pain  in  the  Spine,  Thorax,  Shoulders  and  Arms 
Simulating  an  Anginal  Syndrome* 
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The  anginal  syndrome  is  at  times  difficult 
to  identify.  Even  with  careful  analysis  of 
history  and  clinical  features,  and  with  the 
aid  of  the  electrocardiography,  roentgenol- 
ogy, etc.,  recognization  may  be  uncertain. 
The  great  impetus  given  to  the  study  of  an- 
gina pectoris  and  coronary  thrombosis  by 
Herrick’s  classic  description  of  the  latter  in 
1912,  has  resulted  in  its  general  recognition 
by  the  medical  profession  in  general,  and 
even  by  the  public.  At  present  there  is  a 
tendency  to  over  diagnose  diseases  of  the 
coronary  arteries.  With  this  in  mind,  an  at- 
tempt will  be  made  to  call  attention  to  sev- 
eral conditions  which  require  careful  scrutiny 
to  differentiate  them  from  the  anginal  syn- 
drome. Disease  of  abdominal  organs,  lungs 
or  mediastinal  structures  frequently  display 
some  features  which  may  mimic  the  anginal 
pain.  The  scope  of  this  discussion  will  be 
limited  to  pains  originating  from  or  localized 
in  the  spine,  thorax,  shoulders  or  arms  which 
simulate,  complicate  or  are  caused  by  the  an- 
gina pectoris.  The  importance  of  this  is 
easily  apparent.  A painful  shoulder  usually 
eventuates  in  recovery,  while  the  anginal 
syndrome  always  restricts  the  future,  and  is 
a very  important  factor  in  life  expectancy. 

THE  PAINFUL  SHOULDER 

Referred  pains  from  the  muscle  groups  of 
the  shoulder  closely  follow  the  distribution  of 
anginal  pain.  Travell  et  al(1)  recently  showed 
that  the  zones  of  referred  pain  from  the  ser- 
ratus  posterior  superior  and  the  infraspin- 
atus muscles  could  be  easily  confused  with 
it.  All  conditions  comprising,  or  part  of,  the 
“painful  shoulder”  may  likewise  present  a 
perplexing  picture.  The  chief  factors  to  be 
considered  are: 

1.  Fibrositis  of  shoulder  or  neck  region 
which  may  include  chronic  adhesive  subdel- 
toid bursitis,  also  called  periarticular  arth- 
ritis. 

2.  Osteoarthritis  of  shoulder  or  cervico- 
dorsal  spine. 

3.  Subdeltoid  bursitis. 

4.  Rheumatiod  arthritis. 

5.  Brachial  neuralgia. 

•Read  before  the  Omaha  Mid-West  Clinical  Society.  October, 
1942. 
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Fibrositis  of  the  shoulder,  according  to 
Steinbrocker<2),  is  the  most  common  type  of 
painful  shoulder.  This  terminology  is 
scorned  by  some  philologists,  and  its  exist- 
ence doubted  by  some  pathologists.  How- 
ever, it  probably  is  as  suitable  and  descrip- 
tive as  any  term  which  has  yet  been  coined 
to  cover  the  syndrome  of  pain,  originating 
from  structures  or  regions  consisting  of 
muscles,  ligaments  and  tendons.  Of  these 
the  shoulder  is  the  most  complex.  And  its 
manifestations,  its  radiations  and  its  refer- 
ence of  pain  are  likewise  bizarre.  Other 
terms  to  cover  this  syndrome  are : Periarticu- 
lar fibrositis,  periarthritis  of  shoulder,  hu- 
meroscapular  fibrositis,  tendonitis,  frozen 
shoulder,  chronic  adhesive  subdeltoid  bur- 
sitis. This  is  especially  perplexing  since  the 
pain  from  the  shoulder  can  be  referred  both 
peripherally  and  centrally.  Harrison<3>  re- 
cently published  a case  of  myalgia  of  the  left 
shoulder  which  emphasized  the  puzzling  as- 
pects of  this  condition. 


The  chief  differentiating  points  are : 


Location 
Inciting  factor 


Prostation 

Duration 

“Trigger  points’* 

Effect  of  nitro- 
glycerine 


Painful  Shouder  Anginal  Syndrome 
Right  shoulder  more  Left  shoulder  more 
frequently  frequent 

Lying  on  side  : With  bodily  activity 

movement  of  shoul-  Less  frequent  at  rest 
der ; more  often 
at  night 

Absent  Frequently  present 

Long,  continuous  Shorter,  unless  coron- 
ary artery  is  occluded 

Usually  can  be  Absent 

found 


No  relief 


Relieves 


Trigger  points  can  be  frequently  demon- 
strated in  muscles,  from  which  referred  pain 
emanates.  This  is  not  present  in  an  anginal 
syndrome.  With  a myalgia  antedating  the 
angina  the  latter  may  accentuate  these 
painful  points  in  the  former. 

Pain  from  osteoarthritis  and  rheumatoid 
arthritis  are  less  common,  but  follow  the  ra- 
dition  pattern  of  fibrositis. 

Subdeltoid  bursitis  causes  pain  chiefly  lo- 
calized on  top  of  shoulder,  with  local  swell- 
ing and  tenderness. 

Brachial  neuralgia  or  neuritis  causes  a 
widespread  radiation  of  a lancinating  charac- 
ter associated  with  ana-,  para-,  or  hyperes- 
thesia, together  with  trophic  changes. 
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SOURCES  OF  PAIN  IN  THE  SPINE 
AND  THE  THORAX 

1.  Spondylitis  may  produce  puzzling 
symptoms(3).  The  gradual  flexion  of  the 
neck  and  humping  of  the  back  from  arthritic 
bone  changes  and  fibrositis  of  interspinous 
ligaments  together  with  possible  pressure  on 
nerves,  frequently  cause  radiation  of  pain 
forward  into  the  neck,  jaw,  chest  wall,  sub- 
sternal,  and  precordial  regions.  These  mani- 
festations frequently  effect  the  respiratory 
function,  causing  dyspnoea  from  pain,  and  a 
deeper  boring  type  of  ache,  simulating  an 
anginal  syndrone.  These  symptoms  may  be 
present  with  rheumatoid  arthritis  or  osteo- 
arthritis of  cervical  and  dorsal  spine.  The 
former  usually  occurring  in  a younger  age 
group  causes  less  confusion  with  angina  than 
with  the  latter  occurring  in  the  older  age 
group,  at  the  period  of  life  when  the  painful 
cardiac  disorders  occur  more  frequently. 
These  changes  may  involve  only  one  or  more 
spinal  segments.  In  this  case,  the  picture  is 
that  of  an  intercostal  neuralgia  or  radiculitis. 
Single  segments  may  be  involved  due  to  toxic 
agents  or  viruses  as  in  the  case  of  herpes 
zoster.  This  is  puzzling  until  the  true  nature 
is  manifest. 

Painful  spots  are  frequently  present  at 
the  costochondral  junctions,  intercostal 
spaces,  or  due  to  localized  areas  of  hyperes- 
thesia. The  causes  of  these  are  usually  not 
well  identified.  Undoubtedly  many  are  due 
to  sprains  and  minor  injuries  not  attracting 
attention  at  the  time  of  their  occurrence. 
They  are  mentioned  here  because  the  public 
is  now  so  angina  conscious  that  the  writer 
has  on  several  occasions  encountered  consid- 
erable anxiety  by  patients  regarding  such 
instances. 

SHOULDER  AND  CHEST  PAIN  AS  A 

COMPLICATION  OF  ANGINA  PECTORIS 

The  syndrome  of  shoulder  pain  associated 
with  or  caused  by  coronary  artery  occlusion 
or  persistent  angina  pectoris  has  been  re- 
ported by  several  observers.  Howard (4),  in 
1930,  discussed  the  subject  of  cardiac  pain 
and  periarthritis  of  the  shoulder.  Edeiken 
and  Wolferth(5)  reported  fourteen  cases, 
estimating  an  incidence  of  ten  per  cent  of 
this  complication  in  coronary  thrombosis. 
They  reported  no  periarthritis  or  other  evi- 
dence of  disease  of  the  shoulder,  in  any  of 
their  cases.  They  compared  this  pain  to 
causalgia.  In  other  words  the  pain  was  re- 
ferred to  the  nerve  ends  from  a central  in- 
jury to  the  nerve. 


Boas  and  Levy(6>,  1937,  submit  evidence 
that  radiation  and  site  of  anginal  pain  may 
be  determined  by  a pre-existing  vulnerable 
point,  as  in  the  case  of  radiation  of  anginal 
pain  to  an  abscessed  tooth.  This  could  also 
be  a slightly  arthritic  affection  of  the  shoul- 
der. In  other  words,  the  afferent  impulses 
from  the  heart  are  most  evident  in  neurones 
previously  sensitized  by  other  painful  im- 
pulses. They  also  noted  that  if  anginal  pains 
radiate  to  the  right,  the  right  shoulder  be- 
comes effected,  but  if  to  the  left  the  reverse 
occurs.  They  also  make  the  interesting  ob- 
servation that  the  pain  may  travel  centrally 
as  touching  a cold  object  with  the  hand,  or 
the  effort  of  carrying  an  object  in  the  sen- 
sitive hand  may  initiate  an  anginal  episode. 

Ernestene  and  KinelP7),  1940,  reported  a 
persistent  shoulder  pain  in  17  cases  in  a 
series  of  133  consecutive  cases  of  myocardial 
infarction,  or  12%. 

Possible  factors  causing  pain  in  shoulders, 
as  suggested  by  Boas  and  Levy  are : 

1.  Radiation  of  pain  to  a shoulder  al- 
ready the  site  of  a painful  lesion,  resulting  in 
a summation  of  discomfort. 

2.  Afferent  pain  impulses  from  heart 
leading  to  a sensitizaton  of  neurones  of  bra- 
chial plexus. 

Ernestene  and  Kinell  believe  disuse  of 
shoulder  during  convalescence  from  coronary 
thrombosis  together  with  tension,  initiated 
by  anginal  pain  may  be  important  factors. 

Askey(8),  1941,  contributed  further  to  the 
subject  of  painful  shoulder  by  reporting  cases 
also  including  the  hand.  His  description  of 
the  syndrome  is  as  follows : The  precipitating 
cause  is  coronary  occlusion.  Sequence  of 
events  are:  “myocardial  ischemia,  cardiac 
pain,  shoulder  pain  and  later  hand  pain.” 
The  shoulder  pain  is  similar  to  that  usually 
described  for  “the  painful  shoulder,”  followed 
in  days,  or  weeks,  by  pain,  stiffness,  inability 
to  close  the  hand,  then  swelling  of  finger 
joints,  with  skin  tense  and  glassy.  Later 
some  cases  terminate  in  thickening  of  the 
palmer  aponeurosis  at  the  metacarpo-phalan- 
geal  j unction  of  middle  and  ring  finger,  form- 
ing a contracture  of  the  overlying  skin.  In 
Askey’s  22  cases  the  pain  was  localized  in  the 
left  shoulder  and  hand  in  ten  cases,  in  the 
right  side  in  11  cases,  and  both  sides  in  one 
case.  Fourteen  cases  had  no  pre-existing 
trouble. 

The  painful  shoulder  following,  or  aggra- 


74 


SIMULATING  AN  ANGINAL  SYNDROME:  NIEHAUS 


Nebr.  S.  M.  Jour. 
March,  1943 


vated  by  a coronary  occlusion,  is  an  estab- 
lished clinical  entity.  This  may  persist  for  a 
long  period  up  to  several  years.  Misinter- 
pretation of  the  syndrome  may  lead  to  un- 
warranted restrictions,  misdirected  therapy, 
and  the  erroneous  inference  that  serious 
heart  disease  still  exists. 

CONCLUSION 

1.  The  painful  shoulder  and  various  le- 
sions of  the  chest  wall  and  spine  produce  a 
symptomalogy  simulating  an  anginal  syn- 
drome. 

2.  Diagnosis  is  important  on  account  of 
the  fact  that  the  prognosis  and  the  therapy 
of  the  two  conditions  are  very  different. 

3.  The  syndrome  following  coronary  ar- 
tery disease  must  be  carefully  analyzed  to 
determine  which  factors  are  due  to  heart 
disease  and  which  are  due  to  the  somatic 
factors  in  order  to  manage  the  condition 
properly. 
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IN  THIS  ISSUE 


IN  accordance  with  the  arrangements  of 
the  committee  on  cardiovascular  diseases  of 
the  Nebraska  State  Medical  Association,  this 
month’s  issue  is  devoted  to  a discussion  of 
the  physiology  and  pathology  of  the  age- 
ing heart. 

THE  first  in  this  symposium  is  a paper 
by  Dr.  Lucien  Stark  of  Norfolk,  President 
of  the  American  Geriatric  Society.  This 
paper  was  read  at  the  organization  of  this 
Society  in  Atlantic  City  in  joint  session  with 
the  American  Medical  Association.  The  pa- 
per is  on  page 69 

A discussion  on  pain  resembling  the 
anginal  syndrome  may  serve  to  evaluate  clin- 
ical features  in  connection  with  the  diagnosis 
of  cardiac  pain.  Dr.  Niehaus’  paper  is  on 
page  . 72 

A most  enlightening  discussion  on  the 
physiology  and  pathology  of  the  heart  pa- 
tient fifty  years  of  age  is  submitted  by  Dr. 
Chas.  Frandsen  of  Omaha,  an  office  asso- 
ciate of  Dr.  Niehaus,  and  a member  of  the 
medical  faculty  of  the  University  of  Nebras- 
ka College  of  Medicine,  on  page.. 75 


BLOOD  pressure  and  the  ageing  heart  are 
obviously  related.  The  mechanism  of  this 
relationship  is  ably  discussed  by  Dr.  Ches- 
ter Thompson,  Assistant  Professor  of  Medi- 
cine at  the  University  of  Nebraska  College 
of  Medicine,  on  page . 78 

A lucid  summary  of  the  factors  influencing 
heart  ageing  is  published  by  Dr.  Edmond  M. 
Walsh,  Assistant  Professor  of  Medicine, 
Creighton  University  School  of  Medicine, 
on  page 81 

THE  last  two  papers  are  not  directly  as- 
sociated with  concepts  of  the  ageing  heart; 
they  are,  nevertheless,  important  medical 
problems  to  be  reckoned  with  in  the  matter 
of  longevity.  The  treatment  of  gonorrhea 
in  the  male  is  discussed  by  Dr.  R.  A.  Frary, 
Director  of  the  Division  of  Venereal  Disease 
Control  in  our  State  Health  Department. 
This  paper  is  on  page .84 

EACH  month  the  Journal  will  endeavor  to 
publish  an  important  abstract  from  the  lit- 
erature on  some  phase  of  tuberculosis.  This 
month  the  problem  of  extra-familial  contacts 
is  submitted  on  page. 99 


The  Factors  Which  Become  Evident  on  Influencing 
the  Heart  After  50  Years  of  Age 

CHARLES  FRANDSEN,  M.  D. 

Omaha,  Nebraska 


In  individuals  over  fifty  years  of  age, 
heart  disease  is  by  far  the  most  common 
cause  of  death.  According  to  Boas(1),  in  the 
age  group  of  fifty  to  fifty-nine  years,  40% 
of  the  deaths  are  due  to  heart  disease;  in 
those  between  sixty  and  sixty-nine,  52% ; 
60%  of  deaths  between  seventy  and  seventy- 
nine  years  of  age,  and  66%  between  eighty 
and  eighty-nine  years  result  from  heart  dis- 
ease. 

The  conditions  usually  responsible  for  dis- 
ease of  the  heart  in  older  people  are  arteri- 
osclerosis, hypertension,  syphilis,  rheumatic 
valvular  disease,  and  hyperthyroidism,  in 
about  the  order  named.  Arteriosclerosis  or 
atherosclerosis  is  the  dominant  factor  in 
heart  disease  in  persons  over  fifty. 

Next  in  importance  is  probably  myocardial 
failure  caused  by  hypertension ; atherosclero- 
sis may  or  may  not  be  present  in  the  hyper- 
tensive heart. 

Syphilis (2),  in  the  form  of  syphilitic  aorti- 
tis is  responsible  for  about  ten  per  cent  of 
the  cardiac  deaths  that  occur  after  the  age 
of  fifty.  Due  to  aortitis,  there  may  be  a 
widening  of  the  aortic  opening,  and  with  it 
thickening  and  contraction  of  the  cusps, 
causing  aortic  insufficiency.  Likewise,  be- 
cause of  the  aortitis,  there  may  be  a narrow- 
ing in  the  opening  of  the  coronary  arteries, 
and  therefore  a decrease  in  the  blood  flow  in- 
to the  coronaries,  which  may  result  in  the 
anginal  svndrome.  With  progressive  dis- 
tention of  the  aortic  wall  and  repair  by  fi- 
brous tissue,  the  wall  may  thin  out  to  form 
an  aneurysm.  Death  is  due  to  aortic  insuf- 
ficiency or  rupture  of  an  aneurysm. 

Rheumatic  fever  usually  attacks  persons 
under  twenty  years  of  age.  However,  the 
initial  rheumatic  involvement  of  the  heart 
may  occur  after  fifty  years  of  age.  A cer- 
tain percentage  of  those  who  contract  rheu- 
matic valvular  disease  in  youth  live  to  be 
fifty,  and  after  that  age  may  have  the  usual 
symptoms  and  signs  of  a heart  failing  from 
incompetent  valves. 

The  first  sign  of  the  hyperthyroid  heart 
is  usually  tachycardia.  In  the  patient  past 
fifty,  this  is  very  often  followed  by  auricular 
fibrillation,  and  unless  effective  measures 
are  taken,  will  end  fatally. 


Evidence  points  to  the  conclusion  that  ar- 
teriosclerosis is  not  a degenerative  process 
of  old  age  but  a disease  in  itself.  It  is  limit- 
ed to  chronic  non-infectious  lesions  of  ar- 
teries(3);  therefore,  conditions  of  nervous 
origin  in  which  there  is  arterial  spasm  are 
excluded,  as  are  also  the  chronic  infectious 
conditions. 

Three  types  of  arteriolosclerosis  are  usual- 
ly described  — “Monckeberg’s  Sclerosis,” 
Arteriolosclerosis,  and  Atherosclerosis. 
Monckeberg’s  Sclerosis,  in  which  the  media 
is  usually  the  site  of  maximum  involvement, 
is  the  cause  of  the  tortuous  ring  type  of  ar- 
teriolosclerosis sometimes  found  in  the  ex- 
tremities. Quite  often  it  co-exists  with  ath- 
erosclerosis. Arteriolosclerosis  is  associated 
with  hypertension ; changes  are  found  in  the 
small  arteries  of  the  kidneys,  pancreas  and 
other  organs. 

Atherosclerosis  is  primarily  an  involve- 
ment of  the  intima,  and  it  belongs  to  that 
group  of  diseases  which  are  due  to  excessive 
ingestion  and  inadequate  metabolism  of  food 
substances.  Atherosclerotic (4)  changes  occur 
in  both  the  aorta  and  the  coronaries,  and 
there  is  a certain  correlation  in  the  degree  of 
involvement  in  the  aorta  and  the  coronary 
arteries.  Patients  with  normal  aortas  tend 
to  have  intact  coronaries. 

Arteriosclerotic  heart  disease  then  means 
involvement  of  either  the  aorta  or  the  cor- 
onaries or  both.  Aortic  involvement  is  usual- 
ly not  of  great  significance ; a sclerotic 
process  with  calcification  just  above  the 
valves  (5>  may  result  in  aortic  stenosis.  Due 
to  the  same  process,  there  may  be  a narrow- 
ing of  the  openings  into  the  coronaries,  and 
thereby  a reduced  flow  of  blood  into  the 
myocardium.  Coronary  involvement  is  of 
supreme  importance. 

The  theory  that  excess  cholesterol  is  the 
cause  of  atherosclerosis  has  been  expounded 
by  a number  of  authors,  and  through  ani- 
mal experimentation  by  Leary(3>  and  others, 
has  been  given  a sound  foundation. 

The  blood  supply  to  the  intima  is  from  the 
plasma  within  the  vessel.  Cholesterol  esters 
from  the  plasma  are  taken  up  by  phagocytic 
cells  in  the  subendothelial  layer.  These  be- 
come the  lipoid  cells. 
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Certain  organs  and  tissues  within  the 
body  contain  visible  cholesterol  (polariscope) . 
When  found  elsewhere,  it  is  in  excess.  Ex- 
cess cholesterol  is  an  irritant.  It  is  ordinarily 
removed  from  the  lipoid  cells  by  other  cells 
having  the  character  of  fibrobasts.  In 
atherosclerosis  the  lipoid  cells  remain  for  a 
longer  time,  and  the  cholesterol  stimulates 
the  growth  of  connective  tissue.  As  the  in- 
dividual ages,  the  power  to  remove  excess 
cholesterol  decreases,  as  does  the  reaction  of 
tissues  to  excess  cholesterol.  Consequently, 
in  the  old  age  groups,  there  are  collections  of 
lipoid  cells  without  enough  connective  tissue 
support. 

The  type  of  atherosclerosis<6)  varies  with 
age.  In  the  young,  this  cholesterol  stimul- 
lates  the  growth  of  loose  connective  tissue ; 
as  this  growth  continues  the  lumen  of  the 
coronaries  become  narrower.  The  intimal 
layer  is  thickened  and  is  well  vascularized, 
but  because  of  the  thickened,  roughened  in- 
tima,  and  perhaps  because  of  ruptured  cap- 
illaries in  the  intima,  thrombosis  occurs.  In 
the  young  age  group,  atherosclerotic  lesions 
may  be  limited  to  the  proximal  two  or  three 
cm.  of  the  left  coronary  artery  and  its  de- 
scending branch.  The  left  coronary  turns 
almost  at  right  angle  near  its  site  of  emer- 
gence and  the  circumflex  is  given  off  at  a 
right  angle.  The  excessive  stress  caused  by 
this  may  account  for  the  frequent  lesions  in 
this  area. 

In  the  old  age  group,  the  tissues  do  not  re- 
act to  cholesterol  stimulation  as  they  do  in 
the  young.  The  lipoid  cells  accumulate  with- 
out enough  connective  tissue  support  or 
nourishment;  because  of  this,  the  center  of 
these  accumulations  undergo  necrosis  and 
may  rupture  into  the  artery  to  produce 
thrombosis.  As  the  individual  ages,  lesions 
of  the  right  coronary  artery  become  as  fre- 
quent as  those  of  the  left  coronary. 

The  middle  age  group  partakes  of  some 
of  the  characteristics  of  both  the  young  and 
old  age  patterns.  Fatal  thrombosis  is  not  as 
common  as  it  is  in  the  younger  group.  Cal- 
cification and  narrowing  of  the  vessel  lumen 
is  common.  As  the  individual  enters  and 
passes  middle  life,  non-fatal  vascular  acci- 
dents become  proportionately  more  frequent. 

Another  factor  in  the  decrease  of  the  im- 
mediate fatalities  in  the  older  age  groups  is 
the  increase  of  the  blood  supply  to  the  heart 
with  age.  During  infancy  there  is  a relative 
equality  in  the  thickness  of  the  muscles  of 
the  right  and  left  ventricles,  but  as  the  child 


becomes  active,  the  muscles  of  the  left  ven- 
tricle develop  more  than  those  of  the  right 
ventricle.  To  supply  this  increased  muscula- 
ture, there  has  to  be  an  increased  blood  flow ; 
consequently,  while  there  is  equal  distribu- 
tion of  blood  supply  to  the  right  and  left 
heart  in  an  infant,  as  the  individual  becomes 
older,  there  is  an  increase  in  the  vascularity 
of  the  left  side  of  the  heart.  While  the  child 
has  straight  coronaries  and  lack  of  anas- 
tomosis, as  the  individual  becomes  older,  the 
arteries  become  tortuous  and  anastomotic 
channels  develop.  In  old  age,  there  is  a 
marked  increase  in  the  vascularity  of  the 
heart  due  to  an  increase  in  the  anastomotic 
channels. 

To  recapitulate,  the  site  of  the  thrombosis, 
plus  poor  collateral  circulation  makes  a 
thrombosis  in  the  young  age  group  a more 
serious  condition  than  a thrombosis  in  the 
older  age  groups.  In  middle  age  and  after, 
an  occlusion  is  more  likely  to  occur  in  a 
smaller  branch  of  the  coronaries.  Athero- 
sclerotic involvement  is  more  frequent  in  the 
old  age  groups,  but  because  of  increased  vas- 
cularity, myocardial  infarction  does  not  al- 
ways take  place  following  occlusion. 

In  atherosclerosis,  the  blood  supply  may 
be  adequate  for  ordinary  activities,  but  when 
the  narrowing  of  the  arteries  progresses  so 
far  that  the  coronary  circulation  is  inade- 
quate to  meet  the  demands  of  the  heart  mus- 
culature, during  periods  of  increased  work, 
the  anginal  syndrome  results.  If  there  is 
marked  atherosclerosis  of  the  coronaries, 
even  without  actual  vessel  occlusion,  there 
must  be  a decrease  in  the  blood  supply  to  the 
myocradium.  The  myocardium,  as  does 
muscle  elsewhere,  undergoes  necrosis  if  it  is 
not  properly  nourished.  This  heart  muscle 
is  then  replaced  by  connective  tissue  which 
may  finally  lead  to  congestive  failure. 

Thrombosis  of  a larger  branch  of  either 
of  the  coronary  arteries  will  cause  infarc- 
tion of  the  myocardium,  unless  the  collateral 
circulation  is  sufficient  to  supply  the  nutri- 
tional demands  of  the  myocardium.  The  in- 
farcted  area  undergoes  necrosis  with<7)  liqui- 
faction  and  absorption.  Healing  takes  place 
by  invasion  of  connective  tissues  and  scar 
formation ; healing  with  a firm  scar  may  be 
complete.  The  heart  may  rupture  during  the 
stage  of  necrosis.  The  scar  tissue  may 
stretch  and  form  an  aneurysm.  Congestive 
heart  failure  may  follow,  due  to  decrease  in 
the  contractile  power  of  the  heart,  and  weak- 
ening of  the  heart  walls. 
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A temporary  ischemia  of  the  cardiac  mus- 
culature gives  rise  to  the  syndrome,  angina 
pectoris.  If  this  ischemia  is  prolonged,  a 
myocardial  infarction  follows.  Angina  pec- 
toris seldom  occurs  under  forty  years  of  age. 
The  underlying  cause  of  the  ischemic  condi- 
tion causing  angina  pectoris  is  atheroscler- 
osis; the  maximum  blood  supply  originally 
available  has  been  reduced  either  by  occlu- 
sions, or  by  the  narrowing  of  the  lumen (8>, 
and  when  some  unusual  exercise  or  emotion 
causes  an  additional  demand  for  blood  which 
is  inaccessible,  ischemia,  or  anoxemia,  and 
pain  result. 

Myocardial  infarction  in  an  individual  past 
fifty  years  is  usually  the  result  of  a coronary 
thrombosis  of  the  type  previously  described 
as  the  old  age  type.  The  type  reactions  how- 
ever are  not  constant,  and  occasionally  a 
man  in  the  older  age  grouping  will  have  a 
thrombosis  resembling  that  found  in  the 
younger  age  grouping.  Atherosclerosis  is 
probably  always  an  etiological  factor  in  myo- 
cardial infarction.  Coronary  thrombosis  is 
usually  the  active  cause.  Any  condition  that 
causes  a prolonged  ischemia  of  the  heart 
musculature  will  cause  infarction. 

Neurogenic,  toxic,  infectious,  or  endocrine 
agencies  may  stimulate  a medial  arterial 
spasm;  if  vessels  already  injured  by  athero- 
sclerosis are  subjected  to  such  a spasm  the 
blood  supply  m?y  be  insufficient,  and  infarc- 
tion result  without  thrombosis  or  complete 
vessel  occlusion.  Prolonged  insufficiency  of 
the  blood  supply  due  to  exercise  and  similar 
causes,  in  arteries  already  injured,  may  also 
cause  infarction. 

An  agonizing  constricting  substernal  pain 
is  nearly  always  present  in  myocardial  in- 
farction. This  pain  may  radiate  into  both 
shoulders  and  down  into  the  arms.  It  does 
not  disappear  rapidly  when  the  patient  rests, 
but  will  last  several  hours ; it  is  not  relieved 
by  nitrites.  In  the  more  severe  cases  symp- 
toms of  shock  and  collapse  may  be  present. 
Nausea  and  vomiting  usually  attend  the  at- 
tack. The  pulse  is  rapid  and  stringy;  pallor 


and  cold  sweats  are  noted.  A few  cases 
have  very  little  or  no  pain ; the  symptoms  of 
shock  and  collapse  may  be  the  only  ones 
present.  Fever  is  usually  present  during  the 
first  days.  Leucocytosis  and  an  increased 
sedimentation  rate  are  found.  The  heart  is 
usually  rapid,  often  irregular;  pericardial 
friction  rubs  may  be  heard.  From  electro- 
cardiographic tracings  information  can  be 
obtained  as  to  the  position  of  the  infarct; 
and  tracings,  taken  from  time  to  time,  will 
record  the  changes,  which  are  taking  place 
in  the  myocardium. 

A sudden  severe  crushing  pain  and  collapse 
occuring  when  the  heart  is  put  under  no 
extra  stress,  that  is,  during  sleep,  rest,  or 
while  the  patient  is  under  no  particular  bur- 
den, would  justify  the  diagnosis  of  myocar- 
dial infarction  due  to  coronary  thrombosis. 

To  summarize,  the  incidence  of  athero- 
sclerosis increases  with  age,  but  due  to  the 
increase  in  vascularity  in  the  older  age 
groups,  thrombosis  is  not  as  likely  to  be  im- 
mediately fatal  as  it  is  in  the  younger 
groups. 

Pain  is  caused  by  ischemia  of  the  heart 
muscle ; if  the  ischemia  is  of  short  duration, 
there  is  no  rapid  complete  destruction  of 
tissue.  The  result  is  the  anginal  syndrome. 
If  the  ischemia  is  of  longer  duration,  it  is 
usually  due  to  coronary  thrombosis,  and  the 
result  is  a frank  infarction. 
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Blood  Pressure  as  Seen  in  the  Ageing  Individual, 
and  Its  Influence  on  the  Ageing  Heart 

CHESTER  Q.  THOMPSON,  M.  D. 


Clinical  experience  and  statistical  reports 
from  insurance  companies,  together  with  the 
results  of  numerous  special  investigations, 
leave  no  doubt  but  that  the  status  of  the 
blood  pressure  is  of  vital  importance  from 
the  standpoints  of  diagnosis  and  especially 
prognosis.  This  is  true  for  all  ages,  but  ap- 
plies particularly  to  those  past  fifty  years 
of  age.  Vital  statistics  reveal  that  heart 
disease  is  the  leading  cause  of  death,  and 
clinical  observations  show  that  hypertension 
is  the  most  common  associated  abnormality. 
Insurance  statistics  show  that  those  with  low 
blood  pressure  have  the  lowest  mortality 
rate.  Therefore,  it  is  of  prime  importance 
that  we  give  due  consideration  to  the  blood 
pressure  and  the  manner  in  which  it  influ- 
ences the  ageing  heart. 

When  considering  the  various  phases  of 
blood  pressure  it  is  necessary  that  we  have 
some  common  understanding  as  to  where  the 
normal  ends  and  the  abnormal  begins.  The 
term  hypertension  has  always  been  too 
loosely  applied.  There  is,  as  yet,  no  universal 
agreement  among  physicians  as  to  what  con- 
stitutes hypertension  and  there  never  can  be 
such  agreement  until  an  acceptable  normal 
range  of  blood  pressure  can  be  established. 
It  is  interesting  to  recall  that  not  many 
years  ago  the  normal  blood  pressure  was  con- 
sidered to  be  100  plus  the  age  of  the  indi- 
vidual. Experience  proved  that  to  be  too 
high,  so  for  a time  160  was  held  as  the  upper 
limit  of  normal.  Further  revision  soon  be- 
came necessary,  and  now  many  authorities 
accept  140  systolic  and  90  diastolic  as  the  up- 
per limits  of  normal  blood  pressure.  That 
further  revisions  might  still  be  in  order  is 
suggested  by  the  studies  of  Robinson  and 
Brucer(1).  They  made  a statistical  and 
clinical  study  of  11,383  apparently  normal 
persons,  whose  ages  ranged  from  20  to  70 
years.  They  observed  that  the  normal  range 
of  systolic  blood  pressure  was  from  90  to  120 
mm.  of  mercury  and  that  the  normal  range 
of  diastolic  blood  pressure  is  from  60  to  80 
mm.  of  mercury.  Such  observations  suggest 
that  another  downward  revision  of  the  nor- 
mal blood  pressure  level  is  probably  in  order. 
Further  similar  studies  and  clinical  experi- 
ence may  some  day  prove  such  revision  ad- 
visable, but  for  the  present  it  would  seem  to 
be  reasonably  safe  to  adhere  to  the  figures 


140  and  90  as  the  limits  of  the  normal  sys- 
tolic and  diastolic  blood  pressures,  and  to 
consider  pressure  over  these  figures  as  with- 
in the  hypertensive  range. 

If  the  above  figures  are  accepted  as  the  up- 
per limits  of  normal  blood  pressure,  it  would 
appear  that  almost  all  patients  over  50  years 
of  age  have  blood  pressures  in  the  hyperten- 
sive range.  In  this  connection  it  is  worth- 
while to  consider  the  investigations  of  Wil- 
lius(2).  Out  of  a large  group  of  patients  who 
had  been  referred  for  electrocardiographic 
study  he  selected  the  records  of  700  who  were 
seventy-five  years  of  age  and  older.  He 
found  that  74.5  per  cent  had  systolic  blood 
pressures  of  140  mm.  or  more;  9.7  per  cent 
had  systolic  blood  pressures  of  200  mm.  or 
more ; 9.3  per  cent  had  systolic  blood  pressure 
less  than  120  mm.  He  concluded  that  “it 
is  evident  from  this  study  that  hypertension 
is  the  rule  in  aged  patients.” 

If  blood  pressure  determinations  could  be 
made  of  all  normal  and  abnormal  individuals 
over  fifty,  there  would  undoubtedly  be  found 
a considerable  number  of  low  readings.  But 
since  the  physician  sees  mostlv  sick  people 
it  is  not  surprising  that  he  finds  a few  blood 
pressures  below  140  systolic  and  90  diastolic, 
and  very  few  below  120  systolic. 

The  rise  in  blood  pressure  in  the  older  age 
group  is  chiefly  in  the  systolic  phase,  where- 
as the  diastolic  pressure  does  not  show  a pro- 
portionate rise.  _ In  fact,  in  many  instances 
the  diastolic  pressure  remains  at  the  normal 
level  or  rises  or  falls  slightly.  Frequently, 
however,  the  diastolic  pressure  rises  to  a dis- 
tinctly abnormal  level.  This  is  particularly 
true  when  there  is  a marked  increase  in  the 
peripheral  vascular  resistance,  especially  in 
the  kidneys.  (Essential  type  of  hyperten- 
sion). 

The  disproportionate  rise  of  the  systolic 
and  diastolic  pressures  produces  a gradually 
increasing  pulse  pressure,  which  may  reach 
60  to  90  mm.  of  mercury.  The  systolic  rise 
tends  to  be  gradual  throughout  the  advancing 
years,  but  occasionally  in  the  late  sixties  or 
seventies  there  is  an  appreciable  drop  toward 
the  normal.  If  the  high  blood  pressure  is 
secondary  in  type  the  rate  and  degree  of  rise 
are  dependent  upon  the  primary  lesion.  For 
example,  the  rise  secondary  to  a brain  tumor 


78 


Volume  28 
Number  3 


BLOOD  PRESSURE  AND  THE  AGEING  HEART:  THOMPSON 


79 


is  gradual  while  that  secondary  to  a cerebral 
hemorrhage  is  quite  rapid. 

Hypertension  as  it  exists  in  the  older  age 
groups  is  in  most  instances  of  the  essential 
type,  the  etiology  of  which  is  as  yet  not  def- 
initely known,  although  recent  studies  again 
tend  to  incriminate  the  kidney.  Arterioscler- 
osis and  hypertension  are  often  coexistent, 
but  no  definite  etiological  relationship  has 
yet  been  proven  to  exist  between  them.  The 
same  may  be  said  of  obesity  and  hyperten- 
sion, even  though  hypertension  is  much  more 
frequent  in  the  obese  than  in  the  lean.  Her- 
editary influences  which  have  always  been 
considered  of  prime  importance  have  been  re- 
cently discredited  to  some  extent (3). 

In  many  instances  hypertension  in  the 
aged  is  secondary  in  type  and  is  associated 
with  some  other  pathological  condition.  Im- 
portant among  such  conditions  are  renal  le- 
sions of  many  kinds,  such  as  nephritis,  renal 
infections,  polycystic  disease,  and  urinary  ob- 
struction from  stone  or  enlarged  prostate, 
also  tumors  of  the  brain,  adrenals  and 
ovaries,  cerebral  apoplexy,  etc.  Many  in- 
stances of  hypertension  occur  at  the  time  of 
the  menopause  as  a result  of  hormonal  in- 
balance. These  secondary  types  of  hyperten- 
sion usually  have  their  onset  after  the  age  of 
fifty  while  the  essential  type  usually  begins 
much  earlier  in  life  and  is  well  advanced  by 
the  age  of  fifty. 

Chronic  hypertension  has  a profound  ef- 
fect upon  the  entire  cardio-vascular  system. 
The  involutionary  and  degenerative  changes 
which  are  a part  of  the  normal  process  of 
ageing  are  greatly  accelerated  and  exagger- 
ated. The  loss  of  elasticity  and  the  increas- 
ing sclerosis  of  the  vessels  throughout  the 
body  place  an  ever  increasing  burden  upon 
the  heart.  In  the  early  stages,  the  heart 
compensates  by  means  of  hypertrophy  of  the 
left  ventricle,  but  as  the  hypertension  per- 
sists, and  the  sclerosis  of  the  coronary  ves- 
sels increases  the  nutrition  of  the  myocar- 
dium itself  is  impaired.  Dilatation  of  the 
left  ventricle  follows,  and  this  in  turn  leads  to 
passive  congestion  in  the  pulmonary  circuit. 
As  the  tension  in  the  lesser  circuit  increases, 
the  right  ventricle  meets  the  demand  by  hy- 
pertrophy, but  eventually  it  too  dilates  and 
becomes  insufficient  and  passive  congestion 
develops  in  the  systemic  circulation.  Myo- 
cardial failure,  which  develops  in  this  man- 
ner. is  the  most  common  result  of  chronic 
hvptertension.  Less  commonly  the  coronary 
sclerosis,  which  exists  in  practically  all  cases 


of  hypertension,  leads  to  coronary  occlusion, 
myocardial  infarction  and  acute  or  chronic 
myocardial  failure. 

The  symptoms  of  chronic  hypertension  are 
many  and  variable  and  bear  no  direct  rela- 
tionship to  the  level  of  the  blood  pressure. 
In  some  instances  the  blood  pressure  is  high 
and  there  are  no  symptoms,  while  in  others 
the  pressure  is  low  and  there  are  many  symp- 
toms. The  complaints  depend  largely  upon 
the  character  of  the  individual.  At  times  a 
patient  may  complain  bitterly  and  at  other 
times  not  at  all,  even  though  the  blood  pres- 
sure remains  the  same.  These  facts  are 
largely  accountable  for  the  difficulty  experi- 
enced in  evaluating  the  effects  of  various 
therapeutic  measures,  and  are  responsible  to 
some  extent  for  the  wide  variety  of  remedies 
offered.  The  ordinary  complaints  of  those 
with  hypertension  are  weakness,  dyspnoea, 
headache,  palpitation,  visual  disturbances, 
vertigo  and  precordial  distress.  Less  com- 
monly they  are  the  symptoms  peculiar  to 
cardiac  asthma,  pulmonary  edema,  apoplexy, 
angina  pectoris  and  coronary  occlusion. 

The  diagnoss  of  hypertensive  heart  disease 
in  the  older  age  groups  is  not  as  difficult 
as  it  is  in  the  younger  groups,  since  most 
cases  have  been  of  sufficiently  long  duration 
to  produce  well  marked  physical  findings.  A 
persistently  high  blood  pressure  is  of  course 
the  most  important  finding.  The  personal 
history  of  previous  records  of  high  blood 
pressure  is  of  definite  help  in  doubtful  cases, 
and  a family  history  of  cardio-vascular  dis- 
ease is  often  of  great  value.  Symptoms  alone 
mean  little  in  most  cases  because  too  many 
patients  without  hypertension  have  similar 
complaints.  Abnormalities  of  the  ocular 
fundi,  such  as  retinitis,  sclerosis  and  hemor- 
rhage, are  an  aid  in  prognosis  as  well  as  diag- 
nosis. Urinary  findings  when  positive  are  of 
value  but  negative  findings  are  not,  as  many 
cases  show  no  urinary  changes  until  very 
late.  Physical  findings  invariably  indicate 
enlargement  of  the  heart  in  this  group  of  pa- 
tients and  such  findings  are  usually  con- 
firmed by  the  x-ray.  In  exceptional  cases 
the  heart  is  not  demonstrably  enlarged  but 
this  does  not  rule  out  hypertension.  An  ac- 
centuated aortic  second  sound  is  usual  in 
chronic  hypertension  but  it  may  be  present 
without  hypertension.  It  is  common  to  find 
a systolic  murmur  in  the  aortic  area  as  a 
result  of  dilatation  of  the  aorta.  Less  com- 
monly there  is  an  apical  systolic  murmur  re- 
sulting from  relative  insufficiency  of  the  mi- 
tral valve.  Electrocardiographic  changes  are 
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important.  In  some  cases  the  graph  may  be 
normal  but  in  most  cases  there  is  left  axis 
deviation  and  in  many  there  are  signs  of  left 
ventricular  strain.  Frequently,  there  are 
premature  contractions  or  auricular  fibrilla- 
tion and  occasionally  varying  degrees  of 
heart  block.  One  should  not  rely  too  much  on 
the  electrocardiogram  for  the  diagnosis  or 
prognosis  of  hypertensive  heart  disease. 

Since  secondary  hypertension  is  not  uncom- 
mon in  the  aged,  it  is  well  to  make  as  thor- 
ough a study  of  the  patient  as  the  circum- 
stances justify.  The  age  and  the  general 
condition  of  the  patient  should  be  taken  into 
account.  The  younger  patient  might  toler- 
ate a tedious  examination  quite  well,  but  the 
elderly  patient  may  not. 

The  prognosis  of  chronic  hypertension  and 
hypertensive  heart  disease  must  be  based  up- 
on many  factors.  Hypertension  in  the  aged 
does  not  always  warrant  a grave  prognosis, 
at  least,  not  in  so  far  as  the  immediate  fu- 
ture is  concerned.  Chronic  hypertension  or- 
dinarily is  slow  in  developing  and  so  most  of 
the  patients  live  for  many  years  and  some 
even  well  beyond  the  normal  life  expectancy. 
They  may  live  in  reasonable  comfort  but  are 
more  likely  to  suffer  from  various  ailments 
incident  to  the  hypertension.  In  the  more 
advanced  cases  there  may  be  symptoms  of 
angina  pectoris,  cardiac  asthma,  pulmonary 
edema  or  coronary  occlusion  and  the  prog- 
nosis in  them  is  much  more  serious. 

The  time  of  onset  of  the  hypertension  is 
of  prognostic  significance  because  in  general 
the  earlier  the  onset  of  the  hypertension  the 
shorter  the  life  of  the  patient.  Most  cardio- 
vascular deaths  from  hypertension  occur  in 
the  sixth  and  seventh  decades.  The  second- 
ary types  of  hypertension  with  onset  later 
in  life  have  a more  favorable  outlook  due  to 
the  relatively  short  duration  and  to  the  fact 
that  in  many  instances  the  primary  patho- 
logical lesion  can  be  diagnosed  and  removed. 

Fixation  of  the  systolic  blood  pressure  at  a 
high  level  is  an  unfavorable  sign,  but  fixa- 
tion of  the  diastolic  pressure  at  a high  level 
is  even  more  so.  And  still  more  serious  are 
the  cases  in  which  the  diastolic  pressure  re- 
mains high  but  the  systolic  pressure  falls. 
Generally  speaking,  the  higher  the  level  at 
which  the  blood  pressure  is  fixed  the  greater 
the  mortality  rate. 

It  is  well  to  remember,  nevertheless,  that 
even  after  the  heart  has  been  severely  dam- 
aged it  may  continue  to  perform  its  func- 
tion satisfactorily  for  a long  time.  Eventual- 


ly, however,  the  majority  of  those  suffering 
from  chronic  hypertension  die  from  some 
form  of  cardio-vascular  disease.  A few  die 
from  uremia,  a few  more  from  cerebro-vascu- 
lar  accidents,  a considerable  number  from  cor- 
onary occlusion,  but  the  majority  die  from 
myocardial  failure. 

Low  blood  pressure  is  generally  consid- 
ered to  be  a very  favorable  prognostic  sign, 
but  there  is  good  reason  to  doubt  the  correct- 
ness of  this  belief.  Many  patients  have  been 
wrongly  assured  of  the  improbability  of  fu- 
ture cardio-vascular  accident  merely  on  the 
basis  of  a persistently  low  blood  pressure. 
In  the  low  pressure  group  there  are  not  so 
many  instances  of  congestive  heart  failure 
or  of  cerebro-vascular  accidents,  but  there 
are  far  too  many  victims  of  myocardial  in- 
farction. This  does  not  refer  to  those  who 
have  a low  blood  pressure  after  myocardial 
infarction,  but  to  those  who  had  a previously 
low  blood  pressure  and  experience  an  infarc- 
tion or  cerebral  apoplexy  in  spite  of  it.  It 
would  appear,  therefore,  that  low  blood  pres- 
sure in  the  ageing  individual  should  not  in- 
variably be  considered  a favorable  prog- 
nostic sign,  as  it  is  no  assurance  against 
future  cardio-vascular  accident. 

Since  the  blood  pressure  tends  to  become 
fixed  in  those  past  fifty  years  of  age,  treat- 
ment directed  toward  the  blood  pressure  it- 
self is,  as  a rule,  ineffective.  Even  in  the  few 
instances  in  which  the  blood  pressure  can  be 
effectively  lowered  the  result  is  seldom  grati- 
fying. In  fact,  the  artificial  lowering  of  the 
blood  pressure  in  the  aged  is  at  times  actual- 
ly harmful.  This  is  especially  true  if  the 
drop  in  pressure  is  rapid. 

Special  symptoms  demand  special  treat- 
ment but  therapeutic  measures  should  not 
be  pressed  too  vigorously.  The  most  success- 
ful element  in  the  treatment  of  chronic  hy- 
pertension in  the  aged  is  moderation  in  all 
things  without  such  rigid  restrictions  as  will 
completely  destroy  the  pleasure  of  living. 
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In  this  discussion  special  attention  will  be 
given  to  measures  which  may  be  considered 
prophylactic  and  to  some  measures  which 
are  remedial  in  nature.  Both  actions  are 
frequently  produced  by  the  same  measures. 
It  is  often  impossible  to  tell  at  what  stage 
the  physiological  process  of  ageing  becomes 
pathological. 

HEREDITY 

Heredity  is  an  important  factor  but  as  we 
have  no  choice  of  ancestors  obviously  noth- 
ing can  be  done  about  it.  For  prognosis,  as 
complete  and  accurate  information  as  pos- 
sible should  be  obtained.  Statistics  show 
that  very  often  several  members  of  any  cer- 
tain family  die  of  heart  disease  at  about  the 
same  age.  The  unfortunate  individual 
with  a poor  cardiac  family  history  should  be 
cautiously  warned,  so  that  he  may  earlier  in 
life  adopt,  and  strictly  adhere  to  the  prin- 
ciples which  may  conserve  his  cardiac  en- 
ergy. 

OBESITY 

It  is  generally  accepted  that  obesity  is  the 
most  important  controllable  factor  influenc- 
ing heart  disease  and  hypertension.  The 
great  majority  of  people  past  sixty  years  of 
°ge  do  not  gain  much  weight.  Nevertheless 
it  is  very  difficult  to  reduce  the  person  over 
sixty  years  of  age  especially  if  he  has  already 
developed  some  degree  of  cardiac  insuf- 
ficiency. As  the  connection  between  obesity 
and  overwork  of  the  heart  is  such  a direct 
one,  people  should  start  to  prevent  or  correct 
obesity  long  before  the  age  of  fifty.  The 
popular  misconceptions  that  people  over  fifty 
should  not  eat  much  meat  and  that  milk  is  a 
child’s  food  only — no  doubt  accounts  for  the 
low-protein  diet  many  older  persons  receive. 
This  diet  lowers  metabolism  and  predisposes 
to  weight  gain.  Poor  or  absent  teeth,  or  in- 
correct dentures  often  makes  the  aged  avoid 
fruit,  vegetables,  and  meat  leaving  them 
only  fats  and  carbohydrates.  Many  other 
older  persons  because  of  retirement  from  ac- 
tive life  with  restricted  physical  exercise 
often  eat  to  help  pass  the  time. 

DIET 

Deficient  diets  are  not  often  responsible 
"or  the  pathology  of  the  ageing  heart  in  this 
country.  However,  they  are  always  to  be 

♦From  the  Department  of  Internal  Medicine,  Creighton  Uni- 
versity School  of  Medicine. 


kept  in  mind  as  the  results  of  necessary 
treatment  are  very  gratifying.  The  lack  of 
thiamin  chloride  producing  the  Beri-Beri  type 
of  myocardial  disease  is  the  most  common. 
The  overweight  person  who  is  avoiding  dairy 
products,  pork,  and  eggs  is  the  most  likely 
candidate.  Also  those  who  regularly  partake 
of  more  than  their  share  of  alcohol  frequent- 
ly develop  this  deficiency.  As  achlorhydria 
and  decreased  gastric  secretions  are  very 
common  in  older  individuals  the  diet  should 
be  well  cooked  and  digestible.  The  visceral 
distention  resulting  from  digestive  disturb- 
ances decreases  coronary  flow  and  if  oft-re- 
neated  may  produce  myocardial  damage. 
This  will  be  discussed  further  under  extrin- 
sic factors. 

RETIREMENT 

The  retirement  of  the  ageing  individual 
who  has  always  worked  very  hard  demands 
tact  and  resourcefulness  on  the  part  of  the 
physician.  When  that  person’s  full  days 
work  begins  to  make  him  “much  more  tired 
than  usual,”  or  when  any  of  the  other  well 
known  early  signs  of  cardiac  decompensa- 
tion are  present — retirement  must  be  con- 
sidered. If  it  is  delayed  the  life  span  will 
surely  be  shortened  and  most  likely  the  re- 
maining years  will  be  spent  as  a cardiac  in- 
valid. The  retirement  must  be  gradual. 
Complete  sudden  cessation  of  active  work 
brings  a lack  of  interest,  depresses  the  in- 
dividual, and  accelerates  the  ageing  process. 
Regardless  of  how  many  competent  junior 
associates  or  even  sons  or  daughters  a suc- 
cessful man  may  have  with  him  in  his  busi- 
ness, it  is  difficult  for  him  to  see  how  it  can 
be  operated  without  his  physical  presence 
every  day.  The  best  approach  is  to  convince 
this  person  that  by  conserving  his  strength 
he  can  do  a better  job  of  directing  or  ad- 
vising his  younger  associates.  It  is  ideal 
when  the  ageing  person  can  work  a few 
hours  each  day  and  then  after  an  hour’s  rest 
spend  the  remainder  of  the  day  in  the  enjoy- 
ment of  his  chosen  hobby.  The  development 
of  hobbies  early  in  life  does  a great  deal  to 
prevent  worry,  insomnia,  and  nervous  ten- 
sion, all  of  which  increase  the  work  of  the 
heart.  Indoor  hobbies  should  be  encouraged 
for  older  individuals  as  they  are  less  hazard- 
ous and  can  frequently  be  pursued  for  life. 
It  is  the  duty  of  the  physician  to  teach  the 
person  with  the  ageing  heart,  nature’s  warn- 
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ing  signals.  With  tactful  guidance  he  will 
usually  stay  within  the  limits  of  his  cardiac 
reserve. 

HABITS 

It  is  debatable  whether  one’s  habits  of 
life  have  much  to  do  with  the  development  of 
heart  disease.  In  the  ageing  person  sudden 
changes  in  the  mode  of  living  are  to  be  avoid- 
ed. The  physician  must  carefully  inquire 
about  the  eating  habits.  The  meals  should 
be  eaten  slowly  and  at  fairly  regular  in- 
tervals. The  large  meal  should  be  eaten  at 
noon  which  is  often  a departure  from  usual 
routine.  He  must  lie  down  and  rest  for  one- 
half  hour  after  meals  and  avoid  physical  ex- 
ertion for  at  least  an  hour.  The  noon  rest 
period  is  the  most  difficult  to  obtain.  For 
the  individual  who  must  stay  on  the  job  we 
sometimes  arrange  for  a cot  in  his  office  or 
shop  and  have  his  dinner  brought  to  him. 

The  work  of  the  heart  is  at  a minimum 
when  a person  is  sleeping.  Those  with  an 
ageing  heart  should  get  from  seven  to  nine 
hours  sleep  each  night  This  with  an  hour 
at  noon  and  an  hour  after  the  evening  meal 
will  usually  suffice.  It  is  not  well  for  aged 
persons  to  remain  in  bed  for  long  periods  of 
time. 

Excess  of  alcohol  over  a period  of  time 
may  cause  Beri-Beri  heart  when  the  person 
is  on  a diet  deficient  in  thiamin.  In  mod- 
erate or  small  doses  alcohol  has  no  effect 
on  the  heart.  Certainly  the  ageing  heart 
which  is  complicated  by  arteriosclerotic 
peripheral  vascular  disease  will  be  greatly 
benefited  by  the  judicious  use  of  alcohol. 
Its  value  in  securing  relaxation  of  the  tense 
worried  person  should  not  be  forgotten. 
Frequently  the  aged  person  troubled  with  in- 
somnia on  whom  none  of  the  hypnotics  will 
have  any  effect  will  sleep  peacefully  and 
soundly  on  a bottle  of  beer  or  ale  at  bedtime. 

The  effects  of  tobacco  on  the  heart  and 
vascular  system  have  been  the  subject  of 
many  heated  discussions.  We  must  remem- 
ber that  tobacco  causes  vasoconstriction, 
elevates  the  blood  pressure,  raises  the  blood 
sugar,  accelerates  the  heart  and  often  pro- 
duces insomnia.  There  is  a preponderance 
of  evidence  at  present  which  indicts  tobacco 
as  a contributing  factor  in  heart  disease, 
peripheral  vascular  disease,  and  hyperten- 
sion. There  is  a marked  variation  in  the 
sensitiveness  of  the  individual  to  the  stimu- 
lation of  nicotine.  It  is  the  duty  of  the 
physician  to  study  and  test  his  patient’s  re- 
action to  the  effects  of  tobacco  and  to  advise 
accordingly.  No  uniform  rule  should  be 


made  for  all.  It  would  be  cruelty  to  deprive 
those  insensitive  persons  from  the  enjoy- 
ment of  a pleasure  which  is  not  harmful  to 
them.  At  the  same  time  it  is  nothing  less 
than  neglect  to  allow  the  tobacco  sensitive 
individual  with  propressive  cardiac  or  peri- 
pheral vascular  disease  to  have  his  bodily 
functions  disturbed,  and  to  shorten  his  life 
by  pursuing  a breakable  habit. 

DISEASES  OF  THE  BLOOD 

Anemia,  is  the  most  common  blood  dis- 
order responsible  for  failure  of  the  ageing 
heart.  Nearly  all  types  of  anemia  are  found 
in  older  persons,  but  one  must  remember  the 
increased  incidence  of  pernicious  anemia. 
The  secondary  anemias  are  no  doubt  often 
due  to  the  low  protein  diet,  so  commonly  fol- 
lowed, but  any  of  the  usual  causes  may  be 
responsible.  The  earliest  symptoms  are 
often  dyspnea,  angina,  dizziness,  or  other 
symptoms  referable  to  the  heart.  In  my 
opinion  it  is  more  important  to  take  routine 
and  frequent  complete  blood  counts  in  the 
aged  than  in  any  other  group  As  achlor- 
hydria is  common,  differentiation  of  the 
anemias  must  be  frequently  done  by  cell 
volume  index  studies.  Frequently  the  car- 
diac symptoms  disappear  entirely  with  the 
correction  of  the  anemia. 

Polycythemia  is  more  frequently  a factor 
in  the  ageing  heart  than  we  formerly 
thought.  Routine  blood  counts  frequently 
give  the  first  clue  to  an  early  diagnosis.  To 
our  present  accepted  therapy  or  possibly  in 
place  of  it  has  been  added  the  use  of  radio- 
active phosphorus  with  very  promising  re- 
sults. 

Leukemia  must  be  mentioned.  It  should 
be  recognized  as  early  as  possible  for  the 
sake  of  prognosis.  Most  cases  start  before 
the  age  of  50.  Thorough  x-ray  radiation  is 
justifiable  in  the  chronic  lymphatic  type. 
Radioactive  phosphorus  is  also  being  used, 
but  with  little  success  so  far. 

METABOLIC  DISEASES 

Damage  to  the  heart  muscle  may  occur 
any  time  during  life  and  not  become  apparent 
until  the  extra  strain  put  upon  the  heart  in 
the  late  years  of  life.  The  metabolic  dis- 
turbances often  occur  or  at  least  start  in 
young  adult  or  middle  life.  The  toxic  thyroid 
is  an  excellent  example  of  this,  whether  it  be 
of  the  exophthalmic  or  toxic  adenomatous 
variety.  The  myocardial  damage  may  not  be 
demonstratable  at  the  time.  If  it  is  demon- 
stratable  it  may  entirely  disappear  only  to  re- 
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appear  in  later  life.  The  plea  for  early  op- 
eration is  again  reemphasized.  Especially 
when  paroxysmal  or  permanent  fibrillation 
is  associated  with  the  toxic  thyroid  is  there 
likely  to  be  definite  heart  impairment. 

Hypothyroidism  affects  the  heart  muscle 
in  just  as  definite,  but  less  spectacular  and 
perhaps  more  reversible  manner.  The  extra 
work  on  the  heart  due  to  the  edema  and  over- 
weight, the  increased  cholesterol  content  of 
the  blood  and  frequent  presence  of  anemia 
all  have  their  part  in  producing  the  hypo- 
thyroid heart.  The  condition  is  easy  to 
diagnose  when  one  thinks  of  it,  easy  to  treat 
when  one  finds  it,  but  not  always  easy  to 
remember  as  the  possible  cause  of  a puzzling- 
problem. 

The  effects  of  diabetes  mellitus  on  the 
heart  and  vascular  system  are  too  well 
known  to  merit  much  discussion  here.  With 
diabetes  being  recognized  earlier  and  better 
controlled  with  improved  insulin  combina- 
tions we  can  justly  hope  that  arteriosclerosis 
will  be  lessened  or  at  least  delayed.  Caution 
must  be  used  in  managing  the  older  diabetic 
with  heart  disease.  Overdose  of  insulin  pre- 
disposes to  coronary  occlusion.  Using  pro- 
tamine insulin  care  must  be  exercised  to 
avoid  the  early  morning  hypoglycemia  of 
marked  degree  with  its  damaging  effect  on 
the  heart  muscle.  Frequent  blood  sugars 
may  be  necessary  because  with  the  elevated 
renal  threshold  due  to  arteriosclerosis  the 
urinalysis  is  not  a dependable  guide. 

EXTRINSIC  FACTORS 

Gilbert  and  others  have  shown  that  dis- 
turbances in  organs  other  than  the  heart  it- 
self can  and  does  cause  decreased  coronary 
flow  and  hence  influence  the  clinical  course 
of  heart  disease.  For  example,  they  have 
proven  that  distention  of  the  eosophagus  or 
any  of  the  upper  abdominal  viscera  produces 
a reflex  vasoconstriction  of  the  coronary  ves- 
sels. This  accounts  for  the  long  known  sim- 


ilarity of  the  symptoms  of  acute  indigestion 
and  angina  pectoris.  They  have  also  shown 
that  the  effects  were  much  less  marked  if 
large  doses  of  atropine  were  given  in  advance 
to  inhibit  the  reflex  action.  No  doubt  the 
clinical  improvement  in  cardiac  function  that 
we  see  after  the  removal  of  diseased  gallblad- 
ders, or  the  correction  of  digestive  disorders 
is  explained  by  this  phenomenon.  Kerr  and 
others  have  demonstrated  that  poor  posture 
and  shallow  breathing  can  definitely  inter- 
fere with  cardiac  function.  This  should  be 
remembered  in  these  older  persons  who  at 
best  have  a limited  cardiac  reserve.  Most 
often  it  is  not  the  spectacular  change  that 
we  can  make  in  one  factor  but  slight  im- 
provement or  correction  in  each  of  the  re- 
sponsible factors,  which  all  added  together 
spell  the  difference  between  success  and 
failure. 

URINARY  DISEASES 

In  the  ageing  male  prostatic  hypertrophy 
with  resulting  bladder  dysfunction  and  urin- 
ary obstruction  influences  the  heart  in  sev- 
eral ways.  The  loss  of  rest  and  sleep  from 
nocturia  alone  is  more  important  than  we 
often  realize.  It  is  generally  accepted  that 
hypertension  results  as  the  degree  of  ob- 
struction progresses.  The  increased  non- 
protein nitrogen  level  in  the  blood  and  the 
secondary  anemia  that  develops  obviously 
have  a deleterious  effect  on  the  heart.  One 
of  the  greatest  advances  in  modem  day  medi- 
cine has  been  the  perfection  of  a method  of 
prostatic  resection  by  our  American  Urol- 
ogists, by  which  nearly  any  patient  regard- 
less of  their  age  and  cardiac  status  can  be 
given  some  measure  of  relief  with  a reason- 
able degree  of  safety. 

Recurring  attacks  of  cystitis  in  the  age- 
ing female  due  to  overlooked  or  forgotten 
cystoceles  or  pelvic  tumors  often  precede 
pyelonephritis  and  consequently  heart  dam- 
age. These  can  usually  be  prevented  by 
proper  medical  attention. 
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Age  Distribution  of  Physicians  in  Community 
Important  in  Wartime 

Findings  from  a survey  in  Maryland  and  the  Dis- 
trict of  Columbia  on  the  number  of  patients  seen 
in  one  week  by  physicians  in  private  practice  “serve 
to  emphasize  the  need  for  careful  consideration  of 
the  age  distribution  of  the  physicians  of  a commun- 
ity when  preparing  to  establish  the  number  that 
can  be  released  for  military  service,”  Antonio  Cioc- 
co,  Sc.  D.,  and  Isidore  Altman,  Bethesda,  Md.,  de- 
clare in  The  Journal  of  the  American  Medical  Asso- 


ciation for  February  13.  The  study  was  made  for 
the  Procurement  and  Assignment  Service  for  Physi- 
cians, Dentists  and  Veterinarians  of  the  War  Man- 
power Commission. 

The  survey  brought  out  that  the  withdrawal  of 
men  below  45  years  of  age  from  a population  has 
not  the  same  effect  as  withdrawing  men  above  that 
age.  The  general  practitioners  under  45  years  of 
age  were  found  to  have  a patient  load  25  to  50  per 
cent  greater  than  that  of  other  men  between  45  and 
65  years  of  age  and  more  than  twice  as  large  as 
that  of  general  practitioners  65  years  and  older. 


Present  Day  Treatment  of  New  Gonorrhea 
in  the  Male 

R.  A.  FRARY,  M.  D.,  M.  P.  H.,  Director 
Division  of  Venereal  Disease  Control 
State  Department  of  Health 
Lincoln,  Nebraska 


Just  four  years  ago  an  eminent  physician 
stated,  “There  is  no  generally  accepted  spe- 
cific therapy  for  gonorrhea.”  Today  that 
statement  is  not  true.  A treatment  that  will 
cure  upwards  to  80%  of  new  infections  with 
gonorrhea  must  be  considered  specific  for 
that  disease.  Physicians  in  Nebraska  and 
the  nation  have  at  their  fingertips  such  a 
treatment  in  the  form  of  sulfathiazole  and 
sulfadiazine. 

Doctors,  as  a group  the  country  over,  have 
never  been  enthusiastic  over  a case  of  gonor- 
rhea. It  has  been  a disease  to  be  endured 
rather  than  cured.  From  civilian  and  mili- 
tary reports  of  the  incidence  of  gonorrhea 
during  the  first  year  of  this  war,  it  would 
seem  to  be  good  business  for  physicians 
everywhere  to  interest  themselves  in  the  care 
of  this  “step  child”  of  medicine. 

The  diagnosis  of  gonorrhea  in  the  male  is 
usually  made  on  the  following  three  counts: 
(1)  History  of  recent  sexual  intercourse  or 
sex  play.  (2)  Urethral  discharge.  (3)  Find- 
ing of  gram-negative  intracellular  biscuit- 
shaped diplococci  in  properly  stained  smears. 

After  a diagnosis  of  gonorrhea  has  been 
made  our  first  thought  is  sulfathiazole  or 
sulfadiazine.  Four  grams  of  sulfathiazole 
daily  (two  half -gram  tablets  after  meals  and 
at  bed  time,  taken  with  a full  glass  of  water) 
for  five  days  or  two  grams  daily  (one  half- 
gram tablet  after  meals  and  at  bed  time)  for 
ten  days  is  the  usual  procedure.  No  other 
treatment  is  needed.  The  efficiency  of  the 
drug  seems  equal  in  both  schedules  and  your 
choice  will  depend  entirely  upon  time. 

In  the  group  of  patients  who  will  respond 
to  sulfonamide  therapy  (75%  to  80%)  the 
discharge  subsides  almost  at  once  and  has 
usually  cleared  entirely  by  the  end  of  the 
third  day  of  treatment.  In  any  event,  the 
discharge  will  have  cleared  by  the  end  of  the 
fifth  day.  This  means  that  the  infection  did 
not  extend,  in  all  probabilities,  beyond  the 
anterior  urethra.  Test  of  cure  may  be  start- 
ed on  the  eighth  day  following  institution  of 
treatment.  This  consists  of  examination  of 
the  prostatic  secretion  and  urine  sediment  by 
the  gram  stain  and  by  cultures  when  avail- 
able. Two  subsequent  negative  smears  at 
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weekly  intervals  is  reasonable  evidence  of 
cure. 

First  course  sulfonamide  failures: 

If,  by  the  end  of  the  5th  day  of  treatment, 
there  has  been  no  improvement  in  the 
urethral  discharge,  chemo  therapy  should  be 
stopped  and  the  patient  placed  on  daily  an- 
terior irrigations  of  weak  perm  anganate 
solution  or  no  treatment  whatsoever  for  the 
next  five  days.  At  the  end  of  this  five-day 
period  a second  course  of  sulfathiazole  is  giv- 
en. Some  of  these  patients  will  show  the 
typical  response  to  the  drug,  the  discharge 
disappearing  in  three  to  five  days.  If  no  such 
response  is  obtained,  you  must  make  up  your 
mind  that  chemo-therapy  will  not  cure  the 
patient. 

Second  course  sulfonamide  failures: 

Of  cases  that  fail  to  respond  to  a second 
course  of  sulfathiazole  or  sulfadiazine  nearly 
100%  will  have  involvement  of  the  posterior 
urethra.  This  means  prostatitis  in  its  many 
grades.  In  such  cases  the  two  glass  urine 
test  is  an  important  indication  for  or  against 
treatment.  As  long  as  the  second  glass  re- 
mains clear,  mild,  gentle,  anterior  irrigations 
daily  with  warm  potassium  permanganate  so- 
lution, 1:8000  to  1:10.000,  is  indicated.  The 
anterior  urethra  is  filled  but  not  distended. 
The  solution  should  be  made  up  fresh  and 
kept  near  105°  F.  during  the  treatment.  The 
container  must  not  be  more  than  three  feet 
above  the  table  level.  Never  use  more  than 
one  quart  per  patient  per  treatment.  It  will 
be  found  that  some  patients  cannot  tolerate  a 
full  quart  without  irritation  to  the  urethra. 
In  addition  to  promoting  drainage  and  mak- 
ing the  patient  feel  better,  local  treatment  has 
some  case  holding  properties.  If  the  patient 
does  not  feel  better  during  and  after  anterior 
irrigations,  you  may  be  sure  there  is  some- 
thing wrong  with  your  technic.  At  times  it 
may  be  advisable  to  give  your  patient  a syr- 
inge and  medication  for  self  treatment  away 
from  your  office.  Should  this  become  neces- 
sary the  physicians  must  take  time  to  show 
the  patient  exactly  how  the  injection  is  to 
be  made.  For  this  purpose  the  silver  salts 
seem  to  be  of  advantage.  Not  more  than  6 
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cc.  of  a 5%  mild  or  0.5%  strong  protein  sil- 
ver solution  should  be  instilled  into  the  ure- 
thra. It  should  always  be  given  with  a small 
asepto-type  syringe.  The  solution  is  retained 
in  the  urethra  for  five  minutes  by  the  clock. 

If  there  has  been  no  irritation  of  the  pos- 
terior urethra  and  the  first  glass  has  been 
clear  or  nearly  so  for  two  weeks,  tests  of 
cure  may  be  started.  Prostatic  massage  in  all 
cases  of  sulfonamide  failure  must  at  first  be 
merely  a gentle  palpation  of  the  organ.  Even 
this  may  cause  a flair-up  of  the  patient’s  dis- 
ease. If  there  is  any  reaction  do  not  touch 
the  prostate  until  it  again  quiets  down.  If 
there  are  no  untoward  symptoms  from  the 
first  stroking  of  the  gland,  the  procedure 
may  be  repeated  with  extreme  gentleness  in 
three  or  four  days.  In  expressing  the  pros- 
tatic secretion,  begin  at  the  outside  of  the 
gland  and  work  toward  the  center,  three 
gentle  strokes  on  each  side  being  sufficient. 

If  the  posterior  urethra  should  become  in- 
volved during  the  course  of  local  treatment 
as  indicated  by  urgency,  pain  and  cloudy 
first  and  second  glass  urine,  stop  all  local 
treatment  at  once  and  prescribe  hot  sitz 
baths  daily  plus  bed  rest  until  the  prostate 
cools  down.  This  usually  takes  three  or  four 
days  after  which  anterior  irrigations  may  be 
resumed.  Gentle  massage  of  the  prostate 


is  indicated  after  the  second  glass  of  urine 
is  clear  and  the  first  glass  clear  or  nearly  so 
for  at  least  two  weeks.  Tests  of  cure  as 
above  are  then  in  order. 

The  watchword  of  the  treatment  of  sul- 
fonamide failures  in  the  male  should  be 
gentleness  and  more  gentleness.  Under  the 
above  scheme  of  treatment,  severe  complica- 
tions are  becoming  a rarity  and  men  are  be- 
ing returned  in  record  time  to  their  jobs  in 
the  war  effort. 

It  is  well  to  remember  that  in  general 
there  are  no  restrictions  as  to  other  medica- 
tion while  taking  the  sulfonamides.  A full 
diet  should  be  given  and  the  bowels  kept  mov- 
ing freely.  Patients  should  not  indulge  in 
alcohol  or  sex,  advice  that  is  good  even 
though  they  are  cured  of  gonorrhea. 

To  summarize: 

Gram-  negative  intracellular  diplococci 
found  in  smears  of  male  urethral  pus  usually 
are  gonococci. 

Once  the  diagnosis  of  gonorrhea  is  made 
our  first  thought  should  be  an  efficient  sul- 
fonamide drug,  sulfathiazole  or  sulfadiazine. 

Four  grams  of  sulfathiazole  or  sulfadiazine 
daily  for  five  days  will  cure  upwards  to  80% 
of  acute  gonorrheal  infections  in  the  male. 


* * * 


BUY  WAR  BONDS 

Nebraska’s  War  Bond  quota  for  February  has 
been  set  at  $5,600,000,  the  same  figure  assigned 
for  January,  according  to  information  received  from 
Washington  by  L.  J.  Markham,  State  Administrator 
of  the  War  Savings  Staff. 

The  national  quota  for  “E”  series  bonds  for  Feb- 
ruary has  been  set  at  $625,000,000. 

During  the  first  three  weeks  of  January,  Nebras- 
kans purchased  a total  of  $5,349,812.00  of  Series 
“E”  Bonds,  indicating  that  the  January  quota  would 
be  reached  handily.  With  a full  week  to  go,  Ne- 
braska had  to  purchase  only  $250,000  in  bonds. 

If  bond  sales  continue  in  February  on  the  same 
scale  as  during  January,  the  February  quota  should 
be  met  without  great  difficulty.  However,  January 
sales  were  probably  larger  than  usual,  due  to  the 
fact  that  many  persons  with  large  sums  to  invest 
usually  buy  their  “limit”  for  the  year  during  the 
first  month  of  the  new  year. 

The  fact  that  the  farm  War  Bond  campaign  is  now 
in  full  swing  in  more  than  two-thirds  of  Nebraska’s 
93  counties  should  continue  to  boost  February  sales. 

Increased  participation  in  the  Payroll  Savings 
Plan  of  additional  Nebraska  firms  and  their  em- 
ployees should  also  assist  the  war  financing  pro- 
gram. 

— BUY  MORE  WAR  BONDS  — 


Postoperative  Vitamin  Deficiencies 

Prolonged  chronic  illness  followed  by  sharp  limi- 
tation of  diet  during  a period  of  preoperative  prep- 
aration, especially  when  surgery  of  the  gastro- 
intestinal tract  is  contemplated,  may  result  in  a 
state  of  partial  vitamin  depletion.  Most  parenteral 
fluids  routinely  contain  glucose,  which  sets  up  an 
additional  drain  on  the  vitamin  B stores  in  the 
body.  Postoperatively,  nausea  and  vomiting  occur 
frequently  and  there  is  often  the  necessity  for  com- 
plete restriction  of  food  for  days  at  a time. 

This  sequence  of  events  was  clearly  reproduced 
in  a case  recently  reported  (Ann.  Int.  Med.  18:110, 
1943).  The  patient  developed  a sore  tongue  and 
became  unocooperative,  disoriented,  and  confused. 
A dramatic  change  ensued  after  administration  of 
riboflavin  and  nicotinic  acid,  with  complete  disap- 
pearance of  the  lesions  within  five  days. 

A number  of  laboratory  procedures  have  been  de- 
veloped in  recent  years  to  augment  the  clinical  diag- 
nostic approach  to  vitamin  deficiency  disease,  but 
many  of  them  require  special  equipment  and  are 
not  easily  adaptable  for  routine  clinical  use.  Physi- 
cians may  obtain  a list  of  vitamin  values  of  foods 
and  a bibliography  of  important  and  generally  in- 
formative papers  on  vitamins  by  writing  Eli  Lilly 
and  Company,  Indianapolis. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


''Correction 

In  the  article,  “The  Diagnosis  of  Virus 
Pneumonitis  in  Infancy,”  by  Dr.  Gedgoud, 
which  appeared  in  the  February  issue  of  the 
Journal  on  page  52  the  line  “12:20  a.  m.” 
near  the  bottom  of  the  page  should  read 
“12:20  a.  m.,  7-1-41,  1/2  cc.  Adrenalin  1:1000. 
No  effect.  Temperature  104.2°.” 


NEW  MEDICAL  AND  HOSPITAL 
FEE  SCHEDULE 

The  Nebraska  Workmen’s  Compensation 
Court  issued  a revised  fee  schedule  on  No- 
vember 1,  1942.  This  schedule  affects  doc- 
tors and  hospitals.  Any  physician  inter- 
ested in  workmen’s  compensation  fees  may 
send  for  a schedule  to  the  Nebraska  Work- 
men’s Compensation  Court,  State  House, 
Lincoln,  Nebr. 


WAR  SESSIONS— AMERICAN  COLLEGE 
OF  SURGEONS,  APRIL  3,  1943 

New  developments  in  military  and  civilian 
medical  and  hospital  service  will  be  brought  to  mem- 
bers of  the  medical  profession  at  large,  and  hos- 
pital representatives,  through  a series  of  twenty 
War  Sessions,  beginning  March  1,  to  be  held 
throughout  the  United  States  under  the  sponsorship 
of  the  American  College  of  Surgeons  with  the  co- 
operation of  other  medical  organizations  and  of  the 
Federal  medical  services. 

Each  War  Session  will  consist  of  an  all-day  pro- 
gram, lasting  from  9:00  a.  m.  to  10:00  p.  m.,  in- 
cluding luncheon  and  dinner  conferences.  There 
will  be  eight  meetings  in  each  session,  four  of  which 
will  be  for  the  entire  assembly,  and  the  remainder 
divided  into  two  meetings  each  for  physicians  and 
for  hospital  representatives.  Subjects  will  be  sim- 
ilar in  the  different  places  but  some  of  the  speak- 
ers will  be  changed  in  the  different  states  and  serv- 
ice commands.  Nationally  known  representatives  of 
the  United  States  Army,  the  United  States  Navy, 
the  United  States  Office  of  Civilian  Defense,  the 
United  States  Procurement  and  Assignment  Service, 
and  the  United  States  Public  Health  Service,  will 
address  the  meetings  and  will  lead  discussions,  in 
addition  to  participation  by  prominent  leaders  in 
civilian  medical  practice  and  hospital  service. 

Topics  to  be  discussed  relating  to  military  medi- 
cine will  include  care  of  the  ill  and  injured  in  com- 
bat zones  and  after  evacuation.  The  newer  types 
of  injuries  encountered  in  this  war,  such  as  crush 
and  blast  injuries,  will  be  especially  considered, 
together  with  prevention  and  treatment  of  infec- 
tions, and  treatment  of  burns,  shock,  and  injuries 
of  specific  parts  of  the  body.  Anesthesia,  plastic 
surgery,  and  the  psychoneuroses  of  war,  will  be 
some  of  the  other  topics.  Problems  of  civilian 
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medical  care  in  wartime  which  will  be  discussed 
will  include  the  responsibilities  of  individual  doc- 
tors and  hospitals;  personnel  problems  of  hospitals; 
organization  of  emergency  medical  services;  main- 
taining adequate  supplies,  furnishings,  and  equip- 
ment; maintenance  of  high  standards  of  medical 
and  nursing  education,  and  of  hospital  service  in 
general;  hospital  public  relations;  and  administra- 
tive adjustments  in  professional  staffs  of  hospitals. 
The  opening  meeting  of  each  session  will  be  devoted 
to  discussion  of  “Medical  and  Surgical  Aspects  of 
Chemical  Warfare,”  led  by  a representative  of  the 
United  States  Office  of  Civilian  Defense,  and  the 
closing  meeting  will  be  a panel  discussion  on  prob- 
lems in  wartime  civilian  medical  practice  to  be  led 
by  representatives  of  the  United  States  Public 
Health  Service,  the  American  College  of  Physicians, 
the  American  Medical  Association,  medical  services 
in  industry,  and  the  American  College  of  Surgeons. 
Some  of  the  topics  for  consideration  at  this  meet- 
ing will  be  endemic  and  epidemic  diseases,  including 
tropical  diseases;  medical  services  in  industry; 
medical  and  surgical  practice;  and  supplementary 
postgraduate  education  for  medical  officers  and 
civilian  doctors. 

The  War  Sessions  in  this  area  will  be  held  in  the 
Fontenelle  Hotel  in  Omaha,  April  3,  1943. 

Dr.  Irvin  Abell,  Chairman  of  the  Board  of  Re- 
gents of  the  College,  in  announcing  the  War  Ses- 
sions, said  that  although  participating  states  and 
provinces  for  each  meeting  have  been  designated  to 
facilitate  arrangements,  there  will  be  no  geographic 
restriction  on  attendance,  and  those  who  plan  to  at- 
tend may  select  the  place  and  time  which  are  most 
convenient. 

The  American  College  of  Surgeons  cancelled  its 
1942  national  meeting  and  is  holding  in  abeyance 
plans  for  a Clinical  Congress  in  1943,  in  the  mean- 
time offering  the  regional  meeting  plan  provided  by 
the  War  Sessions  to  save  the  time  of  the  doctors 
and  other  personnel,  and  to  minimize  transporta- 
tion difficulties,  without  sacrificing  unduly  during 
wartime  the  educational  and  stimulative  benefits  of 
medical  assemblies. 


REFRESHER  COURSE  IN  LARYNGOLOGY, 
RHINOLOGY  AND  OTOLOGY 
March  22  to  27,  inclusive,  1943 
L'niversity  of  Illinois  College  of  Medicine 
To  meet  the  needs  of  ear,  nose  and  throat  spe- 
cialists who,  under  existing  conditions,  are  able  to 
devote  only  a brief  period  to  postgraduate  review 
study,  this  didactic  and  clinical  course  has  been  ar- 
ranged. Registration  is  limited.  The  fee  for  the 
complete  course  is  $50.00.  In  letter  requesting  ap- 
plication for  registration,  state  school  and  year  of 
graduation,  also  details  concerning  specialty  train- 
ing and  experience. 

Address  Department  of  Oto-Laryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  1853  West 
Polk  Street,  Chicago,  Illinois. 


Contrary  to  Rumors — 

the  potency  of  Mead’s  Oleum  Percomorphum  50% 
With  Viosterol  remains  the  same;  namely  60,000 
vitamin  A units  and  8,500  vitamin  D units  per  gram. 
— Mead  Johnson  & Company,  Evansville,  Ind.,  U. 
S.  A. 
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G.  Foard  McGinnes,  M.  D.,  was  recently  appointed 
Director  of  Medical  and  Health  Service  of  the  Mid- 
western Area  of  the  American  Red  Cross  with  Head- 
quarters in  St.  Louis.  Nebraska  is  included  in  this 
area. 

Dr.  McGinnes  comes  to  the  Red  Cross  from  the 
Tennesse  Department  of  Public  Health  where  since 
1929  he  was  Director  of  Venereal  Disease  Control 
Service,  Associate  Professor  of  Preventive  Medicine 
of  the  University  of  Tennessee  and  Chief  of  the  De- 
partment of  Siphilology,  Meharry  Medical  College. 
Previous  to  1929  he  was  with  the  Virginia  State  De- 
partment of  Health,  Director  of  Bureau  of  Com- 
municable Diseases. 

It  is  important  that  sound  and  constructive  rela- 
tionships be  maintained  between  the  American  Red 
Cross  and  the  medical  profession  in  the  several 
states.  Doctor  McGinnes’  clinical  background  and 
viewpoint  will,  I am  sure,  promote  such  relationship. 


The  annual  meeting  of  members  of  The  Ameri- 
can Foundation  for  Tropical  Medicine,  Inc.,  took 
place  Tuesday,  January  19,  in  New  York  City. 

Guest  speakers  at  the  dinner  were  Major  General 
James  C.  Magee,  Surgeon  General,  U.  S.  Army; 
Captain  Erik  G.  Hakansson  of  the  Bureau  of  Medi- 
cine and  Surgery,  United  States  Navy;  Captain  Rol- 
la  E.  Dyer,  Director  of  the  National  Institute  of 
Health,  U.  S.  Public  Health  Service,  and  Mr.  Clar- 
ence J.  Striker,  representative  of  the  State  Depart- 
ment. 

The  membership  meeting  approved  plans  submit- 
ted by  the  Executive  Committee  to  secure  $100,000 
in  gifts  to  provide  for  expansion  of  activities  in 
the  current  year.  The  Foundation,  established  by 
the  American  Academy  of  Tropical  Medicine,  was 
incorporated  in  New  York  State  in  1940.  It  has 
been  an  agency  through  which  individuals  and  busi- 
ness concerns  with  interests  in  tropical  areas  can 
aid  in  strengthening  facilities  in  this  country  for 
study  and  research  in  tropical  diseases. 


THE  FIFTEENTH  ANNIVERSARY  NUMBER  OF 
THE  HEBREW  MEDICAL  JOURNAL 

The  attention  of  the  medical  profession  is  directed 
to  the  appearance  of  a special  issue  of  The  Hebrew 
Medical  Journal  (Harofe  Haivri)  a semi-annual,  bi- 
lingual publication  edited  by  Moses  Einhorn,  M.  D. 
This  volume  commemorates  the  fifteenth  anniver- 
sary of  the  Journal  and  is  dedicated  to  a symposium 
on  Peripheral  Vascular  Diseases. 

Contributors  to  the  symposium  are  Dr.  Leo 
Buerger  who  has  written  an  editorial  on  “Peripheral 
Vascular  Disease  in  Retrospect;”  Dr.  William  Bier- 
man,  “Physical  Therapy  in  Peripheral  Vascular  Dis- 
ease;” Dr.  Charles  F.  Bolduan,  “Some  Data  on  the 
Prevalence  of  Diseases  of  the  Peripheral  Vascular 
System;”  Dr.  William  S.  Collens,  “Ateriosclerosis 
Obliterans;”  Dr.  Aaron  Dubnove,  “The  Role  of  Vita- 
mins in  the  Etiology  and  Treatment  of  Peripheral 
Vascular  Diseases;”  Dr.  Charles  Goodman,  “Throm- 
bo-Angiitis  Obliterans  and  Typhus  Fever;”  Dr.  David 
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WOMEN’S  AUXILIARY— BOARD  OF  COUNCILORS , 


Nebr.  S.  M.  Jour. 
March,  1943 


WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 

President-elect — Mrs.  A.  L.  Miller 

Kimball,  Nebr. 

First  Vice-President — Mrs.  Herbert  Davis 

112  South  Elmwood  Road,  Omaha,  Nebr. 


Historian — Mrs.  Floyd  Rogers 
3015  Stratford,  Lincoln,  Nebr. 


Second  Vice-President — Mrs.  Charles  Arnold 

2480  Lake,  Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 
2833  Sheridan,  Lincoln.  Nebr. 

Treasurer — Mrs.  K.  F.  McDermott 

518  South  Clay,  Grand  Island,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Chas.  P.  Baker  is  State  Chair- 
man for  the  Bulletin. 


Members  of  the  Woman’s  Auxiliary  to  the 

Nebraska  State  Medical  Association: 

May  I express  my  gratitude  for  having 
had  the  privilege  of  attending  the  mid-year 
executive  board  meeting  of  the  Woman’s 
Auxiliary  to  the  American  Medical  Associa- 
tion. 

The  following  paragraphs  from  the  presi- 
dent, Mrs.  Frank  N.  Haggard’s  address  ex- 
press the  keynote  of  the  meeting. 

“This  year  we  have  a threefold  responsi- 
bility: first,  to  maintain  our  own  health; 
second,  to  help  maintain  the  health  of  the 
community  in  which  we  live;  and  third,  to 
bolster  the  morale  of  every  individual  who 
happens  to  come  within  the  . scope  of  our 
influence.  In  the  present  state  of  total  war 
into  which  our  country  has  been  plunged, 
the  Auxiliary  becomes  expansively  as  im- 
portant as  we,  as  individuals  make  it.  Dis- 
tractions beset  the  path  of  every  person  in 
the  nation.  Ours  is  the  task  of  being  con- 


tinuously aware  of  the  purpose  for  which 
we  were  founded.” 

“Our  theme  is  now:  “Health  for  Victory,” 
instead  of  “Health  for  Defense.”  State  Aux- 
iliaries, with  the  approval  of  their  state  and 
local  Advisory  Councils,  are,  in  many  cases, 
adopting  plans  best  suited  to  their  own  state 
needs.” 

“We  should  strive  to  be  alert  to  all  medical 
legislative  enactments  which  would  be  of 
benefit  to  the  layman  as  well  as  to  the 
medical  profession. 

“Your  president  has  urged  a greater  unity 
in  the  Auxiliary  work,  in  order  that  our 
identity  might  not  be  submerged  in  other 
organizations,  such  as  war  work  in  its  many 
branches.  Nutrition  for  home  and  com- 
munity, now  grown  more  important  than 
ever  under  the  new  restrictions,  must  be  co- 
ordinated with  other  activities  in  the  war 
field.” 

Mrs.  W.  W.  Carveth,  President. 


W.  Kramer,  “Gangrene  of  the  Lower  Extremities: 
Consideration  of  and  Differential  Diagnosis;”  Dr. 
Samuel  Silbert,  “Treatment  of  Thrombo-Angiitis 
Obliterans.” 

The  contents  of  the  Journal  is  not  confined  to 
technical  medical  topics,  but  contains  several  sec- 
tions covering  a variety  of  related  subjects,  such  as 
Medicine  in  the  Bible  and  in  the  Talmud,  analysis 
of  medieval  medical  manuscripts,  Palestine  and 
health,  etc.  This  issue  of  the  Journal  contains  Dr. 
Milton  B.  Asbell’s  article  on  “The  Practice  of  Den- 
tistry Among  the  Ancient  Hebrews”  and  Dr.  Morton 
J.  Robbins  has  brought  to  light  an  old  Hebrew 
manuscript,  “Physician’s  Prayer.” 

Under  the  heading  of  “Personalia”  biographical 
sketches  of  some  of  our  foremost  late  physicians 
are  presented  and  their  contributions  to  medicine 
reviewed.  This  issue  contains  articles  on  the  lives 
and  work  of  Dr.  Max  A.  Goldstein  and  Dr.  Phoebus 
A.  T.  Levine  by  Dr.  Solomon  R.  Kagan  and  on  Dr. 
Julius  Conheim  by  Dr.  Bernard  Weiss. 

All  of  the  original  articles  appear  both  in  English 
and  in  Hebrew,  so  that  they  are  available  to  all 
readers. 


MINUTES  OF  THE  BOARD  OF  COUNCILORS 
January  17,  1943 

In  the  absence  of  Dr.  A.  A.  Conrad,  President  of 
the  Council,  the  Annual  Mid-Winter  Meeting  of  the 
Board  of  Councilors  was  called  to  order  by  Dr. 
Clayton  Andrews,  Secretary  of  the  Council. 

The  following  members  were  present:  Drs.  War- 
ren Y.  Thompson,  Clayton  Andrews,  G.  E.  Peters, 
W.  R.  Neumarker,  C.  W.  Way,  0.  W.  French,  M.  O. 
Arnold,  H.  S.  Andrews,  J.  B.  Redfield,  George  Pugs- 
ley,  President-Elect  A.  L.  Cooper.  Dr.  A.  A.  Con- 
rad was  seated  shortly  after  the  meeting  had  been 
called  to  order  and  so  took  the  chair  as  President. 

Also  present  at  the  meeting  were  Drs.  R.  W. 
Fouts,  James  F.  Kelly,  H.  M.  Jahr,  R.  F.  Decker, 
Earle  Johnson,  George  Covey,  Harry  Benson,  E.  S. 
Wegner,  C.  A.  Selby,  D.  B.  Steenberg,  Floyd  Clarke, 
R.  B.  Adams,  E.  W.  Rowe,  J.  D.  McCarthy,  H.  S. 
Morgan,  K.  S.  J.  Hohlen,  Mr.  Gene  Huse  and  Mr. 
M.  C.  Smith. 

The  minutes  of  the  last  meeting  were  called  for 
by  the  president. 

A motion  was  made  by  Dr.  Neumarker  that  in  as 
much  as  these  minutes  had  been  published  that  we 
dispense  with  their  reading.  Seconded  by  Dr. 
Thompson.  Carried. 
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The  election  of  a president  was  the  first  order  of 
business. 

Dr.  Clayton  Andrews  was  nominated,  and  a mo- 
tion was  made  by  Dr.  Thompson  that  the  nomina- 
tions be  closed  and  Dr.  Andrews  declared  the  unani- 
mous choice  of  the  Council  for  president.  Seconded 
by  Dr.  Way.  Carried. 

Dr.  Andrews  took  the  chair  as  president  of  the 
Council. 

The  election  of  a secretary  was  the  next  order 
of  business. 

Dr.  C.  W.  Way  was  nominated,  and  a motion  was 
made  by  Dr.  Neumarker  that  the  secretary  be  in- 
structed to  cast  the  unanimous  ballot  of  the  Council 
for  Dr.  Way  as  secretary.  Seconded  and  carried. 

The  secretary  read  a letter  from  President  Dex- 
ter D.  King. 

A motion  was  made  by  Dr.  Thompson  that  we 
acknowledge  receipt  of  Dr.  King’s  letter  and  that  it 
be  placed  on  file.  Seconded  and  carried. 

The  secretary  read  a letter  from  Dr.  Wm.  Shep- 
herd, secretary  Third  Councilor  District,  relative  to 
Dr.  Shook’s  inability  to  be  present. 

A motion  was  made  by  Dr.  Conrad  that  the  sec- 
retary send  a letter  to  Dr.  Shook  on  behalf  of  the 
Council  wishing  him  a speedy  and  complete  recovery, 
and  regretting  his  absence.  Seconded  and  carried. 

The  president  called  for  the  report  of  the  Medical- 
Legal  Advice  Committee.  Dr.  R.  W.  Fouts  read 
this  report. 

A motion  was  made  by  Dr.  Thompson  that  the 
report  be  accepted  and  placed  on  file.  Seconded  by 
Dr.  French.  Carried. 

A report  of  the  Medical  Economics  Committee  was 
called  for  by  the  President,  and  Dr.  E.  W.  Rowe  read 
the  report. 

Dr.  James  Kelly  asked  for  permission  to  read  the 
Cancer  Committee  report  at  this  time,  and  permis- 
sion was  given  by  the  chair. 

General  discussion  by  Drs.  Rowe,  H.  S.  Andrews, 
Fouts  and  Kelly  followed. 

A motion  was  made  by  Dr.  Redfield  that  both  the 
reports  be  accepted  and  published.  Seconded  by 
Dr.  Thompson.  Carried. 

The  president  asked  for  the  Insurance  Committee 
report,  and  it  was  read  by  Dr.  Earle  Johnson,  Chair- 
man. 

General  discussion  by  Drs.  Fouts,  Kelly,  Redfield, 
Arnold,  H.  S.  Andrews,  and  Mr.  M.  C.  Smith  ensued. 

A motion  was  made  by  Dr.  Thompson  that  the 
report  be  accepted  and  published.  Seconded  and 
carried. 

The  report  of  the  Committee  on  Allied  Profes- 
sions was  called  for  by  the  president,  and  Dr.  D. 
B.  Steenburg  stated  the  committee  had  nothing  to 
report. 

The  president  asked  for  the  report  of  the  Legal- 
Medical  Committee.  Dr.  R.  W.  Fouts  stated  this 
committee  had  nothing  to  report  subsequent  to  their 
last  report. 

The  president  called  for  the  report  of  the  Com- 
mittee on  Journal  and  Publication,  and  Dr.  H.  M. 
Jahr  asked  permission  to  give  the  Editor’s  report 
at  this  time. 

A motion  was  made  by  Dr.  French  that  the  re- 
port be  accepted  and  published.  Seconded  and  car- 
ried. 


The  president  called  for  the  report  of  the  F.  S.  A. 
Committee,  and  Dr.  E.  S.  Wegner  gave  an  oral  re- 
port for  the  committee. 

As  it  was  along  about  the  same  line,  Dr.  C.  A. 
Selby  asked  permission  for  the  floor  and  spoke 
briefly  relative  to  the  Thedford  Medical  Aid  Asso- 
ciation. Dr.  E.  W.  Rowe,  then  asked  for  permis- 
sion to  give  his  Health  Planning  report,  and  this 
permission  was  given  by  the  president. 

* General  discussion  by  Drs.  Selby,  Jahr,  French, 
Rowe,  Peters  and  Redfield  ensued. 

A motion  was  made  by  Dr.  Thompson  that  these 
reports  be  accepted  and  published.  Seconded  by 
Dr.  French.  Carried. 

The  president  asked  for  the  report  of  the  Con- 
valescent Serum  Committee,  and  Dr.  Floyd  Clarke 
gave  an  oral  report  for  the  committee  and  pre- 
sented the  usual  audit. 

Discussion  by  Drs.  Thompson,  Selby,  Fouts,  Covey, 
Decker  and  Adams  followed. 

A motion  was  made  by  Dr.  French  that  we  accept 
Dr.  Clarke’s  report.  Seconded  by  Dr.  Peters.  Car- 
ried. 

Reports  from  the  committees  on  Advisory  to 
Woman’s  Auxiliary;  Library,  Necrology  and  Rec- 
ords; Medical  Student  Loan  Fund,  were  called  for  by 
the  president,  but  the  chairmen  were  not  present,  nor 
had  reports  been  received  by  the  Secretary-Treasur- 
er. 

The  president  announced  dinner  in  the  Garden 
Room,  and  a recess  followed. 

After  dinner  the  meeting  was  called  to  order  by 
President  Andrews. 

The  report  of  the  Delegate  to  the  A.  M.  A.  was 
called  for  by  the  president,  and  Dr.  K.  S.  J.  Hohlen 
read  the  report. 

A motion  was  made  by  Dr.  Thompson  that  the 
report  be  accepted.  Seconded  by  Dr.  Conrad. 
Carried. 

The  president  asked  for  the  report  of  the  Speak- 
ers Bureau,  and  Dr.  H.  S.  Morgan  gave  an  oral  re- 
port in  the  absence  of  Chairman  McLaughlin,  who 
is  now  in  the  armed  forces. 

The  president  called  for  the  report  of  the  Com- 
mittee on  Maternal  and  Child  Health.  Dr.  H.  S. 
Morgan  read  this  report. 

A motion  was  made  by  Dr.  Conrad  that  the  re- 
port be  accepted  and  published.  Seconded  and 
carried. 

The  Planning  Committee  report  was  called  for  by 
the  president.  Dr.  Floyd  Rogers,  Chairman,  had 
sent  his  report,  so  it  was  read  by  Dr.  Andrews. 

A motion  was  made  by  Dr.  French  that  the  re- 
port be  accepted  and  placed  on  file.  Seconded  and 
carried. 

Dr.  R.  F.  Decker  read  the  report  of  the  Speaker 
of  the  House  of  Delegates. 

General  discussion  as  to  Dr.  Decker’s  suggested 
recommendations  by  Drs.  Adams,  Selby,  Fouts, 
Cooper,  French,  Peters  and  Way  followed. 

A motion  was  made  by  Dr.  Peters  that  the  mat- 
ter be  referred  to  a committee  of  three  appointed 
by  the  chair.  Seconded  and  carried. 

Dr.  Geo.  W.  Covey  read  the  report  of  the  Medical 
and  Public  Health  Education  Committee,  and  in- 
corporated with  this  report  were  letters  and  reports 
from  the  committees  on  Venereal  Disease,  Hospital 
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and  Medical  Standards,  Fracture,  Tuberculosis,  Pre- 
vention and  Amelioration  of  Deafness,  Industrial 
Health,  and  Public  Health. 

A motion  was  made  that  this  report  be  accepted 
and  placed  on  file.  Seconded  and  carried. 

The  Board  of  Trustees  report  was  read  by  Dr. 
Geo.  W.  Covey. 

A motion  was  made  by  Dr.  Thompson  that  the 
report  be  accepted  and  published,  and  that  the 
budget  be  recommended  to  the  House  of  Delegates. 
Seconded  by  Dr.  Conrad.  Unanimously  carried. 

The  chair  appointed  Drs.  O.  W.  French,  Warren 
Thompson,  J.  D.  McCarthy,  and  G.  E.  Peters,  as  a 
committee  of  four  to  recommend  a member  to  fill 
the  unexpired  term  of  Dr.  Russell  Best  on  the 
Board  of  Trustees. 

Dr.  A.  L.  Cooper  asked  for  the  floor  and  sug- 
gested that  the  Executive  Secretary  make  a break- 
down of  each  item  of  the  budget  as  a graphic  illus- 
tration as  to  the  final  disposition  of  each  individual 
doctor’s  dues. 

Dr.  French,  chairman  of  the  committee  appointed 
by  the  chair  to  recommend  a successor  to  Dr.  Best 
on  the  Board  of  Trustees,  reported  that  the  com- 
mittee had  met  and  selected  Dr.  J.  D.  McCarthy, 
Omaha. 

Dr.  Conrad  nominated  Dr.  McCarthy  to  fill  the 
unexpired  term  of  Dr.  R.  Russell  Best  on  the  Board 
of  Trustees. 

A motion  was  made  by  Dr.  Pugsley  that  the  nom- 
inations be  closed,  and  that  Dr.  McCarthy  be  de- 
clared the  unanimous  choice  of  the  Council  to  fill 
the  unexpired  term  of  Dr.  R.  Russell  Best  on  the 
Board  of  Trustees.  Seconded  and  carried. 

Dr.  J.  D.  McCarthy  read  the  report  of  the  National 
Conference  on  Medical  Service. 

A motion  was  made  by  Dr.  French  that  the  re- 
port be  accepted  and  published,  and  that  we  recom- 
mend to  the  House  of  Delegates  that  we  continue  co- 
operation with  this  association.  Seconded  and  car- 
ried. 

Dr.  R.  B.  Adams  presented  the  secretary-treasur- 
er’s report. 

A motion  was  made  by  Dr.  Peters  that  we  ac- 
cept and  publish  Dr.  Adams’  report.  Seconded  by 
Dr.  Arnold.  Carried. 

General  discussion  as  to  the  feasibility  of  having 
the  scientific  section  of  the  1943  Annual  Assembly 
followed  by  Drs.  Jahr,  Fouts,  Peters,  Cooper, 
Thompson,  Selby,  and  Mr.  M.  C.  Smith.  A sym- 
posium on  Venereal  Disease  and  Tuberculosis  was 
also  discussed. 

A motion  was  made  by  Dr.  French  that  a recom- 
mendation be  given  to  the  Program  Committee  that 
the  Scientific  Program  be  dispensed  with  at  the 
state  meeting  for  1943,  but  that  we  do  hold  a meet- 
ing of  the  House  of  Delegates  and  Council.  Sec- 
onded by  Dr.  Thompson.  Carried. 

Dr.  King’s  recommendation  for  the  Committee  on 
Student  Loan  Fund  was  next  presented  by  the  chair. 

A motion  was  made  by  Dr.  Conrad  that  we  follow 
Dr.  King’s  recommendation  in  regard  to  the  person- 
nel of  this  committee,  and  that  collections  be  made 
through  the  headquarters  office  in  Lincoln.  Sec- 
onded by  Dr.  Peters.  Carried. 

The  chair  appointed  the  following  committee  to 
study  the  recommendations  contained  in  Dr.  Deck- 


er’s report:  Drs.  Warren  Thompson,  C.  W.  Way, 
G.  E.  Peters. 

The  president  called  for  the  report  of  the  execu- 
tive secretary,  and  it  was  read  by  Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  Conrad  that  we  accept 
and  publish  Mr.  Smith’s  report.  Seconded  by  Dr. 
Peters.  Carried. 

General  discussion  relative  to  Tuberculosis  and 
Venereal  Disease  symposia  followed. 

A motion  was  made  by  Dr.  Peters  that  the  Coun- 
cil request  the  chairman  of  the  Venereal  Disease  and 
Tuberculosis  committees  to  arrange  with  Dr.  Selby 
for  regional  meetings.  Seconded  by  Dr.  Arnold. 
Carried. 

The  chair  asked  that  the  executive  secretary 
notify  these  committees  accordingly. 

Motion  was  made  for  adjournment.  Seconded 
and  carried. 


SECRETARY-TREASURER’S  REPORT 
January  17,  1943 

The  Nebraska  State  Medical  Association  finished 
the  year  1942  with  1,142  members.  This  was  16 
more  than  belonged  in  1941.  There  were  45  new 
members  and  185  in  military  service,  65  of  whom 
were  carried  as  members  in  good  standing. 

The  year  was  fully  satisfactory  from  all  points 
of  view.  There  was  no  session  of  the  state  legis- 
lature and  no  worry  was  caused  as  a result. 

The  work  of  the  Association  itself  went  ahead 
with  no  setbacks  and  many  of  the  committees  did 
excellent  work;  namely,  the  Committee  on  Medical 
Economics,  Maternal  and  Child  Health  Committee, 
Committee  on  Scientific  Assembly,  Committee  on 
Medico-Legal  Advice,  Procurement  and  Assignment 
Committee,  Health  Planning  Committee,  and  the 
Convalescent  Serum  Committee,  as  can  be  told  from 
their  published  reports  in  the  Journal. 

The  Annual  Assembly  held  in  Omaha  during  the 
first  week  in  May  was  a successful  one.  The  at- 
tendance was  not  as  large  as  it  had  been  in  other 
years,  but  the  general  program  was  above  our  aver- 
age. Twelve  invited  guests,  Dr.  W.  C.  Cole,  De- 
troit; Dr.  R.  L.  Diveley,  Kansas  City,  Missouri;  Dr. 
Benjamin  Goldberg,  Chicago;  Dr.  Marcus  H.  Hobart, 
Evanston,  Illinois;  Dr.  Wm.  Peyton,  Minneapolis; 
Mr.  J.  W.  Holloway  from  the  A.  M.  A.,  Chicago; 
Dr.  L.  H.  Sloan,  Chicago;  Dr.  W.  O.  Thompson, 
Chicago,  and  Dr.  W.  F.  Woltman,  Rochester,  Minne- 
sota, appeared  on  the  program  and  gave  excellent 
addresses.  Dr.  J.  P.  Greenhill  of  Chicago  was  un- 
able to  appear  because  of  illness.  His  paper  was 
read  by  a substitute.  Dr.  S.  J.  Kopetsky  of  New 
York  was  also  unable  to  be  present  due  to  his  army 
duties,  and  Dr.  Chas.  W.  McLaughlin  of  Omaha 
appeared  in  his  place. 

The  Association  was  also  fortunate  in  that  there 
was  an  Army  District  Procurement  and  Assignment 
meeting  in  Omaha  just  following  our  meeting,  and 
we  were  able  to  get  Major  Sam  Seeley,  head  of  the 
above  work,  to  speak  to  the  general  sessions.  His 
description  of  the  way  this  work  is  done  was  clear 
and  concise  and  excellently  given.  Finally,  Dr.  R. 
K.  Packard  of  Chicago,  representing  the  National 
Physicians  Committee,  spoke  at  the  banquet  and 
gave  a description  of  the  work  done  by  this  com- 
mittee. 

The  commercial  exhibits  were  the  finest  in  our 
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history,  and  there  were  more  exhibitors  than  ever 
before. 

The  Association  also  enjoyed  a good  year  finan- 
cially. Our  income  was  less  than  in  1941  by  $569.06, 
and  our  expenses  were  $768.72  greater  than  in  1941. 
When  it  was  considered  that  $1,498.50  was  taken 
from  cash  and  invested  in  war  bonds,  it  is  easily 
seen  that  we  kept  our  expenses  below  our  income. 
The  preamble  in  the  Auditor’s  report  which  follows 
is  so  thorough  that  the  Secretary-Treasurer  does 
not  feel  that  a further  explanation  would  help. 

Respectfully  submitted, 

R.  B.  ADAMS,  M.  D., 
Secretary-Treasurer. 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
AUDIT 

Year  Ended  December  31,  1942 

Lincoln,  Nebr.,  January  8,  1943. 
Nebraska  State  Medical  Association, 

Lincoln,  Nebraska. 

Gentlemen: 

We  have  audited  the  records  of  the  Nebraska 
State  Medical  Association  for  the  year  ended  De- 
cember 31,  1942.  Included  in  this  report  are  the 
following  exhibits  and  schedules. 

Exhibit  A — Analysis  of  Fund  Balances,  Year  1942. 

Exhibit  B — Statement  of  Receipts  and  Disburse- 
ments, Year  1942. 

Schedule  B-l — Statement  of  Receipts  and  Dis- 
bursements, Annual  Session,  Year  1942. 

Schedule  B-2 — Comparison  of  General  Expense 
with  Budget. 

Exhibit  C — Statement  of  Investments,  January  1, 
1942  to  December  31,  1942. 

Exhibit  D — Journal  Accounts  Receivable,  Decem- 
ber'31,  1942. 

EXHIBIT  A 

Changes  that  took  place  in  the  fund  balances  dur- 
ing the  year  1942  are  shown  in  Exhibit  A.  The 
total  of  the  fund  balances  on  January  1,  1942  was 
$20,694.44.  During  the  year  the  General  Operating 
Fund  was  decreased  $2,254.26  and  the  Investment 
Fund  was  increased  $1,548.76,  leaving  a net  reduc- 
tion in  the  funds  of  $705.50.  At  the  end  of  the  year 
the  fund  balances  amounted  to  $19,988.94,  which  is 
represented  by  cash  in  the  National  Bank  of  Com- 
merce, Lincoln,  Nebraska,  of  $540.87  and  the  bal- 
ance in  the  Investment  Fund  of  $19,448.07. 

The  reduction  in  the  general  Operating  Fund 
resulted  from  the  fact  that  the  cash  disbursements 
exceeded  the  cash  receipts  by  $2,254.26,  as  shown  in 
Exhibit  B.  The  increase  of  $1,548.76  in  the  Invest- 
ment Fund  is  shown  in  detail  in  Exhibit  C. 

EXHIBIT  B 

In  the  statement  of  receipts  and  disbursements 
the  receipts  have  been  divided  into  three  sections. 
Under  the  General  section  the  receipts  for  the  year 
amounted  to  $10,905.09.  The  principal  item  in  this 
section  was  Membership  Dues  in  the  amount  of 
$10,530.00.  The  Journal  section  shows  receipts  of 
$5,787.54,  the  principal  item  being  Sales  of  Ad- 
vertising Space  of  $5,563.64.  The  third  section  is 
the  net  receipts  of  the  Annual  Session,  described 
in  detail  in  Schedule  B-l,  amounting  to  $450.10.  To- 
tal receipts  from  all  sources  amounted  to  $17,142.73. 


The  disbursements  are  divided  into  two  sections: 
General  and  Journal.  The  disbursements  under  the 
General  section  totalled  $9,990.93.  The  disburse- 
ments under  the  Journal  totalled  $7,907.56. 

The  principal  disbursements  under  the  General 
section  are  Salaries  $4,741.00,  Travel  Expense 
$762.58,  Office  Rent  $614.47,  Medico-Legal  $632.08, 
Attorneys  Fees  $375.00,  and  Emergency  Fund 
$1,000.00.  These  General  expenses  are  shown  in  de- 
tail in  comparison  with  the  budget  in  Schedule  B-2, 
which  indicates  expenditures  were  less  than  the 
budget  by  $2,884.07. 

The  principal  disbursements  under  the  Journal 
section  are  Salaries  $1,440.00,  Commissions  $2,051.77, 
and  Publication  Expense  $3,574.64.  The  item  of 
Commissions  represents  the  1941  and  1942  commis- 
sions paid  to  the  Executive  Secretary  in  accordance 
with  his  contract  with  the  Association.  The  total 
operating  disbursements  of  $17,898.49  exceeded  the 
operating  revenues  of  $17,142.73  in  the  amount  of 
$755.76.  As  indicated  in  Exhibit  B,  cash  was  with- 
drawn from  the  General  Fund  and  invested  in  se- 
curities to  the  extent  of  $1,498.50,  so  that  the  Gen- 
eral cash  balance  was  reduced  $2,254.26.  In  Ex- 
hibit B there  has  been  no  attempt  to  make  an  al- 
location of  dues  between  the  divisions.  All  of  the 
receipts  and  disbursements  have  therefore  been 
combined  into  one  statement  with  the  exception  of 
the  Annual  Session.  Since  the  receipts  and  dis- 
bursements of  the  Annual  Session  were  handled  in 
separate  accounts,  Schedule  B-l  has  been  prepared 
to  show  the  details.  The  net  income  of  the  Session 
of  $450.10  is  shown  as  a net  receipt  in  Exhibit  B. 

All  receipts  of  income  were  traced  to  the  Asso- 
ciation’s bank  accounts  kept  in  the  National  Bank 
of  Commerce,  Lincoln,  Nebraska.  The  total  re- 
ceipts of  members’  dues  were  proved  to  the  total 
posted  to  the  active  membership  accounts  and  to  the 
membership  cards  issued.  Test  checks  were  made 
between  postings  to  membership  accounts  and  the 
letters  of  transmittal  from  the  local  association. 
We  found  that  there  were  sixty-eight  members  in 
the  military  service  from  whom  no  dues  are  to  be 
collected  during  their  terms  of  such  service. 

All  cancelled  checks  were  examined,  and  paid  in- 
voices were  available  for  a large  portion  of  the  dis- 
bursements. We  also  examined  the  minutes  of 
trustees’  meetings  for  authorizations  of  officers’ 
salaries  and  other  disbursements.  All  securities 
were  presented  for  our  inspection.  We  found  that 
all  interest  collected  from  the  securities  had  been 
included  in  the  receipts.  We  confirmed  the  bank 
balances  independently  and  it  is  our  opinion  that 
the  cash  receipts  and  disbursements  have  been  prop- 
erly accounted  for. 

EXHIBIT  C 

The  statement  showing  the  changes  in  the  invest- 
ments during  the  year  is  presented  as  Exhibit  C. 
The  cost  value  of  the  investments  at  the  beginning 
of  the  year  was  $17,899.31.  The  principal  change 
shown  in  this  exhibit  is  the  increase  of  $1,498.50 
due  to  the  investment  in  United  States  Savings 
Bonds,  Series  F.  United  States  Treasury  Bonds  of 
$1,100.00  were  exchanged  for  United  States  Sav- 
ings Bonds,  Series  G,  of  $1,100.00.  Dividend  cred- 
its on  the  various  savings  and  loan  accounts  plus 
the  interest  accrued  and  increments  on  Government 
bonds  have  also  been  added  to  the  cost  value  of  the 
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securities  and  represent  increases  in  the  fund. 
There  was  a withdrawal  from  the  United  Savings 
and  Loan  Association  in  the  amount  of  $159.02.  The 
balance  in  the  fund  of  $19,448.07  is  the  cost  value  of 
the  securities  on  hand  on  December  31,  1942. 

EXHIBIT  D 

The  Association  has  accounts  receivable  in  the 
amount  of  $406.92  representing  unpaid  sales  of  ad- 
vertising and  engraving  in  the  Journal.  These  ac- 
counts are  shown  in  detail  in  Exhibit  D.  Accord- 
ing to  the  Executive  Secretary,  all  of  these  accounts 
are  current  and  collectible.  Since  the  Association  is 
operating  on  a cash  basis,  these  accounts  have  not 
been  included  as  income  in  the  books  of  the  Asso- 
ciation and  are  not  included  in  the  fund  balances. 

The  Association  has  several  notes  in  the  Student 
Loan  Fund.  We  did  not  make  an  audit  of  this  fund 
and  these  notes  are  not  included  in  this  report.  Mr. 
M.  C.  Smith  has  $100.00  in  his  possession  represent- 
ing cash  advanced  to  him  for  traveling  expenses. 
This  fund  is  replaced  periodically  upon  presentation 
of  travel  expense  reports.  The  $100.00  is  not  in- 
cluded in  the  fund  balances. 

Should  any  further  information  falling  within  the 
scope  of  our  report  be  desired  we  shall  be  pleased 
to  supply  it  upon  request. 

Respectfully, 

MARTIN  & COLE. 


EXHIBIT  A— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
ANALYSIS  OF  FUND  BALANCES 


Committee  expense 

Audit  expense 

Office  equipment  . 
Speakers  Bureau 

Medico-Legal  

Attorneys  fees  

Emergency  fund  . 


112.20 

65.00 
54.75 

10.00 
632.08 
375.00 

1,000.00  9.990.93 


Journal — 

Salaries  

Commissions  

Publication  expense 
Envelopes  and  inserts  . 

Engraving  

Press  clipping  service. 

Color  

Miscellaneous  


1,440.00 

2,051.77 

3,574.64 

277.89 

164.01 

49.50 

199.00 

150.75  7,907.56 


TOTAL  OPERATING  DISBURSEMENTS— $17,898.49 
EXCESS  OF  OPERATING  DISBURSE- 
MENTS OVER  RECEIPTS 755.76 

Add : Purchase  of  Securities  for  Invest- 
ment— See  Exhibit  C 1,498.50  $2,254.26 


CASH  ON  HAND,  DECEMBER  31,  1942 $ 540.87 


SCHEDULE  B-l — 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 


ANNUAL  SESSION  1942 

Receipts: 

Exhibit  space  

Disbursements : 

Banquet  

Golf  tournament  and  shoot 

Reporting  

Luncheon  

Registration  expense  

Programs  

Ladies  Auxiliary  

Guest  speakers  

Miscellaneous  


$208.51 
41.00 
. 169.41 
. 13.25 

. 21.50 
. 142.31 
. 35.32 

. 350.48 
418.12 


$1,850.00 


1,399.90 


NET  EXCESS  OF  RECEIPTS  OVER  DISBURSE- 
MENTS   $ 450.10 


SCHEDULE  B-2 — 

COMPARISON  OF  GENERAL  EXPENSE  WITH  BUDGET 


January  1,  1942  to  December  31,  1942 


Total  Balance,  January  1,  1942 $20,694.44 

Represented  by  : 

Cash — National  Bank  of  Commerce $ 2,795.13 

Investments — See  Exhibit  C 17,899.31 


$20,694.44 

Deduct: 

Excess  of  Disbursements  over  Receipts 

See  Exhibit  B $ 2,254.26 

Less : Net  addition  in  Investments 

See  Exhibit  C 1,548.76  705.50 


Total  Balance,  December  31,  1942 $19,988.95 

Represented  by : 

Cash — National  Bank  of  Commerce $ 540.87 

Investments — See  Exhibit  C 19,448.94 


$19,988.94 

EXHIBIT  B— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  RECEIPTS  AND  DISBURSEMENTS 
Year,  1942 

Cash  on  hand.  January  1,  1942 $2,795.13 

Receipts : 

General — 

Membership  Dues  $10,530.00 

Withdrawals  — United  Savings 

& Loan  159.02 

Interest  collected  216.07  10,905.09 


Journal — 

Advertising  space 5,563.64 

Cuts  156.30 

Subscriptions  55.00 

Copies  sold  12.60 

Annual  Session — See  Schedule  B-l 


5,787.54 

450.10 


TOTAL  RECEIPTS  $17,142.73 

Disbursements : 

General — - 

Salaries  $ 4,741.00 

Travel  762.58 

Office  expense — 

Rent  614.47 

Mimeograph  66.93 

Printing  152.82 

Postage  360.95 

Telephone  and  telegraph 475.66 

Miscellaneous  351.80 

Councilor  expense  106.75 

Delegate  to  A.  M.  A 108.94 


Year  1942 

Unex- 
Actual  pended 


Budget 

Expense 

Balance 

Salaries 

$ 4,750.00 

$4,741.00 

$ 9.00 

Travel 

1,000.00 

762.58 

237.42 

Office  expense: 
Rent 

625.00 

614.47 

10.53 

Mimeograph 

. . 200.00 

66.93 

133.07 

Printing 

250.00 

152.82 

97.18 

Postage 

350.00 

360.95 

*10.95 

Telephone  and  telegraph 

_ - 500.00 

475.66 

24.34 

Miscellaneous 

450.00 

416.80 

33.20 

Councilor  expense 

350.00 

106.75 

243.25 

Delegate  to  A.  M.  A 

150.00 

108.94 

41.06 

Annual  Session 

650.00 

650.00 

Committee  expense 

_ _ 125.00 

112.20 

12.80 

Student  Loan  Fund 

100.00 

100.00 

Sneakers  Bureau 

375.00 

10.00 

375.00 

Medico-Legal 

800.00 

632.08 

167.92 

Emergency  Fund 

1,000.00 

1,000.00 

Attorneys  fees 

1.000.00 

375.00 

625.00 

Office  equipment  - - 

200.00 

54.75 

145.25 

$12,875.00  $9,990.93  $2,884.07 

^Indicates  Negative. 


EXHIBIT  C— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 
January  1,  1942  to  December  31.  1942 


Balance  on  hand,  January  1,  1942 $17,899.31 

Consisting  of : 

Wm.  H.  Harms  Loan  Peters  Trust  Com- 
pany 6% — Face  Value  $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577,  6% — 

Face  Value  $370.00— 1.00 

Omaha  Loan  and  Building  Assn 1,491.09 

Nebraska  Central  Building  and  Loan 

Association  801.31 

Conservative  Savings  and  Loan  Assn 1.321.15 

United  Savings  and  Loan  Assn 1,590.17 

Standard  Savings  and  Loan  Assn 674.59 

U.  S.  Treasury  Bonds  2 3/4% 400.00 

U.  S.  Treasury  Bonds  2 7/8% 4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  3 1/8% 150.00 

U.  S.  Treasury  Bonds  3%9c 1,850.00 

U.  S.  Savings  Bonds — Issue  Price 

$4  218.75 — Maturity  Value  $5,625.00 4,567.00 

Postal  Savings  Bond — Issue  Price  $50.00-  52.00 


$17,899.31 
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Additions : 

Dividend  Credits — 

Omaha  Loan  and  Build- 
ing Assn.  $ 45.03 

Nebraska  Central  Build- 
ing & Loan  Assn — 24.20 

Conservative  Savings 

and  Loan  Assn 26.55  95.78 


Increment  in  Value  — 

U.  S.  Sav.  Bonds  : 

Total  Increment, 

Dec.  31,  1942 460.75 

Total  Increment, 

Dec.  31,  1941 348.25  112.50 

Interest  Accrued — - 
Postal  Savings: 

Interest  Accrued. 

Dec.  31,  1942 3.00 

Interest  Accrued, 

Dec.  31,  1941 2.00  1.00 


Purchase : 

U.  S.  Savings  Bonds — 

Series  G»  1,100.00 

U.  S.  Savings  Bonds — 

Series  F 1,498.50  2,598.50  2,807.78 


Reductions : 
Withdrawals — - 


United  Savings  & Loan  Assn 159.02 

Sales — 

U.  S.  Treasury  Bonds  3%%* 1,100.00  1,259.02 

Net  Additions  1,548.76 

TOTAL  BALANCE,  December  3L  1942 $19,448.07 

•Exchange. 

EXHIBIT  C— 


NEBRASKA  STATE  MEDICAL  ASSOCIATION 
STATEMENT  OF  INVESTMENTS 

January  1,  1942  to  December  31,  1942 

Consisting  of : 

Wm.  H.  Harms  Loan  Peters  Trust  Company  6% — 


Face  Value  $1,000.00  $ 1.00 

Zannie  X.  Marshall  Ctf.  No.  577,  6% — 

Face  Value  $370.00  1.00 

Omaha  Loan  and  Building  Association — - 1,536.12 

Nebraska  Central  Building  and  Loan  Association 825.51 

Conservative  Savings  and  Loan  Association 1,347.70 

United  Savings  and  Loan  Association 1,431.15 

Standard  Savings  and  Loan  Association 674.59 

U.  S.  Treasury  Bonds  2 3/4% 400.00 

U.  S.  Treasury  Bonds  2 7 /8% 4,500.00 

U.  S.  Treasury  Bonds  3% 500.00 

U.  S.  Treasury  Bonds  3 1/8% 150.00 

U.  S.  Treasury  Bonds  3 %% 750.00 

U.  S.  Savings  Bonds  Series  G 1,100.00 

U.  S.  Savings  Bonds — Issue  Price  $5,717.25 — 

Maturity  Value  $7,630.00  6,178.00 

Postal  Savings  Bond — Issue  Price  $50.00 53.00 


$19,448.07 


EXHIBIT  D— 

NEBRASKA  STATE  MEDICAL  ASSOCIATION 
JOURNAL  ACCOUNTS  RECEIVABLE 


December  31,  1942 

Advertising  Space : 

Coca-Cola  Company  $ 12.00 

Fontenelle  Hotel  20.00 

Lincoln  Hotel  7.00 

Lincoln  Splint  and  Brace  Shop 3.25 

Phebus  Surgical  Company 4.00 

Cooperative  Medical  Advertising  Bureau : 

Mead  Johnson  and  Company 75.00 

Petrogalar  26.67 

Winthrop  Chemical  Company 23.00 

E.  R.  Squibb  23.00 

Philip  Morris  20.00 

Luzier’s,  Inc.  20.00 

Spencer  Corset  Company  23.00 

Camel  Cigarettes  20.00 

Eli  Lilly  40.00 

Parke-Davis  and  Company  20.00 

Colwell  Publishing  Company  9.60 

Physicians  Optical  Company  4.00 

Physicians  Casualty  Company 7.00 

Ralph  Sanitarium  7.00 

Laboratory  of  Clinical  Pathology  7.00 

Cook  County  Graduate  School  7.00 

Seiler  Surgical  Company 4.00 

Holland  Rantos - . 20.00  356.27 


REPORT  OF  THE  EXECUTIVE  SECRETARY 

To  the  Officers  and  Members  of  the  Council  of  the 

Nebraska  State  Medical  Association: 

The  advent  of  a global  war  since  our  last  Council 
meeting  in  January,  1941,  has  brought  many 
changes  in  the  activities  of  your  state  medical  asso- 
ciation. It  is  again  the  object  of  this  report  of  the 
executive  secretary  to  cover  the  departments  of  the 
headquarters  office,  and  while  a part  of  our  report 
will  touch  upon  some  of  the  various  committee  ac- 
tivities, it  will  cover  only  those  activities  as  affect- 
ed in  the  headquarters  office. 

PROCUREMENT  AND  ASSIGNMENT 

The  securing  of  medical  officers  for  the  armed 
forces  has  developed  into  one  of  the  major  activities 
of  the  headquarters  staff  during  the  past  year.  The 
profession  is  generally  acquainted  with  the  organi- 
zation of  Procurement  and  Assignment,  which  is  a 
federal  bureau  set  up  by  executive  order  of  the 
president  with  the  responsibility  of  selecting  medi- 
cal personnel  for  the  armed  forces.  Dr.  A.  A.  Con- 
rad at  Crete,  Nebraska,  is  the  State  Chairman  for 
Procurement  and  Assignment.  As  an  aid  he  has 
selected  a state  committee  with  appointments  well 
scattered  over  the  state.  These  are  again  sub- 
divided into  councilor  districts  and  in  some  instances 
even  to  the  county  societies  themselves.  This  state 
committee  under  Dr.  Conrad  is  the  group  in  author- 
ity in  selecting  the  doctors  who  are  available  for 
military  duty,  or  those  who  are  essential  and  must 
be  kept  in  their  home  communities  for  the  care  of 
the  civilian  population.  The  connection  of  the  head- 
quarters office  with  Procurement  and  Assignment 
is  that  of  handling  office  detail.  All  the  records  are 
maintained  in  the  office  and  it  is  our  privilege  to 
cooperate  in  every  way  possible  with  Dr.  Conrad 
and  his  committee.  A certain  amount  of  expense  is 
involved,  and  the  Board  of  Trustees  has  given  au- 
thority that  this  expense  shall  be  absorbed  by  the 
State  Medical  Association  as  a part  of  the  patriotic 
duty  of  the  medical  profession  in  Nebraska.  Ap- 
proximately 50%  of  the  time  of  the  headquarters 
office  is  now  spent  in  Procurement  and  Assign- 
ment. This  might  seem  a large  portion  of  our  time 
spent  in  this  activity,  but  we  do  feel  that  it  is 
justified  because  of  the  extreme  importance  to  every 
individual  doctor  in  the  state.  Every  individual 
physician  is  greatly  affected  in  making  the  selec- 
tions for  men  available  for  military  service,  and  we 
feel  justified  in  spending  a great  deal  of  time  in 
close  investigation  of  all  cases. 

The  Nebraska  quota  for  1943,  as  of  December 
1,  1942,  is  133  doctors.  This  figure  indicates  that  a 
large  portion  of  the  time  of  the  headquarters  staff 
will  be  spent  in  this  activity  during  the  coming 
year. 

STUDENT  LOAN  FUND 

At  the  direction  of  the  Board  of  Trustees,  the 
Executive  Secretary  has  cooperated  with  the  Stu- 
dent Loan  Fund  Committee  to  make  some  changes 
in  the  operation  of  the  financial  side  of  this  fund. 
A change  of  personnel  in  the  committee  has  been 
requested  and  before  this  change  is  made  the  new 
chairman  has  asked  for  a complete  survey  and 
audit  of  the  fund. 


Engraving  : 

Drs.  Gedgoud  and  Henske . 4.40 

TOTAL  1- $406.92 


We  have  gone  into  the  matter  very  carefully,  and 
it  is  our  opinion  that  the  fund  has  been  well  han- 
dled. With  the  permission  of  the  committee,  we 
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have  made  some  changes  in  method  of  handling  the 
notes.  The  fund  had  quite  a large  variety  of  notes 
from  different  borrowers.  In  many  instances  sev- 
eral different  notes  were  held  from  one  individual. 
It  seemed  good  business  to  combine  all  of  these 
notes  into  a single  note  for  each  individual.  We  had 
legal  notes  printed  with  the  name  of  the  associa- 
tion, and  contacted  each  of  these  borrowers,  making 
all  of  the  notes  as  of  November  1,  1942,  which 
would  renew  all  of  them  for  a period  of  5 years. 
At  the  present  time  notes  in  the  amount  of  $1,393.58 
have  been  renewed  from  these  borrowers.  We  have 
one  more  borrower  who  owes  a small  amount  of 
$4.02.  Another  noted  dated  September  12,  1940,  has 
just  received  a payment  of  $125.60,  so  that  it  is 
good  for  an  additional  5 years. 

We  have  been  unable  to  locate  one  of  the  bor- 
rowers who  now  owes  $232.96.  There  is  only  one 
borrower  who  is  apparently  attempting  to  avoid 
payment  of  his  note.  He  owes  the  association  a to- 
tal of  $472.90,  and,  unfortunately,  the  amount  is  now 
outlawed.  We  have  written  to  him  three  times  but 
have  received  no  reply. 

As  of  December  31,  1942,  the  loan  fund  had  a 
cash  balance  of  $1,732.32.  Since  that  time  one  check 
has  been  received  in  the  amount  of  $91.49,  which 
should  be  added  to  this  total.  We  are  not  submit- 
ting a complete  financial  statement  at  this  time 
since  this  report  will  come  from  the  committee 
chairman.  It  is  our  plan  to  make  a complete  finan- 
cial statement  to  be  given  to  the  new  chairman  of 
the  committee  when  he  receives  the  records. 

COMPENSATION  FEE  SCHEDULE 

Dr.  W.  P.  Wherry,  as  president  of  the  Associa- 
tion, appointed  a committee  consisting  of  Dr.  Dexter 
D.  King,  Dr.  Clayton  Andrews,  and  the  executive 
secretary,  to  confer  with  the  Compensation  Court 
on  the  matter  of  an  adjustment  of  fee  schedules  for 
compensation  work  in  the  state.  Many  of  the  fees 
allowed  by  this  court  have  been  ridicuously  low,  and 
that  adjustment  was  made  at  the  request  of  Judge 
Coffey  of  the  Compensation  Court.  A rather  de- 
tailed survey  was  made  of  fee  schedules  over  the 
country,  and  the  committee  prepared  a suggested 
schedule  after  conferences  with  a number  of  other 
physicians.  This  schedule  was  adopted  almost  in 
entirety  as  suggested  by  the  committee.  Copies 
of  the  schedule  have  been  mailed  to  various  physi- 
cians in  the  state,  and  we  have  a number  of  addi- 
tional copies  now  available  in  the  headquarters 
office  which  we  will  be  glad  to  mail  out  on  re- 
quest. 

MEMBERSHIP 

We  submit  herewith  the  usual  membership  tables, 
showing  the  state  of  membership  of  the  association. 
There  has  been  a slight  increase  in  the  number  of 
licensed  physicians  in  the  state  during  the  past  year. 
Our  record  for  1942  showed  a total  of  1,946  licensed 
physicians  for  the  state.  The  total  for  1943  is 
1,977.  The  Association  shows  an  increase  of  16  new 
members  for  the  year.  There  are,  of  course,  fewer 
physicians  in  the  state  at  the  present  time  due  to 
the  fact  that  we  show  a total  of  237  in  military 
service.  This  includes  both  members  and  non-mem- 
bers. 


TABLE  NO.  1 

1941  MEMBERSHIP  RECORD: 

Members  deceased  13 

Non-members  deceased  16 

Total  deceased 29 

Members  moved  out  of  state 16 

Non-members  moved  out  of  state 27  43 

Members  in  Military  Service 185 

Non-members  in  Military  Service 52  237 
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New  physicians  in  state 45 

Net  Loss 264 

In  active  practice  in  state,  Jan.  1,  1943 1,250 

Retired,  but  eligible 23 

Members,  Dec.  31,  1942 1,142 

Members,  Dec.  31,  1941 1,126 


Net  gain,  1942  16 


Table  No.  2 is  a distribution  under  the  definite 
classifications  which  accounts  for  the  entire  total 
registered  in  the  Bureau  of  Examining  Boards  at 
the  State  House. 

TABLE  NO.  2 

REGISTERED  NEBRASKA  PHYSICIANS: 


Members  in  active  practice 907 

Members  in  military  service 185 

Members  residing  out  of  state 20 

Members  deceased 13 

Members  (honorary)  17 

Non-members  in  active  practice 271 

Non-members  not  eligible 55 

Non-members  in  military  service 52 

Non-members  residing  out  of  state 418 

Non-members  deceased  16 

Non-members  retired 23 


1,977 

Table  No.  3 shows  the  classification  of  members 
with  a total  membership  of  1,142  for  the  year  1942. 
Of  this  membership  68  were  service  memberships, 
which  under  the  direction  of  the  House  of  Dele- 
gates is  given  to  those  members  who  are  in  good 
standing  when  they  enter  military  service.  Thus 
far  in  1943  this  number  has  been  raised  to  112  mem- 
berships and  the  number  will  undoubtedly  be  in- 
creased during  the  coming  year.  This  loss  of  pay- 
ing members  has  been  taken  care  of  by  a raise  in 
dues  made  at  the  last  annual  session  in  Omaha.  This 
raise  amounted  to  $5.00  per  member  and  should  ade- 
quately take  care  of  any  loss  in  income  for  the  com- 
ing year. 

TABLE  NO.  3 


1942  MEMBERS: 

Active  practice  907 

In  military  service . 185 

Residing  out  of  state 20 

Deceased  13 

Honorary  17 

Total 1,142 


ANNUAL  ASSEMBLY 

Income  of  the  Annual  Assembly  for  1942  reached 
an  all-time  high.  The  income  for  exhibits  for  1941 
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amounted  to  $1,475.00.  The  income  for  1942  was 
$1,850.00.  Expenses  of  the  meeting  were  $1,399.90, 
leaving  a profit  of  $450.00.  This  profit  reverted 
to  the  general  fund  of  the  association.  The  annual 
session  is  now  set  up  in  such  a way  that  it  will 
carry  its  own  burden  financially  and  should  leave  a 
small  amount  each  year  to  be  transferred  to  the 
general  fund. 

It  is  not  the  policy  to  attempt  to  make  a large 
profit  on  the  annual  session  but  the  policy  is  rather 
one  of  investing  practically  all  the  income  in  ex- 
panding the  meeting,  thus  giving  the  members  a 
larger  and  better  meeting  each  year. 

No  decision  as  yet  has  been  reached  by  the  Scien- 
tific Committee  as  to  a meeting  for  1943.  That  de- 
cision will  be  forthcoming  within  a short  time  and 
our  plans  will  then  be  made  accordingly. 

COMPONENT  SOCIETY  VISITATIONS 
AND  MEETINGS 

Visitations  to  county  societies  have  been  curtailed 
due  to  the  lack  of  meetings  during  the  fall  and  be- 
cause of  the  war  effort.  Your  Executive  Secretary 
has  been  present  at  17  component  society  meetings 
during  the  year  and  has  been  in  attendance  at  38 
committee  meetings.  In  addition  he  has  attended 
the  Conference  on  Medical  Education  and  the  An- 
nual Secretaries  Meeting  in  Chicago,  as  well  as  the 
A.  M.  A.  session  in  Atlantic  City.  He  was  honored 
by  a request  to  appear  as  a guest  speaker  at  the 
Annual  Conference  of  Secretaries  of  the  Michigan 
State  Medical  Association  at  Lansing,  Michigan,  in 
January  of  last  year. 

CORRESPONDENCE 

The  correspondence  records  show  that  a total  of 
7,338  pieces  of  mail  went  out  of  the  headquarters 
office  during  the  year.  There  were  4,289  pieces  of 
incoming  mail,  thus  making  a total  of  11,627  pieces 
of  mail  handled  during  the  year. 

May  I say  once  more  most  sincerely  that  it  has 
been  a pleasure  to  be  an  employee  of  the  Nebraska 
State  Medical  Association.  War  brings  additional 
labor  for  everyone,  and  we  hope  that  during  the 
coming  year  we  may  again  be  privileged  to  share 
the  problems  of  the  medical  profession  of  Nebraska. 

Respectfully  submitted, 

M.  C.  SMITH, 
Executive  Secretary. 


CIVILIAN  DEFENSE— MEDICAL  DIVISION 
OCD  BLOOD  PLASMA  RESERVE 
The  Medical  Division  of  the  Office  of  Civilian  De- 
fense pointed  out  in  a recent  Medical  circular  that 
plasma  reserves  are  available  in  every  Civilian  De- 
fense Region  for  use  in  the  event  of  casualties  re- 
sulting from  enemy  action  or  sabotage.  The  cir- 
cular emphasizes  that  this  plasma  may  be  used  for 
life-saving  in  any  disaster.  If  OCD  plasma  is  used 
in  non-war  related  incidents,  its  use  may  be  con- 
sidered as  a loan,  and  arrangements  may  be  made 
later  for  its  replacement,  it  is  pointed  out. 

Through  monthly  reports  issued  by  the  blood 
plasma  section  of  the  Medical  Division,  Regional 
Medical  Officers  keep  all  chiefs  of  Emergency  Medi- 
cal Service,  hospitals  and  American  Red  Cross  Dis- 
aster Relief  Chairmen  informed  concerning  the 


amount  and  distribution  of  plasma  reserves  avail- 
able in  their  states,  and  how  localities  may  secure 
additional  supplies  in  emergencies. 

In  cities  where  reserves  are  stored,  they  may  be 
obtained  by  hospitals  through  the  local  Chiefs  of 
Emergency  Medical  Service.  If  a community  is 
without  plasma  or  if  its  supplies  are  depleted,  the 
local  Chief  of  EMS  may  obtain  additional  plasma  in 
emergencies  from  the  State  Chief  of  EMS. 

DUTIES  OF  U.  S.  CITIZENS  DEFENSE  CORPS 
IN  GAS  DEFENSE 

A program  for  civilian  protection  against  gas  is 
being  rapidly  developed  by  the  Medical  Division  of 
the  Office  of  Civilian  Defense.  Courses  have  been 
presented  for  physicians  selected  from  the  faculties 
of  medical  schools  to  be  trained  as  instructors  in  the 
medical  aspects  of  chemical  warfare.  Arrange- 
ments are  now  being  made  for  the  presentation  of 
courses  by  these  instructors  in  their  own  medical 
schools. 

Training  for  non-medical  personnel  is  provided  in 
Gas  Specialist  Courses  which  since  early  December 
have  been  presented  monthly  at  War  Department 
Civilian  Protection  Schools.  These  schools  are  lo- 
cated at  Amherst  College,  Amherst,  Massachusetts; 
Purdue  University,  Lafayette,  Indiana;  Loyola  Uni- 
versity, New  Orleans;  Occidental  College,  Los  An- 
geles, California;  Stanford  University,  Palo  Alto, 
California,  and  the  University  of  Washington,  Seat- 
tle, Washington. 

The  Gas  Protection  Service  of  the  U.  S.  Citizens 
Defense  Corps  has  been  organized  as  follows:  The 
Medical  Division  of  the  Office  of  Civilian  Defense 
has  a Gas  Protection  Section  responsible  for  organ- 
ization and  training  for  gas  defense.  This  section 
functions  through  the  nine  Civilian  Defense  Regions, 
which  are  coterminous  with  the  Service  Commands 
of  the  U.  S.  Army.  Regional  Gas  Officers  have 
been  designated  for  several  of  the  coastal  regions  to 
supervise  and  assist  the  State  Gas  Consultants  and 
the  Senior  Gas  Officers  of  defense  councils  in  the 
organization  of  state  and  local  programs.  The 
Senior  Gas  Officer  trains  Gas  Reconnaissance 
Agents  who  serve  in  each  zone  of  the  city.  These 
men  are  responsible  for  the  identification  of  the 
agent,  the  collection  of  samples,  the  prevention  of 
casualties,  the  delimiting  of  gassed  areas,  and  for 
cooperation  with  the  Emergency  Medical  Service, 
the  Health  Department  and  other  agencies  con- 
cerned in  protection  against  gas. 

The  duties  to  be  performed  before,  during  and 
after  gas  attacks  are  outlined  for  the  following  in- 
dividuals and  groups:  State  Gas  Consultant,  Senior 
Gas  Officer,  Assistant  Gas  Officers,  Gas  Recon- 
naissance Agents,  Laundry  Officer,  Commander  of 
the  Citizens  Defense  Corps,  Incident  Officer,  Air 
Raid  Wardens,  Police  Services,  Fire  Services,  Emer- 
gency Medical  Service,  Local  Health  Department, 
Public  Works,  Public  Utilities,  Transportation 
Services  and  Emergency  Welfare  Services. 

For  the  Emergency  Medical  Service  the  dutes  are 
set  forth  as  follows: 

DUTIES  BEFORE  GAS  ATTACK 

1.  Plan  with  assistance  of  Senior  Gas  Officer  for 
the  establishment  of  gas  cleansing  stations  for 
cleansing  gassed  patients  with  other  injuries  and 
for  cleansing  of  civilian  protection  personnel.  Each 
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hospital  of  150  beds  or  more  should  be  provided 
with  a cleansing  station.  Cleansing  stations  should 
be  available  in  the  ratio  of  one  per  50,000  population 
and  should  be  located  at  smaller  hospitals  or  casual- 
ty stations  where  150-bed  hospitals  are  not  available 
in  this  ratio. 

2.  Recruit,  train,  and  assign  personnel  to  gas 
cleansing  stations  for  cleansing  services. 

3.  Provide  instruction,  in  cooperation  with  the 
Senior  Gas  Officer,  for  general  public  and  civilian 
protection  personnel  in  self-protection  and  self- 
cleansing (Operations  Letter  46). 

4.  Provide  for  instruction  of  physicians  in  diag- 
nosis and  treatment  of  chemical  casualties. 

5.  Assist  hospitals  in  planning  for  handling  of 
gas  casualties. 

6.  Assure  adequate  distribution  of  protective 
clothing  and  gas  masks  and  other  protective  equip- 
ment to  members  of  mobile  medical  teams  and  train 
personnel  in  their  use. 

7.  Make  provision  for  training  drivers  of  am- 
bulances and  sitting  case  cars  in  protection  of  their 
equipment  against  liquid-gas  contamination;  inform 
them  of  arrangements  for  vehicle  decontamination 
by  Emergency  Public  Works  Service. 

8.  Arrange  for  the  protection  from  contamina- 
tion of  the  equipment  used  to  transport  contaminated 
casualties  insofar  as  it  is  possible. 

DUTIES  DURING  GAS  ATTACK 

1.  Upon  advice  of  the  Senior  Gas  Officer  and 
under  the  orders  of  the  Commander,  man  the  gas 
cleansing  stations. 

2.  Advice  other  services  of  the  U.  S.  Citizens  De- 
fense Corps  in  regard  to  first-aid  cleansing  of  their 
personnel. 

3.  Assign  a mobile  medical  team  to  gas  cleansing 
stations  for  first  aid. 

DUTIES  AFTER  GAS  ATTACK 

1.  Evaluate  the  effectiveness  of  the  cleansing 
procedures  which  have  been  used. 

2.  Provide  follow-up  treatment  of  patients. 

3.  Prepare  inventory  of  protective  equipment 
available  for  use  in  future  attacks  and  obtain  addi- 
tional equipment  as  necessary. 

4.  Cleanse  bodies  of  the  dead  to  facilitate  identi- 
fication. 

Important  functions  assigned  to  the  health  de- 
partment in  the  local  program  of  gas  defense  are 
as  follows: 

DUTIES  BEFORE  GAS  ATTACK 

1.  Provide  for  analysis  for  war  gases  in  samples 
of  food  and  water.  These  tests  may  be  performed  in 
a local  health  department  if  laboratory  facilities  are 
adequate.  In  such  case  it  is  desirable  to  utilize  the 
same  laboratory  facilities  for  the  analysis  for  war 
gases  of  air  and  other  materials.  Where  laboratory 
facilities  other  than  those  of  the  local  health  de- 
partment are  more  suitable  for  use  in  the  analysis 
of  war  gases,  arrangements  should  be  made  by 
the  local  health  department  for  the  analysis  of 
samples  of  water  and  food. 

2.  Advise  the  Senior  Gas  Officer  regarding  the 
nature  of  instructions  to  the  public  concerning  pre- 
cautions to  be  taken  in  the  event  of  water-supply 
contamination.  Such  instructions  are  to  be  promul- 
gated by  the  health  officer. 

3.  Cooperate  with  waterworks  officials  in  plan- 
ning for  the  protection  and  decontamination  of  the 
water  supply. 


DUTIES  DURING  GAS  ATTACK 

1.  Collect  samples  of  food  and  water  for  labora- 
tory analysis  if  contamination  is  suspected. 

2.  Inform  the  public  regarding  contamination  of 
food  and  water  supplies,  including  recommendations 
in  regard  to  self-protection. 

DUTIES  AFTER  GAS  ATTACK 

1.  Decontaminate,  destroy,  or  otherwise  provide 
for  the  handling  and  disposal  of  contaminated  food 
supplies. 

2.  Assist  the  waterworks  in  the  treatment  of 
contaminated  water  supplies. 

3.  Advise  the  Senior  Gas  Officer  in  regard  to  the 
safety  of  the  public  water  and  food  supplies  and 
inform  the  public  regarding  contamination  of  such 
supplies,  and  methods  of  dealing  with  it. 

4.  Obtain  reports  of  analyses  of  samples  of  wrater 
or  food  and  take  appropriate  action.  Save  specimens 
of  contaminated  water  and  food  for  transmission 
whenever  necessary  to  a Chemical  Warfare  Service 
or  other  laboratory,  by  the  Senior  Gas  Officer. 

Gas  masks  are  now  being  distributed  to  the  per- 
sonnel of  the  protective  services. 


DEATHS 

Dr.  Edgar  Allison  Sears,  Decatur.  Born  in  Edin- 
borough,  Pennsylvania,  in  1859.  Graduated  from 
Drake  University  Medical  College,  Des  Moines,  Iowa, 
in  1886.  He  located  at  Lyons,  Nebraska,  the  follow- 
ing year,  and  a year  later  moved  to  Decatur,  where 
he  remained  in  practice  until  the  time  of  his  death, 
January  29,  1943. 

He  is  lauded  by  the  local  press  as  “a  typical  coun- 
try doctor  and  was  loved  and  respected  by  the 
thousands  of  people  he  had  given  medical  attention. 
He  never  refused  to  answer  a call  regardless  of  the 
status  of  the  patient.” 

Dr.  Sears  is  survived  by  a son  and  a daughter. 


Dr.  Joseph  M.  Welch,  Sutton.  Born  in  1878; 
graduated  from  Rush  Medical  College  in  1902.  Prac- 
ticed in  Stockham  for  about  18  years,  and  located 
in  Sutton  in  1923  where  he  remained  in  active  prac- 
tice until  several  months  ago  when  he  retired  be- 
cause of  ill  health.  Died  January  26,  1943.  Dur- 
ing his  many  years  of  residence  in  Sutton  Dr.  Welch 
had  rendered  invaluable  service  to  the  community 
through  his  participation  in  many  civic  and  govern- 
mental activities  of  the  county.  The  Sutton  News 
records : 

“During  his  practice  in  Sutton,  which  had  grown 
on  a large  scale,  Dr.  Welch  found  time  to  devote  to 
civic  affairs  and  was  instrumental  in  founding  many 
of  Sutton’s  most  prominent  public  improvements. 
He  had  served  in  many  capacities  on  village  and 
school  boards  and  also  had  served  as  Sutton’s  mayor 
on  several  occasions,  the  latest  two  terms  from  1938 
to  1942. 

“Dr.  Welch  had  proven  himself  a real  asset  to 
this  community  and  was  always  able  and  willing  to 
lend  a helping  hand  to  any  and  every  worth  while 
enterprise,  giving  of  both  his  time  and  money  to  the 
cause,  whether  it  be  a public  improvement  or  a per- 
son in  distress.  His  early  demise  is  a heavy  blow 
to  this  community  and  his  person  will  be  missed 
greatly  in  all  public  affairs.” 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Proffitt,  Jonas  A.,  Hastings 
Shaw,  W.  L,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng.  O.  L.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Gass,  Chas.  C.,  Kearney 
Raasch,  Frank,  Kearney 
BURT  COUNTY 

Crellen,  Henry  G.,  Lyons 
Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Drasky,  Stanley,  Linwood 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N„  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Woithman,  H.  W.,  Louisville 
CEDAR  COUNTY 

Gibson,  Paul,  Laurel 
Hay,  Wm.,  Laurel 
CHEYENNE  COUNTY 
Bitner,  C.  U„  Sidney 
Collison,  R.  L,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L L,  West  Point 
CUSTER  COUNTY 

Blair,  Jas.  B.,  Broken  Bow 
DAWES  COUNTY 

Chamberlain,  C.  L,  Chadron 
De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W„  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Harvey,  Bernard,  Gothenburg 
Norall,  V.  D.,  Lexington 
. Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
Witham,  Roy  G.,  Chappell 
DODGE  COUNTY 

Borgmeyer,  Henry  J.,  Dodge 
Merrick,  A.  J.,  Fremont 
Merselis,  Harold  K.,  North  Bend 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alder,  Verne,  Int. 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Ayers,  Le  Roy  J. 

Azorin,  Louis  A. 

Bach,  Stanley  M.,  Int. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bohnen,  Loren  C.,  Int. 

Bowers,  Warren  F. 

Brazer,  John  C. 

Brown,  James  Matthew 
Burns,  B.  C. 

Carle,  Donald  Edgar 
Carn,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Coder,  Harold  Eastman 
Cohen,  Louis  Allen 


As  of  February  15,  1943 

Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Dillworth,  Warren  Miller 
Dingman,  Cecil  Walker 
Eagle,  Frank  Lewis 
Erman,  Eugene  D. 

Everitt,  Neill  J. 

Estill,  Robt.  Reeve 
Faier,  Samuel  Z. 

Fair,  Geo.  Kenneth 
Fairchild.  John,  Int. 

Fenton,  Bryan  C.  T. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Finlayson,  Alister  I. 

Finley,  Robt.  Herbert 
Fogarty,  Chas.  James 
F*reed,  Albert  E. 

Freymann,  J.  J. 

Garcia,  Hector  P..  Int. 
Gatewood.  John  W. 

Gore,  Arthur,  Int. 

Greco,  Anthony  S.,  Int. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gridley,  L J.,  Int. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hankins,  Chas.  Robt. 

Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hoekstra.  Clarence  S.,  Int. 
Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jenkins,  Paul  Hamilton 
Jensen,  Marshall  Nelson 
Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth.  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Lempka,  Arnold,  Int. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Linsman.  .Tos.  Francis,  Int. 
Longo,  Chas.  A.,  Int. 

Longo,  Jos.  A. 

Loudon,  Jas.  De  Loss 
Lovgren,  Robt.  Ellsworth 
Luscombe,  Harold  Bradley 
Mackenbrock.  F.  C. 

Maloney,  W.  Robt.,  Int. 
Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Meehan,  John  William 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Mossman,  Frank  D. 

Nelson,  Floyd 
Nemec.  Edward  Chas. 
Neurnberger,  Robt.  E. 

Niemever.  Arnold  Carl 
O’Brien,  Donald  J. 

Oppen,  Ralph  L. 

Osheroff,  Hyman  R. 

Osh  er off,  Wm. 

Owen,  D.  R. 


Patton,  John  Erwin 
Peck,  W.  R.,  Int. 

Perleman,  Harry,  Int. 

Peterson,  Wendell  Case 
Pleehas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Reeh,  Merrill  John 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Scott,  Nathaniel  C.,  Int. 

Segard,  Edwin  Serenson 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Shook,  Chas.  Francis 
Steinberg,  M.  M. 

Sternhill.  Bernard,  Int. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Sydow,  Henry  A. 

Taber,  John  Henry 
Tanous,  Edward  M. 

Thompson,  Ralph  Matthew 
Threadgell,  Frank  Wilson 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Trobough.  Geo.  Eugene 
Turner,  Jas.  H. 

Victor,  Samuel  A. 

Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Williams,  Russell  Irenus 
Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Ximenes,  Edward,  Int. 

Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam.  FTanklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
Mousel,  Lloyd,  Cambridge 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Strough,  La  Vern  C.,  Beatrice 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 

Chamberlain,  R.  M.,  Wolbach 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Long,  Robert  S.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  FVank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOLT  COUNTY 

Biglin,  Robert  F.,  O’Neill 
Dailey,  Arthur  E.,  Emmett 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Brott,  Clarence  Raymond,  Jansen 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
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KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Easley,  John 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Garling-hou.se,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Katz,  Harry 
Lenhoff,  Henry  J. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Mun?er.  Horace 
Neely,  ,T.  Marshall 
Olson.  Edgar  L 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Rider,  Larry  D. 

Rogers,  Earl  Elvin 
Royal.  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Spradling,  Richard  Lee 
Stein,  Robt.  J. 


Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

Wood,  M.  A. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
White,  Chas.  Marvin,  Sutherland 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Butterworth,  Nelson  St.  C.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee.  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
Slaughter,  Earl  C.,  Norfolk 
Slaughter,  Guy  Peter,  Norfolk 
Slaughter,  John  C.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NANCE  COUNTY 

Purvis,  Donald  F.,  Fullerton 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C„  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
McCool,  S.  A.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W..  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 


Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 
Deffer,  Philip  A.,  Indianola 
Leininger,  E.  F.,  McCook 
Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Crook,  Robert.  Falls  City 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Winter,  Robt.  Carl,  Western 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Lauvetz,  Frank  E.,  Wahoo 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
Wise,  Ernest  Earl,  Ord 
WEBSTER  COUNTY 
Devers,  Wm.  E. 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Snyder,  Stuart  S.,  York 
Warner,  Geo.  M.,  Gresham 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  Frank  Lipp  of  Kimball  is  in  Australia. 

“The  Medic,”  a song  which  may  become  the  offi- 
cial song  of  the  Army  Medical  Corps,  was  written 
and  composed  by  Major  George  Ainlay  of  Fairhury. 
Major  Ainlay  is  stationed  at  San  Luis  Obispo. 

Major  John  D.  Davis,  son  of  Dr.  Homer  Davis 
of  Genoa,  was  reported  suffering  from  pneumonia 
in  February  at  Camp  Blanding,  Fla. 

Col.  Ralph  M.  Thompson,  a graduate,  of  the  Uni- 
versity of  Nebraska  Medical  College,  1928,  is  at  Fort 
Sam  Houston,  commanding  an  evacuation  hospital. 

Lieut.  Col.  Ronald  C.  Anderson,  formerly  of  Co- 
lumbus, is  stationed  at  Camp  Beale,  Calif. 

Capt.  P.  B.  Olsson  of  Omaha  is  stationed  at  an 
Army  Base  in  Alaska. 

For  the  following  news  item  this  Journal  is  in- 
debted to  the  Omaha  World-Herald: 

An  army  hospital  in  New  Caledonia  has  been 
named  in  honor  of  Capt.  A.  H.  Panettiere,  a gradu- 
ate of  the  Creighton  university  school  of  medicine 
in  1935,  who  died  in  action  in  the  Solomons  on  No- 
vember 23. 

A report  from  the  medical  detachment  of  his  unit 
reads:  “In  acknowlegment  of  and  appreciation  for 
his  courageous  service,  and  in  behalf  of  those  forces 
of  which  he  was  a part,  the  army  hospital  at  Nou- 
mea, New  Caledonia,  is  hereby  designated  ‘Panet- 
tiere hospital’.” 


Capt.  Panettiere  was  the  first  medical  officer  with 
an  organization  of  the  United  States  army  to  give 
his  life  in  the  fight  for  the  Solomon  islands. 


SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Adams  County  Medical  Society  held  its  regu- 
lar monthly  meeting  on  the  evening  of  February 
3,  1943,  at  the  home  of  Dr.  Leonard  Swanson,  meet- 
ing with  the  Auxiliary  for  a hot  dish  dinner  at  6:30 
p.  m.  The  attendance  was  good. 

President  Latta  presided.  The  minutes  of  the 
January  meeting  were  read  and  approved.  There 
were  two  new  applications  for  membership.  The 
date  of  the  next  meeting  was  set  for  March  10th  and 
to  be  held  at  the  home  of  Dr.  0.  A.  Kostal. 

The  speaker  of  the  evening  was  Dr.  Fred  Best- 
gen,  Director  of  Health  for  Adams  and  Hall  Coun- 
ties. His  subject  was  “Immunizations  in  the  Trailer 
Camps.” 

The  meeting  was  adjourned  at  10  p.  m. 


The  Southwest  Nebraska  Medical  Society  met  in 
the  Keystone  Hotel  at  McCook,  January  21,  1943. 
The  scientific  program  consisted  of  two  papers  as 
follows: 

1.  “Diagnosis  and  Treatment  of  Acute  and  Chron- 
ic Sinusitis,”  by  Dr.  Robert  Best  of  Holdrege. 

2.  “The  Kenny  Treatment  of  Acute  Anterior 
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Poliomyelitis,”  by  Dr.  Edward  Stevenson  of  North 
Platte. 


The  Seward  County  Medical  Society  met  in  Sew- 
ard on  January  19th  for  their  annual  business  meet- 
ing and  election  of  officers.  The  results  of  the  elec- 
tion are  thus: 

President — Dr.  J.  E.  Meisenbach,  Staplehurst,  Ne- 
braska. 

Vice  President — Dr.  James  Carr,  Seward. 

Secretary-Treasurer — Dr.  J.  T.  Stanard,  Seward. 

Delegates  to  the  State  Medical  Association — Dr. 
J.  E.  Meisenbach  and  Dr.  C.  F.  Hille,  Beaver  Cross- 
ing. 


The  regular  meeting  of  the  Omaha-Douglas 
County  Medical  Society  was  held  on  Tuesday,  Janu- 
ary 12,  1943,  Medical  Arts  Auditorium,  and  called 
to  order  by  President  Warren  Thompson  at  8 p.  m. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  December  8,  a special  meeting  of  the 
Council  December  28  and  regular  meeting  of  Coun- 
cil January  12.  All  were  approved  as  read. 

President  Thompson  spoke  of  the  enviable  record 
held  by  Dr.  Julius  K.  Newman,  honorary  member  of 
the  Society,  in  attendance  at  meetings.  Dr.  New- 
man had  passed  his  94th  birthday  on  January  5, 
1943. 

President  Thompson  again  called  attention  to  The 
Bulletin,  hoping  to  make  every  member  “Bulletin 
conscious.”  The  January  issue  carried  an  outline  of 
Civilian  Defense  and  Red  Cross  Medical  Aid  in  Oma- 
ha, giving  each  member  of  the  Society  an  oppor- 
tunity to  familiarize  himself  with  these  activities. 

The  scientific  program  presented  by  staff  mem- 
bers of  Clarkson  Memorial  Hospital  was  turned  over 
to  Chester  Thompson,  M.  D.,  chairman.  Following 
is  the  program: 

1.  “Tularmeia — Case  Report,”  by  J.  M.  Christieb, 
M.  D.;  discussor,  F.  W.  Niehaus,  M.  D.;  other  discus- 
sion: Drs.  Tollman,  B.  W.  Hall  and  Harold  Gifford. 

2.  “Prefontal  Lobotomy  in  Psychiatric  Disorders,” 
by  Drs.  A.  E.  Bennett  and  Cornelia  Wilbur;  discus- 
sor, Dr.  J.  Jay  Keegan;  other  discussion  by  Dr. 
Paul  Ellis. 

3.  “Surgical  Treatment  of  Bronchiectasis,”  by  J. 
Dewey  Bisgard,  M.  D.;  discussion  by  Dr.  Fleishman. 

Adjournment  at  9:45  p.  m. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  Ralph  Luikart  of  Omaha  has  moved  his  of- 
fices to  708  Medical  Arts  Building. 

Dr.  William  Shepherd  was  recently  elected  presi- 
dent of  the  staff  of  Our  Lady  of  Perpetual  Help 
Hospital  in  Falls  City. 

Dr.  R.  Allyn  Moser  of  Omaha  is  president  of  the 
Nebraska  Ornithological  Society.  He  lectured  be- 
fore the  Benson  Garden  Club  on  Nebraska  Birds, 
February  11. 

Dr.  Dexter  D.  King,  President  of  the  Nebraska 
State  Medical  Association,  has  been  ill  for  the  past 


several  weeks.  He  is  slowly  convalescing  at  his 
home  in  York. 

Dr.  Morris  H.  Brodkey,  instructor  in  medicine 
Creighton  University  Medical  School  is  attending 
courses  in  Tropical  Diseases  at  the  Army  Medical 
School  in  Washington,  D.  C. 

Dr.  J.  Calvin  Davis  recently  lectured  on  Vision 
and  Color  Vision  before  a group  of  faculty  mem- 
bers of  the  Municipal  University  of  Omaha,  Creigh- 
ton University,  and  Omaha  high  schools  art  depart- 
ments. 


BIRTHS 

Born  to  Lt.  and  Mrs.  A.  C.  Fellman,  a son,  on 
January  13,  1943,  at  Station  Hospital,  Fort  Francis 
E.  Warren,  Cheyenne. 

Born  to  Dr.  and  Mrs.  Walter  Wherry  of  Omaha, 
a daughter,  Anne  Soule,  on  January  28,  1943. 


TUBERCULOSIS  ABSTRACTS 

The  possibility  of  the  spread  of  tuberculo- 
sis within  the  family  because  of  close  con- 
tact, cannot  be  too  strongly  stressed.  The 
disease  may  attack  as  many  as  four  genera- 
tions. However,  this  should  not  obscure  the 
importance  of  continuing  the  search  for  con- 
tacts outside  the  immediate  household  when 
case  finding  does  not  reveal  the  source  of  in- 
fection within  the  family. 

Pulmonary  Tuberculosis  Resulting 
from  Extra-Familial  Contacts 

In  mass  surveys  there  is  not  the  opportunity  for 
individualization  of  cases  that  is  necessary  to  dis- 
cover extra-familial  sources  of  tuberculosis  infec- 
tion. Rural  communities  with  low  death  rates  have 
afforded  excellent  opportunities  for  demonstrating 
the  importance  of  extra-familial  contact  in  the 
spread  of  tuberculosis  in  the  community. 

In  Massachusetts  a five-year  survey  on  the  con- 
trol of  tuberculosis  was  recently  conducted  in  a 
county  considered  to  be  representative  of  a rural 
New  England  community,  and  with  next  to  the  low- 
est death  rate  from  pulmonary  tuberculosis  of  any 
county  in  the  state. 

It  was  during  this  survey  that  attention  was 
focused  on  the  importance  of  extra-familial  contact. 
The  diagram  here  shown  is  a graphic  representation 
of  the  spread  of  tuberculosis  among  several  families 
in  the  same  community.  The  discovery  of  the  source 
of  infection  required  a considerable  period  of  time 
and  a careful  evaluation  of  certain  obscuring  fac- 
tors. 

In  March,  1935,  and  August,  1936,  two  cases  of 
pulmonary  tuberculosis  were  reported  in  a small 
community  of  approximately  4,000  persons.  Both 
cases  were  high  school  girls,  aged  18  and  16  re- 
spectively. They  were  the  only  young  persons  in 
their  respective  homes.  Members  of  family  “A” 
were  examined  and  were  found  to  have  no  evidence 
of  tuberculosis.  Family  “B”  refused  examination  at 
the  time,  but  were  subsequently  examined  and  found 
to  be  negative  for  tuberculosis.  There  was  no  his- 
tory of  tuberculosis  in  either  of  the  families.  Both 
households  used  raw  milk  from  tuberculin-tested 
herds,  but  obtained  from  different  dairies.  The  two 
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girls  were  not  “chums”  but  attended  the  same  high 
school. 

A check  with  the  school  physician  revealed  that 
none  of  the  teachers  had  tuberculosis,  with  the  pos- 
sible exception  of  one.  She  had  suffered  from  pul- 
monary tuberculosis  two  years  prior,  but  was  dis- 
charged from  the  sanatorium  as  an  arrested  case. 
However,  because  several  pupils  complained  that 
this  teacher  coughed  during  her  classes,  several 
sputum  examinations  were  made  by  the  school  physi- 
cian, all  of  which  were  found  to  be  negative. 

The  situation  rested  at  this  stage  until  April, 
1937,  when  a 19  year  old  girl,  graduated  from  the 
same  high  school  in  1936,  was  found  to  have  tuber- 
culosis. Careful  inquiry  revealed  that  she  had  little 
or  no  contact  with  either  of  the  other  girls  at  the 
school.  She  had,  however,  taken  two  courses  given 
by  the  teacher  who  was  under  suspicion.  A check- 
up by  x-ray  in  her  family  showed  no  evidence  of 
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active  tuberculosis,  nor  was  there  any  family  his- 
tory of  the  disease. 

Again  the  evidence  pointed  to  someone  in  the 
high  school  as  a potential  source  of  infection  for 
these  three  girls.  The  teacher,  aware  that  she  was 
under  suspicion,  returned  to  the  sanatorium  for  a 
check-up.  A negative  report  was  received  by  the 
school  physician  from  the  sanatorium. 

In  December,  1937,  a fourth  girl,  aged  17,  was 
found  to  have  pulmonary  tuberculosis.  She  too,  had 
had  the  same  teacher  in  some  of  her  classes.  She 
knew  all  three  of  the  girls  but  denied  close  friend- 
ship with  them.  Her  family  was  examined  by  x-ray 
by  a local  physician  who  reported  negative  findings. 
Subsequent  examination  of  these  films  confirmed 
the  original  report.  At  this  stage  there  seemed  to 
be  almost  overwhelming  evidence  that  these  girls 
had  had  a common  source  of  infection,  and  the  logi- 
cal place  to  search  seemed  to  be  in  the  high  school. 

Further  visits  were  made  to  the  families  to  re- 
check their  contact  histories.  They  had  all  used 
raw  milk  from  tuberculin-tested  herds,  but  only  two 
of  the  families  took  milk  from  the  same  dairy.  Dur- 
ing one  of  these  visits  to  family  “C”  a casual  re- 
mark opened  a new  approach  to  the  problem. 


It  was  found  that  all  four  families  attended  the 
same  church.  This  was  a remarkable  coincidence. 
A rough  statistical  calculation  placed  the  church 
under  strong  suspicion  on  the  basis  that  in  the  school 
population  considerably  less  than  one-half  of  one 
case  would  be  expected  to  have  occurred  by  chance 
among  this  religious  denomination  if  the  source  of 
infection  were  in  the  school.  Inquiries  regarding  at- 
tendance of  the  girls  at  the  church,  revealed  that 
three  of  them  sang  in  the  choir  and  all  four  of  them 
had  attended  social  functions  on  numerous  occa- 
sions. 

A careful  check-up  of  the  reported  cases  and 
deaths  in  the  community  failed  to  show  any  of  them 
to  be  members  of  this  church.  However,  during  the 
investigations  relative  to  the  church  membership  it 
was  learned  quite  by  accident  that  the  wife  of  the 
former  minister  had  developed  pulmonary  tubercu- 
losis and  had  entered  a sanatorium  in  another  state 
within  three  months  after  leaving  the  parish,  early 
in  1936.  This  rumor  was  checked  and  found  to  be 
authentic.  In  fact,  at  the  time  of  admission  to  the 
sanatorium  the  minister’s  wife  was  found  to  have 
tuberculosis  in  an  advanced  stage  and  her  sputum 
was  markedly  positive. 

Further  inquiry  revealed  that  the  minister’s  wife 
also  sang  soprano  in  the  choir  and  took  communion 
from  a common  cup  before  three  of  the  girls  who 
sang  in  the  choir,  as  well  as  before  the  fourth  who 
was  not  a choir  member.  Thus,  a common  source  of 
infection  was  found  for  these  four  girls  in  their 
fellow  church  member.  On  the  basis  of  x-ray, 
sputum  examination  and  statistics,  the  school  teach- 
er, an  arrested  case,  was  eliminated  from  suspicion. 

Aside  from  determining  the  true  source  of  infec- 
tion for  these  four  girls,  several  other  factors  of 
epidemiological  significance  are  manifested.  In  this 
particular  instance,  the  range  of  age  was  from  16 
to  19  years  and  all  cases  were  girls,  again  revealing 
the  importance  of  age  and  sex.  However,  there  is 
also  evidence  at  the  present  time  to  show  that  the 
age  of  highest  mortality  from  tuberculosis  is  grad- 
ually shifting  to  the  older  age  groups. 

A further  factor  of  importance  is  that  three  of 
these  girls  had  positive  sputum  at  the  time  diagnosis 
was  made;  two  of  them  were  moderately  advanced 
and  two  far  advanced  at  the  time  of  diagnosis. 

There  was  a high  fatality  rate.  Two  of  the  girls 
have  died;  one  remains  in  a sanatorium  and  the 
fourth  has  been  discharged  from  the  sanatorium  as 
an  arrested  case. 

Although  three  of  the  girls  sang  in  the  soprano 
section  of  the  choir,  there  was  ample  opportunity 
for  contact  between  the  fourth  girl  and  the  min- 
ister’s wife  through  social  functions  and  Sunday 
School.  These  contacts  were  regular,  usually  once 
or  twice  a week,  over  a period  of  several  years. 

The  question  of  the  common  communion  cup  is  a 
moot  one.  It  is  reasonable  to  suppose  that  droplet 
infection  through  contact  at  choir  practice  and  so- 
cial functions  mieht  well  be  sufficient  to  result  in 
active  disease.  The  dosage  of  infection  was  prob- 
ably large  if  consideration  is  given  to  the  cumula- 
tive effect  resulting  from  frequent  exposures  at 
fairly  regular  intervals. 

Failure  to  find  the  source  of  infection  within  a 
household  should  not  preclude  further  attempts  at 
finding  the  source  case. 

Pu'monary  Tuberculosis  Resulting  from  Extra- 
familial  Contacts,  C.  W.  Twinam  and  Alton  S. 
Pope,  Amer.  Jour,  of  Pub.  Health,  Nov.  1942. 
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POST-WAR  UTOPIA 

Freedom  to  work! 

Freedom  to  worship  according  to  one’s 
own  beliefs. 

Freedom  from  want. 

Freedom  from  fear. 

To  attain  these  four  Freedoms  and  to 
maintain  them  after  the  war  is  our  present 
goal  in  the  fight  for  victory  against  our 
enemies  and  the  enemies  of  civilization  and 
decency.  In  reality  we  are  fighting  to  pre- 
serve the  American  way  of  life.  Until  the 
barbaric  hordes  began  to  stalk  the  continent 
of  Europe  raping  and  ravaging  the  smaller 
and  weaker  nations,  we  in  this  country  had 
full  freedom  of  enterprise;  we  could,  and 
thank  God  still  do  enjoy  freedom  of  religion; 
we  thrived  on  a standard  of  living  higher 
than  that  of  any  other  country  in  the  world ; 
and  the  average  citizen  endowed  with  a mod- 
erate degree  of  diligence  and  thrift  could 
plan  on  a future  free  from  fear  of  insecurity. 
These  blessings,  it  must  be  stressed,  were 
not  gifts  of  charity  donated  to  the  people  by 
its  government.  They  were,  and  must  con- 
tinue to  be  fundamental  principles  of  our  de- 
mocracy. Regardless  of  political  party  or  of 
the  individual  who  happens  to  be  in  power, 
that  power  was  never  meant  to  be  utilized 
for  anything  other  than  to  give  expression 
to  the  will  of  a free  citizenry. 

Rumblings  on  postwar  reforms,  in  the 
press  and  over  the  radio  indicate  that  the 
plans  include  a program  which  contemplates 
a world  with  security  and  comfort  for  all 
who  inhabit  the  earth,  “from  the  cradle  to 
the  grave.”  Now  no  fair  minded  person  can 
justly  doubt  the  nobility  of  such  aims  on  the 
part  of  the  human  race. 


The  tragedy  is  that  beautiful  as  the 
thought  may  be,  man  to  date  has  given  little 
positive,  but  ample  negative  evidence  as  to 
his  readiness  for  Utopia.  And  to  the  honest 
but  naive  commentator  who,  the  other  day 
asked  protestingly  “is  Utopia  unachiev- 
able” the  reply  may  be  given  by  a return 
query:  “Is  it  likely  that  this  war  will  en- 
dow human  beings  with  angelic  character- 
istics, or  will  the  government  be  able  to  force 
these  celestial  qualities  on  the  individual 
citizen?” 

Perhaps  the  utopian  state  may  some  day 
become  a reality.  Judging  from  the  imme- 
diate past  one  must  admit  that  almost  any- 
thing may  happen.  It  is  doubtful  however, 
that  man’s  emotions  are  amenable  to  the 
sudden  changes  that  would  necessitate  the 
prompt  conversion  of  a world  on  a mission 
of  violence  and  destruction  into  a fraternity 
of  peoples  and  races  living  in  mutual  love 
and  respect  and  prosperity. 

It  does  one  good  to  meditate  over  the 
prospects  of  a world  of  peace  and  content- 
ment. Yet  we  must  not  delude  ourselves  too 
much  as  to  the  immediate  future.  Physi- 
cians particularly  will  do  well  to  follow  the 
trends  in  the  changing  social  structure  of  the 
present  and  the  post  war  period. 


ARMY’S  1943  RECRUITING  PROGRAM 
WILL  REQUIRE  6,900  PHYSICIANS 

The  1943  recruiting  program  of  the  Sur- 
geon General  of  the  Army  calls  for  the  com- 
missioning of  6,900  physicians  and  approxi- 
mately 3,000  hospital  interns  and  residents, 
it  is  reported  in  The  Journal  of  the  American 
Medical  Association  for  March  13  in  an  out- 
line of  the  new  procedure  of  processing 
physicians,  dentists  and  veterinarians  for  the 
Army.  The  program  also  calls  for  the  com- 
missioning of  4,800  dentists  and  900  veteri- 
narians. 
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Physicians  will  be  procured  from  the  fol- 
lowing twenty  states  and  the  District  of  Co- 
lumbia: California,  Colorado,  Connecticut, 
Illinois,  Iowa,  Maryland,  Massachusetts,  Min- 
nesota, Missouri,  Nebraska,  Nevada,  New 
Hampshire,  New  Jersey,  New  York,  Ohio, 
Oregon,  Pennsylvania,  Rhode  Island,  Ver- 
mont and  Wisconsin. 

The  following  states  have  already  con- 
tributed more  physicians  to  the  armed  forces 
than  the  sum  of  their  1942  and  1943  quotas 
and  will  not  be  called  on  to  furnish  any  more 
physicians,  except  interns  and  residents  and 
except  special  cases  for  specific  position  va- 
cancies, during  1943:  Alabama,  Arizona, 

Delaware,  Georgia,  Idaho,  Kentucky,  Louisi- 
ana, Mississippi,  New  Mexico,  North  Caro- 
lina, South  Carolina,  Tennessee,  Texas,  West 
Virginia  and  Wyoming. 

It  is  stated  that  at  present  there  will  be 
no  procurement  of  physicians,  except  interns 
and  residents  and  in  special  cases  for  specific 
position  vacancies,  in  those  states  not  listed 
above.  There  will  be  no  procurement  of  den- 
tists, except  special  cases  for  specific  posi- 
tion vacancies,  in  the  following  sixteen 
states:  Alabama,  Arizona,  Arkansas,  Dela- 
ware, Florida,  Georgia,  Kentucky,  Louisiana, 
Mississippi,  New  Mexico,  North  Carolina, 
Oklahoma,  South  Carolina,  Tennessee,  Texas 
and  Virginia. 

In  the  instructions  issued  by  the  Army  it 
is  pointed  out  that  the  Surgeon  General  has 
discontinued  all  medical  officer  recruiting 
boards  and  that  under  the  new  procurement 
program  no  physician,  dentist  or  veterinari- 
an will  be  commissioned  in  the  armed  forces 
of  the  United  States  until  he  has  been  de- 
clared “available”  by  the  Procurement  and 
Assignment  Service  of  the  War  Manpower 
Commission. 

In  each  state  the  Procurement  and  Assign- 
ment Service  has  set  up  three  state  chair- 
men: medical,  dental  and  veterinary.  Each 
of  these  prepares  a monthly  quota  list  of 
physicians,  dentists  and  veterinarians  who 
are  apparently  suitable  and  who  are  avail- 
able, for  commissioning  in  the  Army  of  the 
United  States.  This  list  is  submitted  to  the 
central  office  of  the  Procurement  and  As- 
signment Service  which  sends  a communica- 
tion inviting  such  individuals  to  apply  for 
service  with  the  armed  forces.  On  the  reply 
card  enclosed  with  the  invitation  the  indi- 
vidual states  his  preference  for  the  Army, 


Navy  or  Medical  Department  of  the  Air 
Forces.  These  reply  cards  are  sent  by  the 
potential  applicants  to  the  state  chairmen  of 
the  Procurement  and  Assignment  Service 
who  in  turn  submit  lists  of  such  potential 
applicants  to  the  Officer  Procurement  Serv- 
ice of  the  Army. 

On  receipt  of  such  lists  the  officer  procure- 
ment district  office  contacts  the  potential 
applicant  and  arranges  for  an  interview  re- 
garding a commission. 

Applicants  will  be  requested  by  the  officer 
procurement  district  office  to  complete  all 
papers  and  take  all  steps  required  of  them 
within  fourteen  days  of  the  date  of  such  re- 
quest. If  this  is  not  compiled  with,  a report 
thereon  will  be  transmitted  by  the  officer 
procurement  district  office  to  the  state  chair- 
man of  the  Procurement  and  Assignment 
Service. 

The  decision  as  to  the  grade  and  appoint- 
ment to  be  recommended  for  each  candidate 
rests  with  the  Surgeon  General,  not  with  the 
Officer  Procurement  Service. 


CANCER  AND  THE  WAR 

Since  Pearl  Harbor  many  able  members 
in  our  profession  have  joined  the  Armed 
Forces  in  one  capacity  or  another  and  the 
major  thought  of  all  has  been  focused  on 
minimizing  the  morbidity  and  lowering  the 
mortality  of  our  boys  in  the  service  both 
at  home  and  on  the  battlefields.  This  is  as 
it  should  be,  yet  any  war  is  only  a tem- 
porary source  of  mortality  while  at  home 
cancer  is  a persistent  and  constant  source  of 
incapacity  and  death  which  we  will  always 
have  with  us.  Therefore  we  who  are  at 
home  must  not  forget  that  fact,  nor  can  we 
allow  ourselves  to  be  influenced  by  a claim 
that  the  personnel  of  the  Armed  Forces  are 
all  young  and  have  their  lives  yet  to  live 
while  the  cancer  patient  is  old  and  has 
passed  his  period  of  usefulness.  To  counter- 
act this  erroneous  supposition  one  only  needs 
to  be  reminded  of  the  cancers  of  the  breast 
and  uterus  in  younger  mothers  and  cancers 
of  the  lip  and  skin  in  younger  fathers  to 
realize  that  this  group  of  parents  with  chil- 
dren to  rear  and  educate  are  a most  im- 
portant class  of  our  population. 

These  four  types  of  cancer,  though  not  al- 
ways curable  are  amenable  to  a high  degree 
in  most  instances  to  present  day  methods 
(Continued  on  page  104) 
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Your  ‘Presidents 

This  column,  in  the  March  Journal,  related 
some  of  the  more  important  events  leading 
to  the  establishment  of  the  Headquarters 
office,  bringing  the  office  of  the  Executive 
Secretary  and  the  Secretary-Treasurer  to- 
gether. While  the  work  of  these  two  offices 
is  intimately  related,  each  office  has  definite 
and  distinct  duties  to  perform. 

The  Executive  Secretary,  who  need  not  be 
a physician  or  a member  of  the  Association, 
acts  as  general  administrative  officer  and 
business  manager  of  the  Association,  and  is 
responsible  to  the  Board  of  Trustees  for  his 
actions. 

The  Secretary-Treasurer  must  be  a mem- 
ber of  the  Association  and  his  duties  are 
specifically  stated  in  the  Constitution  and 
By-Laws.  Besides  being  the  professional 
and  medical  adviser  of  the  Executive  Secre- 
tary, he  acts  as  secretary  to,  and  keeps  the 
records  of  the  House  of  Delegates,  the  gen- 
eral sessions,  and  the  Board  of  Trustees.  He 
is  officially  a member  of  the  Committee  on 
Scientific  Assembly  and  issues  all  programs 
of  the  Association  and  House  of  Delegates. 
Not  the  least  important  of  his  duties  is  the 
custodian  of  all  moneys,  securities  and  deeds 
of  the  Association,  subject  to  the  direction 
and  disposition  of  the  Board  of  Trustees. 


Under  the  old  Constitution  and  By-Laws 
all  activities  of  the  Association  were  carried 
on  through  the  office  of  the  Secretary- 
Treasurer,  who  was  a member  of  the  Asso- 
ciation and  a practicing  physician;  conse- 
quently only  part  time  was  given  to  Asso- 
ciation work. 

It  was  in  November,  1919,  that  Dr.  R.  B. 
Adams  of  Lincoln  was  elected  Secretary- 
Treasurer  for  the  first  time.  His  face  and 
constantly  moving  figure  are  familiar  to 
everyone  who  has  sat  in  the  House  of  Dele- 
gates or  attended  a Councilor  meeting  dur- 
ing the  last  nearly  quarter  of  a century. 

In  the  March  issue  of  the  Journal  is  the 
annual  report  of  the  Secretary-Treasurer,  in- 
cluding the  auditor’s  report  for  1942.  A 
careful  perusal  of  these  reports  gives  one  a 
very  comprehensive  idea  as  to  the  efficiency 
of  this  office  and  the  financial  condition  of 
the  Association.  The  investments  shown  in 
the  audit  were  accumulated  in  those  trying 
years  of  the  twenties  and  early  thirties, 
mostly  through  the  efforts  of  Dr.  Adams  and 
they  have  been  jealously  guarded  by  him 
through  several  financial  crises.  The  Asso- 
ciation now  has  a reserve  more  than  suffi- 
cient to  cover  any  one  year’s  budget,  which  is 
considered  proper  finance. 

The  Nebraska  State  Medical  Association 
is  indeed  indebteded  to  Dr.  Adams  for  his 
many  years  of  faithful  and  capable  service. 

D.  D.  KING,  President, 
Nebraska  State  Medical  Assn. 
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of  therapy  when  diagnosed  early  and  treated 
properly  from  the  very  beginning. 

Therefore  to  neglect  them  is  a grave  mis- 
take. 

Often  one  sees  a young  mother  fight  to 
live  another  year  and  still  another  year  while 
her  children  grow  and  only  when  these  years, 
with  the  aid  of  modern  therapy,  pass  five 
and  reach  ten  before  the  struggle  is  ended 
does  one  realize  how  worth  while  is  any  time 
that  can  be  added  to  the  life  of  a patient 
with  a cancer  who  realizes  that  he  or  she 
still  has  some  important  work  to  do  in  this 
world. 

It  should  be  plain  then  that  we  still  have 
important  people  who  may  be  lost  through 
cancer  if  we  relax  our  vigilance  over  that 
source  of  mortality  even  for  the  duration  of 
the  war.  No  doubt  the  shortage  of  physi- 
cians will  diminish  the  number  of  public 
meetings  held  to  discuss  the  subject.  This 
can  be  offset  by  the  physicians  remaining  at 
home  if  they  will  exert  a little  extra  effort 
in  examining  all  patients  who  come  under 
their  care  until  our  absent  members  return 
when  the  public  fight  against  cancer  can 
be  resumed  with  the  diligence  and  intensity 
it  deserves. 


INVALID  DIETS  AND  FOOD 
RATIONING 

Of  interest  to  all  who  are  concerned  with 
diets  for  invalids  is  Ration  Order  13,  issued 
by  the  Office  of  Price  Administration  under 
date  of  February  9,  1943.  This  order  covers 
all  canned,  dried,  and  frozen  fruits  and 
vegetables.  Article  II,  Section  2.5  of  the  or- 
der reads  as  follows: 

“Consumers  who  need  more  processed 
foods  because  of  illness  may  apply  for  more 
points,  (a)  Any  consumer  whose  health  re- 
quires that  he  have  more  processed  foods 
than  he  can  get  with  War  Ration  Book  Two, 
may  apply  for  additional  points.  The  appli- 
cation must  be  made  on  OPA  Form  R-315, 
by  the  consumer  himself  or  by  persons  acting 
for  him,  and  may  be  made  in  person  or  by 
mail.  The  application  can  be  made  only  to 
the  board  for  the  place  where  the  consumer 
lives.  He  must  submit  with  his  application 
a written  statement  of  a licensed  or  regis- 
tered physician  or  surgeon,  showing  why  he 
must  have  more  processed  foods,  the  amounts 
and  types  he  needs  during  the  next  two 


months,  and  why  he  cannot  use  unrationed 
foods  instead. 

(b)  If  the  board  finds  that  his  health  de- 
pends upon  his  getting  more  processed  foods, 
and  that  he  cannot  use  or  cannot  get  unra- 
tioned foods,  it  shall  issue  to  him  one  or  more 
certificates  for  the  number  of  points  neces- 
sary to  get  the  additional  processed  foods  he 
needs  during  the  next  two  months.” 

The  application  form  referred  to  above, 
OPA  Form  R-315,  is  apt  to  be  somewhat  con- 
fusing to  patients.  It  is  titled  “Sugar  Special 
Purpose  Application”  and  was  developed  pri- 
marily to  meet  the  need  for  home  canning. 
It  is  being  used  temporarily,  until  a more 
adequate  form  can  be  gotten  out. 

It  is  anticipated  that  the  procedure  indi- 
cated in  Section  2.5  above  may  be  changed 
somewhat  in  the  future,  in  which  case  due 
notice  will  be  provided. 


Rationed  Doctors 

The  military  services  have  had  to  take  so 
many  doctors  that,  from  now  on  increasing- 
ly, medical  services  must  be  “rationed”  for 
the  duration.  This  does  not  mean  that  we 
should  pass  up  necessary  medication  or  sur- 
gery. It  does  mean  that  those  with  money 
should  give  up  luxury  service,  in  order  that 
the  available  doctors  and  nurses  may  care 
for  cases  of  real  need. 

In  many  communities  there  is  a serious 
shortage,  arising  sometimes  from  departure 
of  too  many  doctors  or  from  the  mushroom- 
ing of  cities  and  towns  so  that  they  have  out- 
grown medical  facilities.  — From  Morning 
Guide,  Fremont. 


An  estimated  3 million  births  in  the  U.  S. 
in  1942  was  the  largest  number  on  record. 
The  previous  high  mark  was  in  1921  when 
there  were  2,950,000  reported. 


American  College  of  Surgeons  War 
Sessions,  Saturday,  April  3,  1943,  Fon- 
tenelle  Hotel,  Omaha.  All  physicians 
are  invited. 


Prostatectomy  with  Minimal  Hospitalization, 
without  Preliminary  Drainage* 

EDWIN  DAVIS,  M.  D. 

Omaha,  Nebraska 


During  the  latter  half  of  the  past  decade, 
certain  definite  and  well  recognized  factors 
have  resulted  in  changes  almost  revolution- 
ary in  character  in  our  conception  of  prosta- 
tic surgery.  These  changes  involve  a com- 
plete remodeling  of  both  professional  and  lay 
points  of  view  with  respect  to  operative  in- 
dications, operative  hazards,  operative  tech- 
nic, functional  results  and,  particularly,  the 
necessity  for  preoperative  drainage.  I pro- 
pose to  enumerate  and  discuss  briefly  the 
causes  of  these  fundamental  changes  and  to 
explain  and  justify  the  apparent  heresy 
which  the  title  of  this  article  implies. 

On  many  occasions  in  the  past  I have 
expressed  myself  unequivocally  with  respect 
to  the  vital  necessity  of  preprostatectomy 
drainage.  Certainly  until  recently  this  has 
been  the  essence  of  successful  prostatic  sur- 
gery and  the  one  factor  of  paramount  im- 
portance responsible  for  the  dramatic  low- 
ering of  the  prostatectomy  mortality  rate 
from  above  40  per  cent  to  below  3 per  cent 
and  for  the  conspicuous  minimizing  of  the 
prostatectomy  hazard  to  the  end  that  the 
risk  of  this  procedure  in  the  aged  and  de- 
bilitated has  come  to  compare  favorably  with 
that  of  appendectomy  in  the  young  and 
robust. 

Exemplifying  opinions  expressed  in  the 
past,  I cite  the  following;  “As  known  by 
every  one  (but  ignored  by  many),  the  an- 
swer to  the  uremia  question  is  preoperative 
drainage,  by  retention  catheter  or  via  the 
supra-pubic  route,  for  days,  weeks,  or  many 
months,  insistently  and  inexorably  carried 
out,  for  as  long  as  may  be  necessary,  regard- 
less of  urging  to  the  contrary  by  patient, 
relatives  or  physician.”  (1>  “The  indispens- 
ability of  preliminary  drainage  is  too  well 
recognized  to  require  discussion. ”(2)  “To  the 
conservative  and  to  those  who  have  estab- 
lished conspicuously  good  records  in  prostatic 
surgery,  the  necessity  for  preoperative  drain- 
age is  axiomatic.  One  might  just  as  well 
seriously  question  the  advisability  of  hemo- 
stasis.” With  but  few  exceptions,  the  pa- 
tient in  no  need  of  preprostatectomy  or  pre- 
resection drainage  is  in  no  immediate  urgent 
need  of  prostatic  operation. <3> 

♦Read  before  the  74th  Anual  Assembly  of  the  Nebraska 
State  Medical  Association,  Omaha,  May  6,  1942. 


Whereas  Kretschmer(4\  Bumpus  and  Mas- 
sey (5>,  Emmett(G)  and  others  interested  in 
prostatic  resection  have  advocated  minimiz- 
ing the  preliminary  drainage  period,  there 
are  the  enthusiastic  supporters  of  this  meth- 
od who  have  advised  caution.  According  to 
T.  M.  Davis (7),  “Adequate  preliminary  treat- 
ment is  of  paramount  importance  . . . con- 
tinued until  the  renal  function  has  become 
stabilized,”  while  G.  J.  Thompson(8),  refer- 
ring to  patients  with  impaired  renal  function, 
has  said  “Let  me  reiterate  that  preliminary 
drainage  is  an  absolute  essential.”  The  ob- 
vious conclusion  is  that  the  advisability  of 
drainage  depends  on  the  condition  of  the  in- 
dividual patient  rather  than  on  the  type  of 
operation.  As  long  ago  as  1938,  discussing 
transurethral  resection  and  perineal  prosta- 
tectomy, I expressed  the  opinion  that  “with 
only  moderate  amounts  of  residual  urine  and 
without  impairment  of  renal  function  . . . 
preliminary  drainage  may  be  fairly  safely 
dispensed  with,”  and,  in  fact,  through  the 
years,  I have  occasionally  followed  this 
course.  It  has  been  my  observation,  how- 
ever, that  those  persons  who  did  not  go 
through  the  usual  period  of  several  days  of 
preoperative  elevation  of  temperature  were 
more  likely  to  experience  a postoperative 
flare-up  of  pyelonephritis.  Quoting  further, 
“I  much  prefer  to  drain  than  be  sorry,  and 
follow  this  procedure  with  all  but  the  con- 
spicuously good  risks.”  These  statements 
continue  true,  and  always  will,  as  applied 
to  patients  with  impaired  renal  function. 
Which  brings  to  attention  the  chief  item  for 
emphasis,  as  well  as  the  occasion  for  this 
paper,  namely  the  fact  that  urologic  sur- 
geons, for  reasons  outlined  hereafter,  are 
now  seeing  a much  larger  percentage  of  pa- 
tients who  present  a conspicuously  good  risk. 

The  factors  responsible  for  this  fundamen- 
tal change  in  the  attitude  of  the  medical  pro- 
fession and  of  the  public  may  be  enumerated 
as  follows: 

1.  The  gradual  recognition  as  fallacious 
the  tradition  that  prostatectomy  is  a haz- 
ardous ordeal. 

2.  The  development  and  popularizing  of 
transurethral  prostatic  surgery. 

3.  Popular  lay  magazine  articles  on  geni- 
to-urinary  subjects. 
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4.  Syndicated  newspaper  articles  by  rep- 
utable medical  columnists. 

5.  Ethical  “public  enlightenment”  pro- 
grams sponsored  by  medical  societies. 

6.  “Protect  your  health”  magazine  ad- 
vertisements sponsored  by  life  insurance 
companies. 

7.  Persistent,  blatant,  radio  advertise- 
ment by  utterly  unscrupulous  charlatans. 

8.  The  introduction  of  the  sulfonamide 
group  of  urinary  tract  antiseptics. 

9.  What  may  be  termed  the  modern  tend- 
ency toward  lay  enlightenment. 

These  influences  combined,  increasing  pub- 
lic knowledge  and  the  physician’s  confidence 
and  decreasing  the  patient’s  dread,  have 
been  responsible  for  this  fundamental  and 
highly  desirable  change,  which  h^s  made  its 
spontaneous  appearance,  unsought  and  un- 
planned by  the  urologist.  It  has  been  real- 
ized that  prostatectomy  under  proper  condi- 
tions is  not  hazardous.  Neither  is  it  an  or- 
deal. The  dramatic  lowering  of  the  prosta- 
tectomy mortality  rate,  resulting  from  a bet- 
ter understanding  of  the  problems  relating 
to  uremia,  anesthesia,  hemorrhage  and  in- 
fection, has  had  its  influence  but  has  prob- 
ably been  a less  important  factor  than  it 
should  be.  The  popularizing  of  transurethral 
prostatic  resection,  resulting  in  wide  publi- 
city which  emphasizes  short  term  hospitali- 
zation and  perhaps  overemphasizes  the  inno- 
cence and  simplicity  of  this  procedure,  has 
undoubtedly  been  an  important  influence  in 
creating  public  confidence  and  willingness. 
Popular  lay  magazine  writers,  often  inac- 
curate in  their  statements  and  painting  un- 
necessarily lurid  pictures,  have  aroused  in- 
terest and  curiosity,  as  have  the  syndicated 
newspaper  columnists,  the  publicity  pro- 
grams sponsored  by  medical  societies  and  the 
life  insurance  advertisements.  Each  of  these 
causes  has  had  its  influence,  but  the  most 
potent  factor  of  all  in  making  “prostate”  a 
household  word  and  in  causing  this  subject 
to  be  regarded  as  fit  for  general  polite  con- 
versation has  been  the  blatant  program  of 
fraudulent  radio  advertisement.  It  now  ap- 
pears that  the  deluge  of  malicious  radio 
propaganda  of  this  kind,  designed  to  deceive 
and  to  defraud,  has  inadvertently  rendered 
a genuine  public  service.  As  a certain  em- 
inent urologist,  referring  to  one  notorious 
offender,  said  “He  has  made  us  respectable.” 
Present  indications  are  that  the  use  of  sul- 
fonamide derivatives  has  tended  to  lessen  the 


frequency  of  postoperative  flare-ups  of  pyel- 
onephritis, thus  increasing  the  confidence  of 
the  urologist  in  undertaking  prostatic  resec- 
tion without  preliminary  drainage.  And,  fin- 
ally, this  change  in  the  attitude  of  the  public 
toward  prostatic  surgery  is  part  of,  and  in 
keeping  with,  the  modern  trend  toward  en- 
lightenment and  applies  in  other  fields  as 
well.  People  are  now  acutely  vitamin  con- 
scious, and  sex-hormone  conscious.  In  fact, 
the  alphabet  of  vitamins  seems  to  be  less 
bewildering  to  the  public  than  to  the  physi- 
cian. 

Prior  to  the  recent  days  of  enlightenment, 
the  midnight  admission  of  the  distressed 
and  suffering  old  man  with  bladder  visibly 
distended  and  urethra  traumatized,  bleeding 
and  impassable  was  a frequent  occurrence. 
I recall  the  necessity  not  many  years  ago  in 
rather  a small  private  urologic  practice  for 
emergency  suprapubic  cystostomy  daily  for 
eleven  consecutive  days.  In  contrast,  there 
was  occasion  for  but  one  such  operation  dur- 
ing the  twelve  months  following  January  1, 
1940.  While  it  is  of  course  true  that  there 
are  now  many  more  efficiently  operated 
small  town  hospitals,  where  such  emergency 
operations  are  performed,  the  fundamental 
reason  why  comparatively  few  patients  in 
desperate  condition  are  now  seen  is  the  ear- 
lier recognition  of  prostatic  obstruction  by 
the  intelligent  physician  and  proper  advice 
before  the  patient  is  desperately  ill,  coupled 
with  the  willingness  of  better  informed  pa- 
tients to  accept  such  advice.  In  former  days 
the  elderly  patient  was  more  or  less  uremic, 
often  disoriented  and  sometimes  delirious  or 
even  comatose.  Under  such  conditions  to 
omit  preliminary  drainage  was  almost  equiv- 
alent to  signing  the  death  certificate.  The 
patient  faced  many  weeks  or  even  months  of 
hospitalization,  with  retention  catheter  or 
suprapubic  drainage.  There  was  no  other 
way  except  to  return  the  patient  to  his  home 
burdened  with  the  care  of  a suprapubic  tube. 

Today  both  physician  and  prospective  pa- 
tient, encouraged  by  favorable  reports  on  the 
mortality  and  functional  results  of  prosta- 
tectomy and  by  the  glowing  accounts  of 
short  term  hospitalization  offered  by  trans- 
urethral resection,  have  gradually  become 
more  inclined  to  the  view  that  the  hazard  of 
operation  is  less  than  the  hazard  of  delay. 
It  has  become  recognized  that  to  postpone 
until  surgical  intervention  has  become  im- 
perative is  to  increase  materially  the  period 
of  hospitalization,  the  cost  of  hospitalization 
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and  the  risk.  By  the  intelligent,  prostatec- 
tomy is  now  regarded  as  a welcome  means  of 
relief  rather  than  le  dernier  ressort. 

The  so-called  conspicuously  good  risk  may 
be  defined  as  the  man  of  an  age  for  prostatic 
trouble  who  is  apparently  in  good  general 
health,  with  a good  appetite,  with  definitely 
demonstrable  prostatic  hypertrophy,  with  a 
clearly  defined  history  of  recurrent  attacks 
or  urinary  retention  or  unquestionable  mech- 
anical urinary  obstructive  symptoms,  with 


the  urinary  tract.  I am  prepared  to  express 
no  opinion  as  to  whether  such  advantage  is 
fact  or  fancy.  At  any  rate,  I have  felt  justi- 
fied in  undertaking  perineal  prostatectomy 
without  preliminary  drainage  on  a small 
series  of  such  patients  recently  under  ob- 
servation. In  this  series  it  seemed  advisable 
also  to  attempt  the  prevention  of  postopera- 
tive pyelonephritis  and  the  hastening  of 
wound  closure  by  the  oral  administration  of 
sulfathiazole.  Whether  this  drug  is  bene- 
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Summary  of  essential  data  obtained  from  case  histories  and  hospital  records  of  twenty-four 
tive  “good  risk”  perineal  prostatectomies,  performed  without  preliminary  drainage, 
t This  average  figure  does  not  include  the  three  cases  of  complete  retention  (R). 

* See  Chart  II. 

**  Hospitalization  not  complete. 

consecu- 

residual  urine  not  exceeding  a few  ounces, 
with  approximately  normal  reaction  to  blood 
nitrogen  and  phenolsulfonphthaline  tests  and 
without  evidence  of  circulatory  disturbance. 
I am  not  referring  to  what  may  be  termed 
“prophylactic”  prostatic  operations.  Obvi- 
ously. under  these  circumstances  there  is 
nothing  to  be  accomplished  by  ten  days  or 
two  weeks  of  drainage  by  retention  catheter 
accompanied  by  the  usual  flare-up  of  pye- 
lonephritis unless  one  feels  that  there  is  ad- 
vantage gained  as  a result  of  the  immunity 
supposed  to  be  conferred  by  “vaccination”  of 
ficial  under  these  circumstances  or  whether 


the  urologist  is  carried  away  by  undue  en- 
thusiasm for  the  new  remains  for  the  future 
to  determine.  My  present  opinion,  based  on 
a small  series  only,  is  that  sulfathiazole  giv- 
en by  mouth  tends  both  to  lessen  the  post- 
prostatectomy elevation  of  temperature  and 
to  hasten  the  closure  of  the  perineal  inci- 
sion. Of  importance  in  this  connection  is  the 
recent  article  by  Young,  Hill  and  Semans(9> 
describing  decidedly  better  wound  healing 
following  plastic  procedures  for  hypospadias 
with  postoperative  oral  administration  of 
this  drug. 

This  preliminary  report,  including  24  case 
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histories  summarized  in  the  accompanying 
table,  is  presented  with  the  purpose  of 
emphasizing  (1)  omission  of  preliminary 
drainage,  (2)  negligible  postoperative  eleva- 
tion of  temperature,  (3)  rapid  closure  of  the 
perineal  fistula  and  particularly  (4)  the  al- 
most incredibly  short  period  of  hospitaliza- 
tion, which  compares  favorably  with  that  for 
transurethral  resection.  All  the  patients 
were  in  good  general  condition  considering 
the  average  age.  All  were  operated  on  via 
the  perineal  route  under  sacral  block  anes- 
thesia with  no  sedative  other  than  14  grain 
(0.01  gm.)  of  morphine  sulfate.  The  opera- 
tive technic,  governed  by  the  fundamental 


safety  measure  and  slipped  out  in  most  in- 
stances after  twenty-four  hours  appeared  to 
interfere  in  no  way  with  rapid  wound  heal- 
ing. Drainage  by  urethral  catheter  was 
maintained  for  an  average  period  of  twelve 
days.  Each  of  the  patients  made  an  un- 
eventful recovery. 

The  patients  came  under  observation  in 
rapid  succession.  Except  the  first,  the  op- 
erations all  were  performed  during  a three 
month  period.  The  point  to  be  stressed  is 
that  during  this  time  the  admission  of  “con- 
spicuously good  risks”  was  decidedly  the  rule 
rather  than  the  exception.  Ten  of  the  pa- 
tients were  consecutive.  In  fact,  of  28  con- 


2NPDAY  3R0  DAY  4™  DAY  5m  DAY  6m  DAY 


Chart  I.  Superimposed  first-week  temperature  curves  following  twenty-four  consecutive  “good  risk' 
perineal  prostatectomies,  performed  without  preliminary  drainage.  Each  curve  is  plotted  showing  only  the 
maximum  daily  elevation. 


principles  long  since  laid  down  by  Hugh 
Young,  has  been  described  elsewhere (2)  with 
emphasis  on  meticulous  care  in  suture  liga- 
tion of  the  bleeding  points  and  on  the  obli- 
teration by  suture  of  the  prostatic  cavity,  al- 
though complete  plastic  closure  without 
drainage  was  carried  out  in  no  instance. 
Each  patient  received  0.5  gm.  of  sulfathia- 
zole  orally  four  times  daily  during  the  first 
ten  postoperative  days,  while  in  half  the 
series  5 gm.  of  sulfathiazole  powder  was  de- 
posited in  the  incision.  Whether  this  drug 
employed  locally  after  perineal  prostatec- 
tomy tends  to  accelerate  or  to  retard  wound 
closure  is  debatable.  My  impression,  based 
merely  on  observation  of  12  patients  who  had 
and  12  who  did  not  have  the  drug  applied 
locally,  is  that  antiseptic  value  is  outweighed 
by  tissue  injury.  The  combined  perineal 
drainage  and  hemostatic  bag  employed  as  a 


secutive  prostatectomy  patients  in  my  own 
series,  23  were  in  sufficiently  good  condition 
to  permit  operation  without  drainage.  This 
recent  “run”  of  good  risks  has  been  as  amaz- 
ing to  me  as  I fear  it  may  be  incredible  to  the 
reader.  Although  such  a high  ratio  of  good 
risks  may  hardly  be  expected  to  be  main- 
tained indefinitely,  there  can  be  no  question 
as  to  the  fundamental  character  of  the 
change  in  viewpoint  which  has  taken  place. 
The  same  tendency  is  apparent  to  a lesser 
degree  in  public  wards.  Of  the  23  patients, 
6 were  public  ward  patients. 

Chart  1,  depicting  24  superimposed  first 
week  postoperative  temperature  curves,  at- 
tests the  innocence  of  perineal  enucleation 
under  the  circumstances  previously  outlined. 
It  is  to  be  noted  that  only  one  of  the  curves 
exceeded  the  101  F.  level.  The  average  first 
week  temperature  curve,  computed  from  the 
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daily  maximum  temperature  of  each  of  the 
24  patients,  reached  a peak  of  99.9  F.  on  the 
second  day,  as  shown  in  the  table  and  dem- 
onstrated graphically  by  chart  2.  No  pre- 
liminary drainage  was  done  in  any  case  in- 
cluded in  the  table,  although  1 patient  had 
had  interval  catheterization  prior  to  admis- 
sion. It  is  to  be  observed  that  the  average 
number  of  days  of  postoperative  perineal 
urinary  drainage  (three)  is  by  no  means 
identical  with  the  average  time  (seven  days) 
which  elapsed  between  the  date  of  operation 
and  the  last  day  of  perineal  drainage.  The 


the  arrival  of  relatives  or  for  other  reasons 
wholly  unrelated  to  his  physical  condition. 
These  extra  unnecessary  days  have  been  ex- 
cluded in  figuring  the  total  period  of  hos- 
pitalization. The  average  age  was  67,  the 
average  residual  urine  (excluding  that  in  3 
cases  of  complete  retention)  3 ounces  (85 
cc.)  and  the  average  size  of  the  prostate  49 
gm.  Although  the  number  of  days  of  post- 
operative perineal  urinary  drainage  aver- 
aged three,  7 patients  (30  per  cent)  had  no 
perineal  urinary  drainage  whatever.  The 
total  preoperative  and  postoperative  hos- 


Chart  TI.  Average  maximum  daily  temperature  elevation  following  “good  risk’’  perineal  prostatectomy, 
based  upon  the  twenty-four  consecutive  superimposed  curves  shown  upon  Chart  I. 


apparent  discrepancy  between  these  two  sets 
of  figures  is  due  to  the  fact  that  urinary 
saturation  of  the  perineal  dressings  during 
the  average  twelve  day  period  of  postopera- 
tive retention  catheter  drainage  was  decided- 
ly the  exception.  In  most  instances  such 
perineal  urinary  drainage  as  occurred  was 
noted  during  the  first  or  second  postopera- 
tive day  and  also  for  a day  or  two  after  the 
removal  of  the  retention  catheter.  The  av- 
erage total  number  of  days  of  hospitalization 
exceeded  the  average  period  of  postoperative 
hospitalization  by  one  day  only,  since  the 
patients  were  operated  on  the  day  after  ad- 
mission, after  completion  of  the  physical  ex- 
amination and  functional  tests.  The  average 
total  hospitalization  figure  included  the  fig- 
ure for  1 charity  ward  patient  who  had  no 
postoperative  perineal  drainage  whatever  but 
who  remained  in  the  hospital  for  three  post- 
operative weeks  because  of  unexplained  pain 
in  the  hip.  The  expression  “total  necessary 
hospitalization”  is  properly  employed,  since 
in  a few  instances  the  operation  was  post- 
poned a day  or  two  in  order  to  suit  the  con- 
venience of  the  surgical  staff  and  since  the 
patient  himself  occasionally  elected  to  re- 
main in  the  hospital  after  dismissal  awaiting 


pitalization  averaged  sixteen  days.  These 
records  have  been  checked  by  my  colleague, 
Dr.  C.  A.  Owens,  who  has  made  similar  ob- 
servations. 

SUMMARY 

By  reason  of  recently  increased  public  en- 
lightenment and  “prostate  consciousness,” 
the  urologic  surgeon  now  sees  a much  larger 
percentage  of  “conspicuously  good  risks,” 
who  permit  safe  prostatectomy  without  pre- 
liminary drainage. 

The  results  obtained  in  a series  of  24  con- 
secutive cases  in  which  the  risk  was  particu- 
larly good  indicate  that  the  average  total  pe- 
riod of  preoperative  and  postoperative  hos- 
pitalization in  the  case  of  good  risks  may  be 
reduced  to  a figure  not  exceeding  sixteen 
days. 

This  exceedingly  short  average  total  hos- 
pitalization for  perineal  prostatectomy  tends 
to  nullify  the  chief  argument  of  authorities 
advocating  routine  or  indiscriminate  trans- 
urethral resection  rather  than  selection  of 
cases. 

The  opinion  here  expressed  is  not  to  be  in- 
terpreted as  blanket  approval  of  prostatec- 
tomy without  preliminary  drainage,  the 
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necessity  of  which  will  always  obtain  in 
cases  with  impairment  of  renal  function. 
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IN  THIS 

A most  interesting  discussion  on  prostatec- 
tomy, emphasizing  many  practical  phases 
was  presented  by  Dr.  Edwin  Davis  at  the  last 
annual  session  of  our  Association.  This 
paper  appears  on  page.... . . 105 

FACIAL  injuries  are  becoming  increasing- 
ly numerous  in  this  area.  They  will  un- 
doubtedly multiply  with  the  industrializa- 
tion of  the  Middle  West.  The  early  care  of 
these  injuries  was  discussed  in  a lecture  be- 
fore the  Omaha  Mid- West  Clinical  Society  at 
its  last  annual  meeting.  This  paper  by  Dr. 
Boyne  is  on  page Ill 

AN  interesting  case  of  pneumonia  due  to 
inhalation  of  gasoline  is  presented  by  Drs. 
Adolph  Sachs  and  Richard  Egan  on  page  114 


❖ 


ISSUE 

THIS  month’s  article  on  tuberculosis  is  di- 
rected to  the  family  physician  and  the  in- 
ternist in  an  effort  to  create  a conscious- 
ness on  the  problem  of  tuberculosis.  You 
will  find  it  on  page 116 

THE  minutes  of  the  mid- winter  session  of 
the  Council  are  concluded  in  this  issue.  The 
reports  of  the  various  committees  present  a 
most  interesting  description  of  the  workings 
of  our  organization.  It  is  to  your  interest  to 
read  every  one  of  these  reports,  analyze 
them  and  if  you  have  any  remarks  to  make 
discuss  them  with  your  delegate.  He  will 
be  glad  to  know  of  your  reaction.  These 
minutes  are  found  on  page 122 


Early  Care  of  Facial  Injuries* 

H.  N.  BOYNE,  M.  D.,  D.  D.  S.,  M.  S. 
Omaha,  Nebraska 


The  final  outcome  of  no  other  injury  is  so 
directly  dependent  upon  early  proper  care  as 
an  injury  to  the  face.  Trauma  of  the  vital 
organs  and  their  essential  coverings  may  be 
considered  the  only  exception. 

In  civil  life,  automobile  accidents  are 
essentially  prone  to  produce  face  injuries  of 
a serious  type,  while  industrial  accidents  add 
many  more  to  the  list.  The  observation  of  a 
number  of  these  cases  at  a later  date  seem 
to  warrant  the  conclusion  that  many  of  them 
are  not  receiving  the  appropriate  early  care. 
This  care  is  most  important,  because  normal 
individuals  desire  the  face  to  present  a pleas- 
ing, or  at  least  not  a displeasing  appearance. 
Therefore  injuries  that  might  be  negligible  in 
almost  any  other  part  of  the  body  can  bring 
about  grave  consequence  when  in  this  re- 
gion. 

The  bone  and  cartilage  framework  of  the 
face  encloses  the  orbital  cavity,  the  mouth, 
nasal  passages,  maxillary  and  frontal  si- 
nuses, and  the  external  auditory  canal,  in 
addition  to  the  supporting  external  tissues 
giving  attachment  to  the  muscles  of  expres- 
sion, mastication,  and  the  teeth.  Appear- 
ance or  function  of  these  related  structures 
can  be  comprised  by  a bony  displacement, 
and  a bony  displacement  which  is  allowed  to 
persist  until  natural  fixation  occurs,  too 
often  eliminates  the  possibility  of  correction 
by  surgery  at  a later  date.  Replacement  of 
the  bone  to  the  approximate  normal  position 
is  easily  accomplished  by  employing  the  right 
means  at  the  right  time,  but  both  time  and 
means  differ  with  different  injuries,  and 
haphazard  results  will  follow  haphazard 
methods. 

Though  the  tissues  of  the  face  are  more 
highly  resistant  to  infection  and  heal  with 
greater  facility  than  those  of  almost  any 
other  region,  mucus  crypts  and  sinuses  and 
predental  tissues  can  harbor  potentially  viru- 
lent organisms  that  occasionally  become  ac- 
tive after  the  injury. 

Factors  important  in  facial  injuries  may 
be  listed  as  follows: 

1.  When  a patient  is  examined  following  a se- 
vere blow  to  the  face  it  is  best  to  suspect  a fracture 
and  work  from  that  point.  If  it  is  assumed  that 
the  possibility  of  a fracture  can  be  considered  when 

♦Presented  before  the  Omaha  Mid  West  Clinical  Society, 
October,  1942. 


the  swelling  has  gone  down,  or,  if  the  soft  tissue 
repairs  are  carried  out  with  disregard  for  displaced 
bone  fragments,  the  best  chance  for  correct  bone 
replacement  has  been  missed. 

2.  Possibilities  for  good  repair  are  present  in 
almost  all  instances,  but  must  be  promptly  and 
adequately  carried  out. 

3.  Simple  procedures  of  accurate  replacement 
and  holding  of  bone  and  soft  parts,  drainage  and 
bandaging  should  suffice,  employing  the  most  simple 
equipment  possible. 

4.  It  is  important  to  have  someone  familiar  with 
dental  requirements  and  means  of  fixation,  because 
one  of  the  most  important  functions  to  be  preserved 
is  that  of  mastication,  and  this  requires  that  the 
teeth  come  together  in  normal  occlusion. 

5.  Skull  fractures  or  brain  injuries  are  so  fre- 
quent that  neurological  examination,  including  x-ray 
films  often  must  be  made.  The  local  repairs  are 
delayed  if  the  examination  reveals  a lesion  that  re- 
quires treatment  and  complete  rest.  Patients  who 
have  received  “snap”  blows  about  the  head  may 
have  damage  to  the  cervical  spine,  therefore  on  the 
slightest  indication,  this  region  should  be  checked 
with  an  x-ray. 

6.  Ocular  damage  is  very  frequent  and  is  often 
the  main  indication  for  treatment. 

7.  Although  good  position  and  function  may  be 
obtained,  final  bony  union  may  never  occur  in  many 
instances.  This  may  be  due  to  the  very  thin  edges 
of  bone  that  simply  do  not  unite,  and  may  also  be 
due  to  prolonged  infections.  In  the  lower  jaw  we 
may  have  solid  union  but  with  persistance  of  the 
fracture  line  on  the  x-ray. 

PRIMARY  REPAIR  TO  BE  DONE  EARLY 

The  wounds  and  fractures  should  be  cared 
for  within  the  first  twenty  hours  if  possible 
before  excessive  swelling,  organization  of 
clots  and  infection  have  occurred.  This 
necessitates  work  at  odd  hours  of  the  night 
or  day.  It  is  recognized  that  the  statement 
has  been  frequently  made,  that  the  repair 
of  facial  injuries  should  be  delayed  several 
days.  However,  if  a patient  is  seen  after 
this  time,  it  is  necessary  to  manipulate 
through  contaminated  clots  and  edematous 
tissue ; replacement  of  bone  might  be  de- 
layed until  there  is  a subsidence  of  the  swell- 
ing, although  the  soft  parts  might  be  ap- 
proximated. The  replacement  of  bone  should 
not  be  delayed  more  than  seven  to  ten  days 
under  nearly  all  circumstances  because  fixa- 
tion of  small,  comminuted  chips,  after  this 
time,  may  make  it  impossible  to  obtain  cor- 
rect alignment.  Shock  and  neurological  dam- 
age may  necessitate  delay  in  early  repair. 
If  the  patient  is  intoxicated  the  jaws  should 
not  be  wired  together. 
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Anesthesia  is  usually  obtained  with  novo- 
caine,  locally,  or  with  deep  block  of  the  sec- 
ond and  third  division  of  the  fifth  nerve.  A 
basal  drug  may  also  be  given,  but  general 
anesthesia  should  be  avoided,  except  with 
children  where  it  is  usually  necessary.  Local 
infiltration  anesthesia  should  be  avoided, 
since  procaine  hydrochloride  and  probably 
the  other  local  anesthetic  drugs  inhibit  the 
action  of  sulfathiazole.  Procaine  hydrochlor- 
ide and  para-aminobenzoic  acid  inhibit  the 
action  of  the  sulfonamide  drugs. 

REPAIR  OF  THE  SOFT  TISSUES 

Cleansing  of  the  facial  wounds  is  extreme- 
ly important  and  should  be  done  with  soap 
and  water  followed  by  ether  and  saline  irri- 
gations. Local  antiseptics  are  seldom  neces- 
sary. Anesthesia  may  have  to  be  given  be- 
fore the  cleansing  is  completed  because  of 
pain. 

If  the  wound  is  seen  within  an  hour  of  the 
injury,  it  should  be  cleansed,  the  devitalized 
tissue  removed,  and  then  irrigated  with  a 
saline  solution  saturated  with  sulfathiazole. 
Sulfathiazole  powder  is  then  sprinkled  or 
blown  into  the  wound  before  it  is  coaptated. 
The  wound  is  well  covered  with  the  powder 
and  sutured  without  drainage.  Penetrating 
wounds  should  be  irrigated  with  saline  solu- 
tion saturated  with  sulfathiazole  and  packed 
loosely  with  sulfathiazole  powder. 

If  the  wound  is  more  than  an  hour  old  and 
grossly  contaminated,  the  patient  should  be 
given  sulfathiazole  by  mouth  to  obtain  an 
adequate  blood  level.  Sodium  sulfathiazole 
should  be  given  intravenously  for  the  first 
dose  if  the  wounds  are  of  major  importance. 
These  wounds  should  be  opened,  drained 
thoroughly,  rinsed  with  saline  saturated  with 
sulfathiazole  until  the  fluid  returns  clear, 
then  packed  with  sulfathiazole  powder.  The 
wound  then  may  be  closed  without  drainage. 
The  blood  level  should  be  between  five  and 
eight  milligrams  per  100  cc. 

Neo-arsphenamine  is  considered  effective 
against  staphylocci  and  many  strains  of 
streptococcus  viridans  and  beta  hemolytic 
streptococcus. 

INDICATIONS  OF  IMMEDIATE  SUTURES 

We  often  note  that  in  attempting  a sec- 
ondary repair  of  the  soft  tissues,  one  is  more 
often  embarrassed  by  the  suture  marks  of 
a primary  suture  than  by  the  scar  of  the 
injury.  If  the  situation  is  further  compli- 
cated by  loss  from  an  extensive  debridement, 


the  region  may  be  much  more  difficult  and 
the  result  jeopardized.  With  clean  cuts  in 
any  part  of  the  face,  the  attempt  should  be 
made  to  obtain  primary  union,  as  the  re- 
sistance to  infection  is  high  and  reparative 
powers  are  excellent.  In  doing  this,  how- 
ever, sutures  that  must  be  retained  until 
they  leave  external  scars  should  not  be  used. 
In  some  places  adhesive  tape  or  some  other 
external  adherent  will  give  results  that  are 
acceptable  at  least  for  the  time  being.  The 
walls  of  deep  cuts  can  be  built  up  by  buried 
sutures  of  fine  silk,  or  very  fine  chromic  gut 
sutures.  The  skin  is  closed  by  subcuticular 
suture  or  a not  too  tightly  placed  skin  suture, 
that  may  be  removed  within  two  days. 

Trap  door  flaps  cut  with  beveled  edges,  if 
clean,  should  be  immediately  sutured  into 
place.  If  not  done  until  later,  after  the  scar 
has  drawn  the  flap  back  into  place,  it  pre- 
sents a humped  up  pad  of  flesh  surrounded 
by  a wide  surface  scar,  the  whole  thing  then 
becoming  very  difficult  to  correct.  This  is 
due  to  two  things,  much  of  the  thin  edge  of 
epithelium  covered  derma  has  shrunk  and 
crumpled  until  it  is  unusable,  and  in  healing 
the  unrestricted  sheet  of  scar  that  cements 
down  the  flap,  has  later  contracted  giving 
the  cushion  form  to  the  overlying  tissues. 
The  fact  that  the  trap  door  was  beveled  and 
not  of  uniform  thickness  makes  the  second 
raising  and  trimming  quite  wasteful.  On  the 
other  hand,  those  that  have  been  clearly 
sliced  with  sharp  edges  of  glass  are  particu- 
larly well  adapted  to  primary  sutures.  It 
might  be  possible  to  place  two  superimposed 
rows  of  buried  triple  0 silk  interrupted  su- 
tures, the  deeper  row  being  sub-dermal  on 
the  flap  side  and  catching  the  deeper  edges 
of  the  dermal  opposite.  This  should  cause 
the  thin  edge  of  the  flap  slightly  to  over  ride. 
More  accurate  adjustment  of  the  overlapping 
edge  might  be  obtained  by  fine  interrupted 
silk  or  horse  hair  sutures  to  be  removed  in 
forty-eight  hours. 

The  cleansing  of  the  wound  should  be 
thorough,  all  black  oil  and  dirt  likely  to  pro- 
duce a tattoo  must  be  removed,  and  a firm 
pressure  dressing  applied,  possibly  with  the 
help  of  a drain  when  needed,  to  prevent  the 
accumulation  of  fluid  under  the  flap.  A fine 
strip  of  thin  rubber  band  will  usually  suffice. 

Immediate  suturing  is  also  indicated  in 
clean  cuts  into  or  through  the  substance  of 
the  ear,  especially  when  a large  fragment 
remains  attached  by  only  a narrow  pedicle. 
Here  a limited  amount  of  trimming  of  the 
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skin  or  cartilage  borders  to  insure  primary 
union  is  often  advisable,  for  it  is  not  unlike- 
ly that  even  more  would  be  lost  in  preparing 
for  a secondary  closure.  The  sutures  should 
be  so  distributed  as  to  allow  for  drainage  of 
serum  and  blood.  Distortions  or  collapse  of 
the  external  ear  should  immediately  be  cor- 
rected and  the  lumen  slightly  distended  with 
gauze  or  cotton.  The  loss  of  skin  lining 
might  be  immediately  replaced  by  a split 
skin  graft.  Subcutaneous  hematoma  should 
be  removed  or  prevented  by  a drainage  in- 
cision. Any  breaks  in  the  cartilage  should 
be  adjusted  with  fine  silk  sutures,  fixed  with 
a pressure  dressing. 

Another  condition  where  immediate  su- 
tures are  indicated  involves  all  narrow,  dou- 
ble, surfaced  flaps,  as  the  border  of  the  lip, 
the  ear,  or  the  eyelid ; for  if  left  hanging 
they  are  apt  to  become  so  distorted  as  to  be 
beyond  the  possibility  of  repair. 

Whenever  possible,  all  cuts  and  tears  of 
the  nose  skin  and  its  cartilage,  including  the 
septum,  should  be  closed  with  immediate  su- 
tures, accurately  or  approximately  placed. 
This  may  be  extremely  difficult  to  accom- 
plish later.  In  general,  all  wounds  that  ap- 
pear possible  and  circumstances  permitting, 
should  be  approximated  in  such  a way,  that 
permanent  suture  scars  will  not  be  left.  In 
most  cases  no  debridement  should  be  done 
on  face  wounds  beyond  the  trimming  of 
shreds.  Contused  tissues  might  be  held  in 
place  by  a few  deep  tacking  sutures  that  do 
not  include  the  skin.  At  best  in  contused 
tissue  an  attempt  to  do  a primary  skin  su- 
ture is  not  apt  to  give  a pleasing  scar,  the 
risk  of  suppuration  and  necrosis  being  in- 
creased. 

OTHER  METHODS  OF  TREATMENT 

In  extensive  through  and  through  cuts  of 
the  lip  or  cheek  the  deep  portions  can  be  ap- 
proximated by  sutures  placed  in  from  the 
mucus  surface,  and  engage  all  tissue  except 
the  skin.  The  latter  is  treated  as  seems  de- 
sirable. If  this  is  not  practical,  raw  surfaces 
can  frequently  be  covered  to  advantage  by 
tacking  the  mucosa  to  the  subdermal  tissues. 
Puncture  wounds  such  as  a tooth  penetrating 
the  lip  as  is  often  seen  in  children  are  better 
left  to  heal  spontaneously. 

Brush  burns  from  sliding  contact  with  the 
street  or  pavement  present  their  own  special 
problems.  If  not  deep  and  fairly  free  from 
grit,  surface  cocainization  followed  by  a 
weak  (31/2%)  tincture  of  iodine  may  bring 


about  the  formation  of  a dry  clean  scab.  If 
this  is  not  suitable,  apply  single  wet  or 
grease  dressing  until  clean,  or  better  still  if 
circumstances  permit,  scrub  the  surfaces 
free  from  grit.  It  is  often  not  possible  to 
remove  all  the  embedded  material,  especially 
road  oil,  but  embedded  grit  will  usually  be 
thrown  off,  and  the  oil  tattoo  can  be  dealt 
with  later.  Deeply  embedded  grains  of  black 
gunpowder  can  be  immediately  excised,  grain 
by  grain,  with  a pointed  cataract  knife  which 
is  sharp  to  the  needle  point.  The  minute 
wounds  then  may  or  may  not  be  sutured. 
Larger  foreign  bodies  should  be  removed  if 
possible  at  the  time  of  the  injury,  but  at 
times  they  can  be  entirely  overlooked.  Deep- 
ly situated  bullets,  multiple  shots,  and  metal 
fragments  may  demand  nice  decisions  in  re- 
gard to  whether  they  should  be  left  or  re- 
moved. 

Large  clean  cuts  in  the  tongue  or  mucosa 
of  the  cheek  may  be  immediately  sutured. 
However,  sutures  should  not  be  placed  in  the 
floor  of  the  mouth  unless  free  inferior  drain- 
age is  provided,  because  of  the  possibility  of 
spreading  infection. 

Motor  nerves  within  the  face  are  so  thread- 
like that  their  suturing  is  impractical,  and 
they  seldom  are  completely  destroyed.  If 
Stenson’s  duct  is  severed,  its  repair  had  best 
be  postponed  until  after  the  wound  is  healed, 
then  repair  is  found  to  be  seldom  necessary. 

Tom  scalp  flaps  should  be  cleansed  and 
sutured  back  into  place  if  they  have  a pos- 
sible blood  supply.  If  all  or  part  of  the  scalp 
has  been  completely  detached,  the  attempt 
to  do  split  skin  graft  directly  on  the  perios- 
teum immediately,  or  after  some  cleansing 
effort,  may  be  justifiable. 

We  find  our  maxillo-facial  surgeons  ren- 
dering good  service  in  the  correction  of  trau- 
matic deformities,  but  much  remains  to  be 
done  in  the  way  of  prophylactic  measures  to 
prevent  them.  The  major  industries  have 
done  their  part  and  have  accomplished  much 
by  the  institution  of  safety  measures  and  the 
better  training  of  their  workmen.  The  auto- 
mobile has  been  the  cause  of  a high  percent- 
age of  these  accidents,  but  with  gas  ration- 
ing, a large  number  should  be  eliminated  for 
the  time  being,  but  after  the  war  when  new 
and  faster  cars  will  be  on  the  highways, 
there  will  be  a crying  need  for  the  unification 
of  state  and  national  traffic  regulations  and 
real  enforcement  of  the  laws  pertaining  to 
them. 


Pneumonitis  Resulting  from  Gasoline* 

ADOLPH  SACHS,  M.  D.,  and  RICHARD  L.  EGAN,  M.  D. 
Omaha,  Nebraska 


The  use  of  a rubber  hose  or  tube  as  a 
siphon  for  the  transfer  of  gasoline  may  be 
dangerous.  In  the  use  of  oral  suction  to 
start  a siphon,  the  glottis  is  open  and  a sud- 
den rush  of  gasoline  may  cause  the  liquid 
to  enter  the  tracheobronchial  tree.  This  fre- 
quently results  in  a chemical  or  aspiration 
pneumonitis  as  it  did  in  the  case  we  are  re- 
porting. 

The  toxicology  of  gasoline  and  similar 
petroleum  derivatives  has  been  described  in 
the  literature,  but  except  for  a few  reports 
of  aspiration  pneumonitis  due  to  kerosene  or 
gasoline (1-  2-  3-  4-  5>  has  been  confined  to  the 
hazards  attendant  upon  its  refining  or  its  use 
in  industry. 

Machle(6),  has  recently  reviewed  the  litera- 
ture and  states  that  intoxication  may  result 
from  swallowing,  aspirating  or  inhaling  gas- 
oline. Absorption  from  the  skin  is  also  a 
possibility.  When  ingested  a severe  irrita- 
tion of  the  gastrointestinal  tract  occurs. 
Nausea,  vomiting,  diarrhea,  pain  and  sudden 
collapse  with  severe  cyanosis  may  occur. 
The  severity  of  the  symptoms  does  not  al- 
ways depend  upon  the  amount  of  gasoline 
swallowed,  a small  amount  sometimes  pro- 
duces severe  intoxication. 

The  central  nervous  system  may  show 
symptoms  early  or  late.  They  may  vary 
from  headaches  and  giddiness  to  convulsions 
and  coma.  The  liver  and  kidneys  are  also 
frequently  damaged.  Regardless  of  the  man- 
ner in  which  gasoline  enters  the  body  its  ex- 
cretion is  largely  through  the  lungs  and  a 
bronchitis  or  pneumonitis  may  occur  without 
direct  pulmonary  aspiration. 

The  diagnosis  is  readily  made  from  the 
history.  If  the  patient  is  in  coma  the  diag- 
nosis is  indicated  by  the  odor  of  gasoline 
from  the  breath  or  stomach  contents. 

Treatment  consists  of  evacuation  of  the 
stomach,  preferably  by  means  of  a stomach 
tube  to  prevent  further  aspiration  during 
vomiting,  and  the  use  of  supportive  meas- 
ures. The  latter  include  stimulants  and 
oxygen.  Cyanosis  is  often  marked  and  we 
prefer  to  use  a mask  for  the  administration 
of  oxygen  because  of  the  high  concentration 
of  oxygen  that  is  so  delivered. 

♦From  the  Department  of  Medicine,  the  Creighton  University 
School  of  Medicine.  Omaha,  Nebraska. 
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REPORT  OF  A CASE 

T.  S.,  a white  male  of  16  years,  on  entering  the 
hospital  complained  of  pain  in  the  right  chest, 
hoarseness  and  cough  with  shortness  of  breath,  all 
of  about  four  hours  duration. 

Family  History — negative. 

Past  History — negative. 

Present  Illness:  Four  hours  before  admission  the 

patient  attempted  to  siphon  gasoline  from  the  stor- 
age tank  of  his  automobile  with  oral  suction  applied 
to  a rubber  tube.  His  mouth  was  suddenly  filled 
with  gasoline  and  he  immediately  experienced  a 
seizure  of  severe  coughing  which  lasted  thirty  min- 
utes. He  then  noticed  pain  in  his  right  lower  chest, 
both  front  and  back,  which  became  more  severe  and 
was  aggravated  by  respiration.  His  subjective  sen- 


Fig.  1.  Roentgen  evidence  of  pneumonitis  following  the  as- 
piration of  gasoline. 


sation  was  one  of  smothering.  He  did  not  at  any 
time  lose  consciouness. 

Physical  Examination:  Inspection  revealed  a well 
developed  youth  with  cyanosis,  dyspnea  and  an  ex- 
piratory grunt.  The  temperature  on  admission  was 
96.4°  F.;  the  pulse  rate  was  90  per  minute  and  the 
respiratory  rate  was  24  per  minute.  The  blood  pres- 
sure was  130  mm.Hg.  systolic  and  90  mm.Hg.  dia- 
stolic. A copious  mucopurulent  discharge  drained 
from  a congested  nasal  mucosa.  The  throat  ap- 
peared abnormally  red  as  did  the  larynx.  The  heart 
was  normal  to  physical  examination.  Excursion  of 
the  right  chest  was  limited  and  the  breath  sounds 
were  diminished  over  the  entire  right  chest  but  no 
rales  nor  abnormal  breath  sounds  wrere  heard.  The 
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abdomen  was  slightly  tender  in  its  upper  part  but 
was  otherwise  normal. 

Laboratory  Examination:  The  examination  of  the 
urine  and  blood  was  essentially  normal  except  for  a 
leucocyte  count  of  12,750  per  cubic  millimeter. 

Roentgen  Examination:  A film  taken  of  the  chest 
indicated  increased  density  in  the  right  hilar  and 
basal  bronchial  area  due  to  parenchymal  pathology 
(fig-  1). 

Treatment  and  Course:  Soon  after  admission  the 
patient’s  stomach  was  thoroughly  lavaged  and 
demulcents  given.  Coramine  and  caffeine  were  giv- 
en for  stimulation.  Oxygen  was  administered  inter- 
mittently for  the  first  36  hours,  the  indication  being 
dyspnea  and  cyanosis.  Twelve  hours  after  hospital- 
ization the  temperature  was  103.5°  F.;  the  pulse 
rate  was  112  per  minute  and  the  respiratory  rate 
was  32  per  minute.  The  temperature  fell  gradually, 
returning  to  normal  six  days  after  admission  and 
the  patient  was  dismissed  on  the  eighth  day  of  hos- 
pitalization. 

SUMMARY 


the  literature,  gasoline  when  aspirated  into 
the  lungs,  or  when  eliminated  via  the  lungs 
after  systemic  absorption,  is  a strong  pul- 
monary irritant.  Such  irritation  will  pro- 
duce symptoms,  physical  signs  and  Roentgen 
evidence  of  pneumonitis.  The  treatment  in- 
cludes the  evacuation  from  the  stomach  of 
any  unabsorbed  gasoline,  symptomatic  and 
supportive  measures. 
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A case  of  pneumonitis  following  the  ac- 
cidental aspiration  of  gasoline  is  reported. 
From  observation  of  our  case  and  a study  of 
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LIVER  BILE  SLEEPS  ON 

Under  the  heading,  “Liver  Bile  Sleeps  On,” 
The  Journal  of  the  American  Medical  Asso- 
ciation for  December  12  says:  “For  years 
‘Carter’s  Little  Liver  Pills’  has  been  adver- 
tised to  the  public  with  such  claims  as  the 
following:  ‘WAKE  UP  YOUR  LIVER  BILE 
— Without  Calomel — And  You’ll  Jump  Out  of 
Bed  in  the  Morning  Rarin’  to  Go.  The  liver 
should  pour  2 pints  of  bile  juice  into  your 
bowels  every  day  ...  It  takes  those  good,  old 
Carter’s  Little  Liver  Pills  to  get  these  2 pints 
of  bile  flowing  freely  to  make  you  feel  “up 
and  up.”  ’ Now  Ivy,  Roback  and  Stein  report 
a series  of  experiments  on  dogs  with  the 
drugs  concerned  and  they  conclude  that  two 
pills  given  intravenously  or  two,  four  and  six 
pills  intraduodenally  ‘exert  no  cholecysto- 
kinetic  and  choleretic  effect.’  The  authors 
continue  ‘That  is,  they  do  not  cause  the  gall- 
bladder to  contract  or  stimulate  the  forma- 
tion of  bile  by  the  liver  under  conditions 
which  permit  the  gallbladder  and  the  liver  to 
be  stimulated  by  the  hormones  which  are 
normally  concerned  in  causing  the  gallblad- 
der to  contract  and  the  liver  to  secrete.’ 
These  experiments  were  carefully  conducted, 


well  controlled  and  meticulously  reported ; the 
evidence  supporting  the  authors’  conclusions 
seems  to  be  quite  adequate.  The  active  in- 
gredients involved  in  Carter’s  Little  Liver 
Pills  consists  of  ^4  grain  of  aloes  and 
62/1,000  grain  of  podophyllum  per  pill.  Now 
that  this  evidence  regarding  the  lack  of  the 
specific  value  claimed  for  these  ingredients 
is  available,  the  Food  and  Drug  Administra- 
tion may  concern  itself  with  claims  made  in 
or  on  the  package,  and  the  Federal  Trade 
Commission  may  give  due  attention  to  news- 
paper and  magazine  advertisements  which 
either  state  definitely  or  imply  that  these 
pills  have  a choleretic  and  cholecystokinetic 
action.  Not  many  nostrums  have  been  care- 
fully studied  by  scientists.  Many  such  nos- 
trums require  little,  if  any,  study  to  deter- 
mine that  the  claims  made  for  them  are  false 
or  misleading.  The  Food  and  Drug  Adminis- 
tration, the  Federal  Trade  Commission  and 
the  Post  Office  Department  have  accom- 
plished much  in  the  protection  of  the  public 
against  the  blandishments  of  the  nostrum 
promoters.  In  this  case  science  assumes  an 
active  role  in  such  protection  by  developing 
scientific  data  concerning  a specific  product 
to  refute  the  promoters  unwarranted  claims.” 


Tuberculosis  Abstracts 


Fire  is  fire,  no  matter  what  the  fuel,  but 
when  gasoline  is  thrown  on  a flame  a dan- 
gerous explosion  results.  Tuberculosis  is  the 
same  disease  now  as  in  peacetime,  but  war 
invariably  favors  a flare-up  of  tuberculosis 
and  creates  new  difficulties  for  those  who 
must  combat  the  blaze.  The  hard-pressed  gen- 
eral practitioner  is  a seasoned  fire-fighter 
whose  aid  must  be  enlisted  and  whose  effort 
must  be  supported  if  smoldering  tuberculosis, 
lately  coming  under  control,  is  to  be  prevent- 
ed from  spreading  into  a serious  conflagra- 
tion. Even  veteran  firemen,  however,  pe- 
riodically examine  their  equipment  and  drill 
themselves  to  increase  their  efficiency. 

WAR  CHALLENGES  THE  GENERAL 
PRACTITIONER 

Under  the  stress  of  war  it  has  been  ob- 
served that  conditions  favor  the  spread  of 
pulmonary  tuberculosis.  Probably  an  in- 
crease in  the  disease  has  not  occurred  to  date 
in  this  country  as  a whole,  but  a rise  has 
occurred  to  date  among  other  belligerent  na- 
tions and  in  some  of  our  own  industrial  cen- 
ters. 

Increase  in  prevalence  and  mortality  can 
be  traced  to  inadequate  diet,  insufficient  in- 
stitutional facilities  and  medical  care,  lower- 
ing of  resistance  from  apprehension  and  dis- 
turbed rest,  and  overcrowding  and  poor  hous- 
ing in  areas  of  concentrated  wrar  industry. 

Since  the  disease  appears  on  the  increase 
in  countries  at  war  longer  than  ours,  it  must 
be  assumed  a similar  trend  is  to  be  anticipat- 
ed here.  This  calls  for  early  diagnosis,  hos- 
pitalization of  active  cases  and  discovery  of 
infective  contacts.  Greatest  hope  for  success 
lies  in  the  interest  and  cooperation  of  the  gen- 
eral practitioner.  He  sees  the  patient  early 
and  through  his  intelligent  effort  will  come 
early  diagnosis,  prompt  isolation  and  the  in- 
vestigation of  contacts.  Toward  this  goal  we 
shall  indicate  a path  for  the  practitioner, 
who,  deprived  of  many  a colleague,  finds  his 
problems  mutiplied  and  his  strength  and 
time  in  no  wise  reinforced. 

Usually  it  is  easy  for  a tuberculosis  spe- 
cialist to  make  a diagnosis  once  the  suspect 
has  been  singled  out  by  the  practitioner. 
More  difficult  is  it  for  the  latter  to  give  due 
consideration  to  tuberculosis — only  one  of 
many  conditions  that  may  assail  his  patient. 

For  example,  cough  is  the  most  common 


symptom  of  the  disease.  In  one  with  a his- 
tory of  previous  acute  pleurisy,  chronic 
cough  is  very  suspicious.  Nevertheless,  the 
disease  may  be  present  without  it,  and  most 
agree  that  cough  or  any  other  symptom  is  a 
relatively  later,  not  an  encouragingly  earlier 
manifestation  of  pulmonary  tuberculosis.  If 
we  persist  in  describing  tuberculosis  in  terms 
of  symptoms,  we  might  as  well  omit  further 
discussion  of  early  diagnosis,  even  though 
we  admit  that  knowledge  of  classical  symp- 
toms is  essential  if  we  are  to  have  tubercu- 
losis in  mind  when  we  encounter  those  less 
fortunate  cases  long  past  the  stage  when 
early  discovery  was  possible.  These  symp- 
toms include  fatigue,  particularly  in  the  late 
afternoon,  loss  of  weight,  low-grade  fever, 
chest  pain  and  hemoptysis. 

If  tuberculosis  is  to  be  found  preclinically 
or  at  onset  of  its  earliest  symptoms  a thor- 
ough, practical  and  economical  plan  of  attack 
is  necessary.  Weapons  at  hand  include  his- 
tory, physical  examination,  tuberculin  test, 
sputum  examination,  x-ray  and  fluoroscopy. 

Tuberculosis  specialists  generally  feel  that 
the  greatest  deterrent  to  early  diagnosis  by 
the  practitioner  is  the  expense  of  x-ray  ex- 
amination. If  it  were  as  easy  to  x-ray  the 
lungs  as  to  do  a physical  examination  many 
more  early  cases  would  be  found.  Where 
x-ray  facilities  are  handy  it  is  simpler  to 
take  a picture  and  study  it  than  to  do  a 
physical  examination,  which,  though  thor- 
ough, may  fail  to  disclose  the  trouble.  Most 
practitioners  lack  office  x-ray  facilities,  but 
the  truth  remains  there  is  no  substitute  for 
a good  x-ray  picture.  Today,  in  all  but  the 
most  rural  communities,  arrangements  can. 
be  made  for  x-ray  of  the  chest  in  the  indigent 
as  well  as  in  others. 

Physical  examination  may  uncover  rales, 
breath  sound  changes,  etc.,  but  their  absence 
does  not  mean  absence  of  tuberculosis.  In 
every  sanatorium  are  patients  with  far  ad- 
vanced disease  who  have  been  told  by  their 
family  doctors  that  no  signs  of  tuberculosis 
were  present.  Similar  oversight  may  occur 
in  some  early  cases  when  symptoms  are  pres- 
ent as  well  as  positive  x-ray  findings.  This 
is  no  reflection  upon  the  skill  of  the  physi- 
cian but  proves  that  symptoms  and  x-ray 
evidence  are  often  present  before  definite 
physical  signs  of  tuberculosis  develop. 

Flouroscopy,  even  in  the  hands  of  experts, 
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is  not  as  accurate  as  film  methods  in  diagnos- 
ing tuberculosis.  Serial  pictures,  too,  give 
better  clues  as  to  the  progress  of  lesions 
than  mere  observation  of  the  clinical  record. 

The  tuberculin  test,  variously  conducted, 
is  of  value  in  the  process  of  screening  groups 
or  studying  individuals.  A positive  test 
shows  that  the  skin  has  been  sensitized  by 
previous  or  present  tuberculosis  infection. 
It  does  not  prove  that  active  pulmonary  dis- 
ease is  present,  but  does  call  for  an  immedi- 
ate chest  x-ray.  A negative  test,  converse- 
ly, is  almost  conclusive  that  active  tubercu- 
losis does  not  exist.  There  are  exceptions  to 
this  statement,  but  they  are  rare. 

Sputum  examination  is  vital.  A positive 
sputum  leaves  no  doubt  that  active  disease 
is  present,  but  a negative  sputum  is  no 
guarantee  of  its  absence.  There  may  be 
relatively  few  bacilli  in  a sputum  sample ; im- 
proper collection  may  provide  saliva  instead 
of  thick  material  truly  expelled  from  the 
lung  by  a spell  of  coughing ; or  too  few 
samples  may  be  examined.  .Reinforcing  the 
simple  smear  are  concentration  methods, 
culture  or  guinea  pig  inoculations,  and  ex- 
amination of  the  fasting  gastric  sediment  in 
those  swallowing  their  sputum. 

Tuberculosis  cases  should  be  reported 
promptly  to  the  public  health  authorities  who 
assist  in  determining  their  disposition. 

Many  practitioners  are  not  interested  in 
treating  tuberculosis  patients.  Others  feel 
they  see  cases  so  rarely  that  they  would  wel- 
come assistance  by  experts.  Sanatorium 
care,  if  available,  promises  conditions  ideal 
for  treatment  and  training  of  the  patient  and 
protection  of  his  family  and  friends. 

People  who  contract  pulmonary  tubercu- 
losis usually  do  so  because  of  intimate  ex- 
posure to  someone  with  a positive  sputum. 


Thorough  search  is  made  in  the  patient’s 
household  and  among  his  other  associates, 
each  being  tuberculin  tested  and  the  positive 
reactors  x-rayed.  Obviously  the  x-ray,  if 
showing  nothing  at  first,  should  be  repeated 
at  four-month  intervals  for  several  years,  as 
breakdown  may  be  slow  to  appear. 

Many  counties  have  well  organized  tuber- 
culosis associations  whose  nurses  serve  as 
field  workers.  Granted  this  aid,  the  social 
side  of  the  problem  can  be  handled  with  per- 
sonal home  interviews,  transportation  of  the 
patient  to  the  sanatorium  or  clinic  and  of 
the  contacts  for  testing  and  x-ray.  Tuber- 
culosis workers  are  well  trained  and  function 
to  give  the  practitioner  able  service  and  ad- 
vice about  the  disposition  of  the  case,  the 
adjustment  of  the  family  and  in  follow-up  of 
the  patient  once  he  leaves  the  sanatorium. 

The  family  doctor  should  cooperate  with 
those  who  have  directed  the  treatment  when 
he  receives  back  the  discharged  case.  Re- 
habilitation in  these  people  is  complex  and 
important.  Many  sanatoria  have  personnel 
specially  trained  to  instruct  patients  in  oc- 
cupations they  will  be  fitted  to  carry  on  after 
their  cure,  or  to  prepare  them  for  the  special 
problems  facing  them  upon  their  return  to 
society.  The  family  doctor  must  continue  his 
interest  through  both  treatment  and  re- 
habilitation periods,  with  periodic  check-up, 
assurance  and  advice. 

The  greatest  contribution  the  general  prac- 
titioner can  make  in  the  field  of  tuberculosis 
in  wartime  is  the  intensification  of  his  peace- 
time effort,  keeping  the  disease  constantly 
in  mind  and  remembering  that  the  ultimate 
ideal  in  controlling  tuberculosis  would  be  to 
have  every  adult  x-rayed  annually. 

General  Practitioner’s  Role,  Paul  Geary,  M.  D., 
Bulletin  of  the  National  Tuberculosis  Association, 
March,  1943. 


* * * 


New  Squibb  Capsules  Supply  Massive  Doses 
of  Vitamin  D 

To  provide  massive  doses  of  vitamin  D for  use  in 
the  treatment  of  hypoparathyroid  tetany  and  cer- 
tain types  of  rickets,  E.  R.  Squibb  & Sons,  New 
York,  are  now  supplying  capsules  of  Viosterol,  each 
containing  50,000  U.  S.  P.  units  of  vitamin  D=.  The 
capsules  are  packaged  in  bottles  of  40  and  100. 

Clincally,  vitamin  D may  be  used  to  produce 
either  of  two  effects,  depending  upon  the  dosage. 
In  relatively  low  dosage,  it  exerts  antirachitic  activ- 
ity, while  in  high  dosage,  ranging  upward  from  60-, 
000  units  daily,  it  raises  a subnormal  serum  cal- 
cium level  and  is  therefore  useful  in  hypopara- 


thyroid tetany.  It  is  also  sometimes  administered 
as  a single  massive  dose  in  the  treatment  of  active 
rickets. 

In  hypoparathyroid  tetany,  an  intial  dose  of  eight 
or  more  Squibb  Vitamin  D Capsules  daily  is  sug- 
gested, and  a maintenance  dose  of  two  to  four 
daily.  In  obstinate  rickets,  one  capsule  daily  is 
recommended;  in  refractory  rickets,  one  or  more 
capsules  daily;  and  in  thoracic  rickets,  one  capsule 
daily  for  two  or  three  weeks. 

In  addition  to  the  new  Vitamin  D Capsules, 
Squibb,  of  course,  will  continue  to  supply  Viosterol 
in  Oil,  one  gram  of  which  contains  the  equivalent 
of  10,000  U.  S.  P.  XII  units  of  vitamin  D. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


Meeting  of  House  of  Delegates  and 
Council  of  the  Nebraska  State  Medical 
Association  will  be  held  in  Lincoln, 
Tuesday,  May  4,  1943.  All  members  of 
the  Association  are  invited  to  attend. 
The  regular  annual  session  will  not  be 
held  this  year. 


PHYSICIANS  WANTED— BOTH  MALE 
AND  FEMALE 

As  contract  surgeons  at  Army-operated  industrial 
plants  and  depots  in  the  states  of  Colorado,  Mis- 
souri, Nebraska,  Kansas,  and  South  Dakota.  Pay, 
with  dependents,  approximates  $3,400  per  annum. 
For  further  information  address:  The  Surgeon, 

Headquarters  Seventh  Service  Command,  Federal 
Building,  Omaha,  Nebraska. 


During  April  the  National  Tuberculosis  Society 
is  conducting  its  early  diagnosis  campaign.  This 
campaign  is  aimed  at  furnishing  information  to  the 
public  which  will  make  every  individual  receptive 
and  cooperative  in  following  the  recommendations 
of  his  family  physician  in  finding  and  treating  tu- 
berculosis. The  actual  control  and  eradication  of 
tuberculosis  is  the  duty  of  the  medical  profession. 
In  a message  to  the  general  practitioner  on  this 
subect  Osier  said: 

“The  leadership  of  the  battle  against  this  scourge 
is  in  your  hands.  Much  has  been  done,  much  re- 
mains to  do.  By  early  diagnosis  and  prompt,  sys- 
tematic treatment  of  individual  cases,  by  striving  in 
every  possible  way  to  improve  the  social  condition 
of  the  poor,  by  joining  actively  in  the  work  of  the 
local  and  national  anti-tuberculosis  societies  you  can 
help  in  the  most  important  and  the  most  hopeful 
campaign  ever  undertaken  by  the  profession.” 


WAR  CONFERENCE 

The  medical,  surgical  and  industrial  hy- 
giene experts  who  are  so  ably  safeguarding 
the  well-being  of  more  than  20  million  in- 
dustrial workers  have  agreed  to  pool  their 
knowledge  and  exchange  their  experiences 
regarding  the  many  new  and  complex  prob- 
lems of  today’s  wartime  production.  For 
this  purpose  their  organizations,  The  Amer- 
ican Association  of  Industrial  Physicians  and 
Surgeons,  The  American  Industrial  Hygiene 
Association,  and  The  National  Conference  of 
Governmental  Hygienists,  are  combining 
their  annual  meetings  in  a four-day  “War 
Conference”  at  Rochester,  New  York,  May 
24-27,  1943. 
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Among  the  problems  to  be  discussed  from 
a practical  standpoint  are: 

The  mass  entry  of  women  into  industry; 

Older-age  employees,  with  their  various 
associated  problems;  proper  placement  and 
employability  considerations  of  the  4F  re- 
jectees; 

Rehabilitation  and  proper  employment  of 
those  already  discharged  from  the  military 
services  because  of  disabling  conditions; 

Toxic  and  other  hazards  from  new  sub- 
stances, new  processes,  and  the  use  of  sub- 
stitute materials; 

Absenteeism;  fatigue;  nutrition; 

Effects  of  long  hours;  double  shifts;  two- 
job  workers;  overtime;  increased  industrial 
accident  rates ; 

Advances  in  the  treatment  of  illnesses  and 
injuries,  and  many  others. 

This  joint  meeting  will  be  a report  on  the 
state  of  the  nation,  by  the  men  who  know,  in 
matters  of  industrial  health.  Dr.  William  A. 
Sawyer,  Medical  Director  of  Eastman  Kodak, 
is  General  Chairman;  Dr.  James  H.  Sterner 
and  Lieut.  Comm.  J.  J.  Bloomfield  are  ar- 
ranging the  programs  for  the  industrial  hy- 
gienists. 

Physicians  and  surgeons,  hygienists,  en- 
gineers, nurses,  executives — all  who  are  in- 
terested in  the  problems  of  industrial  health 
and  their  solution — are  invited  to  attend  as 
many  of  the  sessions  as  they  can  arrange 
for;  no  registration  fee  is  required. 


INTERNATIONAL  COLLEGE  OF 
SURGEONS  TO  MEET  IN  JUNE 

The  Fourth  International  Assembly  of  the 
International  College  of  Surgeons  will  be  held 
on  June  14,  15  and  16  at  the  Waldorf  Astoria 
Hotel  in  New  York  City,  it  is  announced  by 
Dr.  Fred  H.  Albee,  International  President. 
The  program  which  will  be  devoted  to  war 
surgery  and  rehabilitation  will  no  doubt  be 
followed  with  great  interest  throughout  the 
nation  and  elsewhere  not  only  by  those  di- 
rectly connected  with  medicine,  but  also  by 
the  lay  public  as  well. 

Delegations  made  up  of  prominent  surgeons  from 
the  United  Nations  in  addition  to  those  from  other 
countries  are  expected  to  attend.  The  United  Na- 
tions representatives  will  give  outstanding  examples 
of  the  progress  being  made  in  war  surgery  and 
rehabilitation  under  battle  conditions  by  their  re- 
spective countries. 

Eminent  surgeons  in  Government  military  and 
civilian  executive  offices  have  voiced  approval  of 
the  Assembly,  which  also  has  the  cooperation  of  the 


Latin  American  Chapters  of  the  International  Col- 
lege of  Surgeons. 

Drs.  Manuel  A.  Manzanilla  of  Mexico  and  Profes- 
sor Herman  de  las  Casas,  Dean  of  the  University  of 
Caracas,  Venezuela,  who  was  appointed  Chairman  of 
the  Inter-American  Exchange  training  activities, 
have  been  designated  Chairman  of  the  Program  Co- 
ordination for  Central  and  South  Americas.  Dr. 
Rudolph  Nissen  at  present  in  New  York  City,  will 
act  for  Europe. 

The  Rehabilitation  Committee  is  composed  of  Drs. 
Fred  H.  Albee  of  New  York,  William  D.  Ryan  of 
Detroit,  and  Custus  Lee  Hall  of  Washington,  D.  C. 
Dr.  William  S.  Bainbridge  of  New  York  City  is 
Chairman  of  the  Military  Affairs  Committee.  The 
program  committee  has  as  its  chairman  Dr.  A.  A. 
Berg  of  New  York  City  with  Dr.  Gustave  Aufricht  as 
secretary  and  represented  by  members  of  the  Col- 
lege in  Philadelphia,  Pa.;  Plainfield,  N.  J.;  Colum- 
bus, Ohio;  Denver,  Colo.;  Washington,  D.  C.  and 
Rochester,  Minn. 

Drs.  Charles  Phillips  of  New  York  City  is  chair- 
man of  the  Arrangements  Committee;  Chester  A. 
Peake,  Brooklyn,  N.  Y.,  chairman  of  the  Exhibit 
Committee  and  Milton  Bodenheimer,  New  York  City, 
chairman  of  the  Publicity  Committee. 

Serving  on  the  Publicity  Commitee  with  Dr.  Bo- 
denheimer are  Drs.  Max  Thorek,  Chicago,  111.,  and 
Dr.  Edwin  A.  Griffin,  Brooklyn,  N.  Y. 

Dr.  Thorek  is  the  International  Executive  Secre- 
tary. 


The  Executive  Board  of  the  American 
Public  Health  Association  announces  that 
the  Association  will  sponsor  a three-day 
Wartime  Public  Health  Conference  in  New 
York  City,  October  12,  13  and  14.  The  72nd 
Annual  Business  Meeting  of  the  Association 
will  be  held  in  connection  with  it. 

The  Conference  program  will  be  devoted 
exclusively  to  wartime  emergency  problems 
as  they  affect  public  health  and  the  public 
health  profession. 

New  York  City  was  selected  because  more 
than  40%  of  the  membership  is  concentrated 
in  and  immediately  around  it.  The  radio  will 
be  used  as  extensively  as  possible  to  bring 
the  benefits  of  the  Conference  to  health 
workers  in  distant  states. 


AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS CANCELS  1943  MEETING 
The  following  resolution  was  adopted  by 
the  Board  of  Regents  of  the  American  Col- 
lege of  Chest  Physicians  at  their  Mid  Winter 
Meeting  at  the  Palmer  House,  Chicago,  Feb- 
ruary 14,  1943. 

Whereas:  The  American  Medical  Associa- 
tion has  cancelled  its  annual  meeting  for  the 
year  nineteen  hundred  and  forty-three;  and 
Whereas:  The  American  College  of  Chest 
Physicians  has  since  its  inception  held  its 
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meetings  jointly  with  the  annual  meetings 
of  the  American  Medical  Association, 

Be  It  Resolved,  That  the  Board  of  Regents 
of  the  American  College  of  Chest  Physicians 
meeting  in  Executive  Session  in  the  City  of 
Chicago  on  the  fourteenth  day  of  February 
in  the  year  nineteen  hundred  and  forty- 
three,  hereby  proposes  that  the  1943  annual 
session  of  the  American  College  of  Chest 
Physicians  be  cancelled  and  that  the  reasons 
for  the  cancelling  of  this  meeting  are  the 
same  as  those  advanced  by  the  Executive 
Council  of  The  American  Medical  Associa- 
tion. 

It  was  recommended  by  the  Board  of  Re- 
gents that  wherever  feasible,  State  and  Dis- 
trict Chapters  of  the  College  arrange  to  meet 
jointly  with  their  State  and  District  Medical 
Societies  and  assist  in  preparing  scientific 
programs  concerning  the  specialty  of  dis- 
eases of  the  chest. 


AMERICAN  BOARD  OF  OBSTETRICS 
AND  GYNECOLOGY,  INC. 

The  general  oral  and  pathological  examinations 
(Part  II)  for  all  candidates  will  be  conducted  at 
Pittsburgh,  Pennsylvania,  by  the  entire  Board  from 
Thursday,  May  20,  through  Tuesday,  May  25,  1943. 
The  Hotel  Schenley  in  Pittsburgh  will  be  the  head- 
quarters for  the  Board,  and  formal  notice  of  the  ex- 
act time  of  each  candidate’s  examination  will  be 
sent  him  several  weeks  in  advance  of  the  exam- 
ination dates.  Hotel  reservations  may  be  made  by 
writing  direct  to  the  Hotel. 

Candidates  for  reexamination  in  Part  II  must 
make  written  application  to  the  Secretary’s  Office 
not  later  than  April  15,  1943. 

The  Pittsburgh  Obstetrical  and  Gynecological  So- 
ciety will  hold  an  informal  subscription  dinner  meet- 
ing at  the  Hotel  Schenley,  on  Saturday  evening,  May 
22,  1943,  at  7:00  p.  m.  Visitors,  here  for  the  exam- 
inations, are  cordially  invited  to  make  arrangements 
to  attend.  Reservations  may  be  made  by  waiting  to 
Dr.  Joseph  A.  Hepp,  Secretary  of  the  Society,  at  121 
University  Place,  Pittsburgh,  Penn.  An  interesting 
program  is  being  provided. 

The  Office  of  the  Surgeon-General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  request  orders  to  Detached  Duty  for 
the  purpose  of  taking  these  examinations  whenever 
possible. 

Candidates  in  Military  or  Naval  Service  are  re- 
quested to  keep  the  Secretary’s  Office  informed  of 
any  change  in  address. 

Deferment  without  time  penalty  under  a waiver 
of  our  published  regulations  applying  to  civilian  can- 
didates, will  be  granted  if  a candidate  in  Service 
finds  it  impossible  to  proceed  with  the  examinations 
of  the  Board. 

Applications  are  now  being  received  for  the  1944 
examinations.  For  further  information  and  appli- 
cation blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh  (6),  Pennsyl- 
vania. 
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Dr.  H.  Winnett  Orr  of  Lincoln  was  guest 
speaker  at  the  Academy  of  Medicine  of 
Northern  New  Jersey  in  February.  A recent 
article  in  Harper’s  Magazine  featured  Dr. 
Orr’s  work  on  fractures.  It  was  written  by 
Leigh  White,  well  known  war  correspondent. 


According  to  Dr.  Selby,  state  director  of 
health,  there  were  about  50  cases  of  undulant 
fever  around  the  Wayne  area  in  February 
of  this  year. 


According  to  a recent  statement  by  the. 
Surgeon  General  of  the  U.  S.  Navy,  Rear  Ad- 
miral Ross  McIntyre,  one  third  of  the  physi- 
cians entering  the  Armed  Services  will  not 
return  to  practice.  “For  our  own  protection, 
this  country  will  have  to  send  doctors  into 
foreign  areas,  some  of  which  are  the  sources 
of  many  world  epidemics.” 


Dr.  J.  Hewitt  Judd  was  appointed  by  the 
Board  of  Regents  of  the  University  of  Ne- 
braska chairman  of  the  department  of  oph- 
thalmology. Other  announcements  as  of 
March  1:  Dr.  Harold  Gifford,  Jr.,  advanced 
from  assistant  professor  to  associate  profes- 
sor; Dr.  Harley  Anderson,  from  instructor 
in  obstetrics  to  assistant  professor;  Dr.  Da- 
vid Findley,  from  instructor  in  gynecology 
and  obstetrics  to  assistant  professor;  Dr.  R. 
J.  Stearns,  from  instructor  to  associate  pro- 
fessor in  gynecology;  Dr.  Charles  P.  Baker, 
from  instructor  to  assistant  professor  in 
pathology  and  bacteriology ; Dr.  Herman 
Johnson,  from  assistant  professor  to  asso- 
ciate professor  in  orthopedic  surgery,  in 
charge  of  fractures. 


Dr.  Roy  W.  Fouts,  Chairman  7th  Service 
Command  Procurement  and  Assignment 
Service,  spoke  before  the  St.  Louis  Medical 
Society,  February  23,  outlining  the  responsi- 
bilities of  Procurement  and  Assignment  serv- 
ice for  1943. 


Dr.  John  Allen,  Omaha,  Governor  of  the 
College  for  the  state  of  Nebraska,  attended 
the  Mid  Winter  Meeting  of  the  Board  of  Re- 
gents of  the  American  College  of  Chest 
Physicians  at  Chicago  on  February  14,  1943. 
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EASTER  SEALS— 1943 


The  tenth  annual  sale  of  Easter  seals  for 
crippled  children,  sponsored  by  the  National 
Society  for  Crippled  Children  and  its  affili- 
ated organizations,  will  be  conducted  this 
year  from  March  26  to  April  25. 

Not  the  least  of  the  chores  of  Easter  seals, 
which  right  now  are  arriving  in  thousands 
of  American  homes  through  the  mails,  is  the 
job  of  calling  our  attention  to  one  of  the 
battles  that  we  must  continue  to  wage  on  the 
home  front — that  of  doing  our  utmost  to 
prevent  the  causes  of  cripping  by  accidents 
and  disease. 

This  is  a particularly  urgent  task  this 
year;  the  demands  of  the  armed  forces  upon 
the  nation’s  supply  of  physicians,  nurses,  and 
therapy  technicians  has  thrown  a tremen- 
dous burden  on  the  trained  professional  per- 
sonnel remaining  to  minister  to  civilian 
needs.  Everything  possible  must  be  done, 
therefore,  to  keep  the  incidence  of  crippling 
conditions  at  a minimum,  and  to  do  this,  the 
average  American  is  much  better  prepared 
than  he  has  ever  been  before. 

In  the  last  25  years,  the  ordinary  citizen 
has  come  to  learn  a great  deal  about  the 
dangers  of  diseases,  the  manner  in  which  he 
should  strive  to  prevent  them,  and  what 
steps  should  be  taken  for  treatment  and  cure. 

Much  of  the  credit  for  this  growing  pub- 
lic recognition  of  the  individual’s  responsibil- 
ity in  public  health  is  due  to  numerous  or- 
ganizations, which,  through  carefully 
planned  and  persistent  programs  of  public 
education,  have  brought  the  knowledge 
gained  in  the  laboratory  home  to  the  aver- 
age American  family. 

One  such  organization  is  the  National  So- 
ciety for  Crippled  Children,  which  this  year 


is  holding  its  annual  sale  of  Easter  seals 
from  March  26  to  April  25.  Purchasers  of 
these  seals  will  not  only  be  aiding  in  the 
prevention  of  childhood  deformities  through 
early  discovery,  but  will  also  be  helping  to 
promote  the  services  necessary  for  the  crip- 
pled children  already  with  us. 

Purchasers  will  likewise  be  helping  the 
campaign  by  using  the  seals  on  their  letter- 
heads or  on  the  backs  of  envelopes,  for  East- 
er seals  are  an  annual  reminder  of  work  to  be 
done,  and  by  using  them  we  will  show  our 
collective  determination  to  do  it. 

Nebraska  headquarters:  Nebraska  Society 
for  Crippled  Children,  302  Omaha  Loan  and 
Building  Association  Building,  Omaha. 


BEATING  SOMETHING  WITH 
SOMETHING 

Those  who  have  been  fearful  of  the  ad- 
vent of  socialized  medicine  will  do  well  to 
look  at  the  record  of  the  77  non-profit  Blue 
Cross  hospital  care  plans  now  in  operation 
in  36  states.  Latest  advices  place  the  pres- 
ent membership  at  over  11,000,000.  Reports 
also  state  these  plans  have  paid  the  sum  of 
approximately  $50,000,000  to  participating 
hospitals  for  care  of  Blue  Cross  members 
in  1942. 

The  Nebraska  “Blue  Cross’’  plan  is  the 
Associated  Hospital  Service.  It  has  been 
growing  steadily  for  four  years,  and  now 
protects  over  17,000  people  against  the 
chances  of  sudden  and  unexpected  hospital 
expenses.  Just  as  in  insurance,  the  members 
pay  a small  regular  fee  each  month;  then  if 
hospital  service  is  required,  the  association 
pays  the  hospital.  It  has  a surplus,  and 
everyone,  hospitals,  doctors,  and  the  mem- 
bers, find  it  extremely  worthwhile.  In  its 
four  years  of  operation,  almost  5,000  mem- 
bers have  been  hospitalized,  with  the  re- 
sultant lessening  of  worry,  reduction  of  tax 
burden  for  free  cases,  and  the  practical  elim- 
ination of  garnishees  and  attachments,  also 
border  line  compensation  cases. 

Broader  means  of  making  health  care 
available  to  more  people  is  a desirable  social 
end.  If  opportunity  is  offered  people  to  do  a 
job  co-operatively  for  themselves,  there  will 
be  less  cry  for  socialization. 

It  takes  something  to  beat  something. 

J.  H.  PFEIFFER,  Ex.  Sec., 
Associated  Hospital  Service 
of  Nebraska. 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 

President-elect — Mrs.  A.  L.  Miller 

Kimball,  Nebr. 

First  Vice-President — Mrs.  Herbert  Davis 

112  South  Elmwood  Road,  Omaha,  Nebr. 


Second  Vice-President — Mrs.  Charles  Arnold 

2480  Lake,  Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln.  Nebr. 

Treasurer — Mrs.  K.  F.  McDermott 

518  South  Clay,  Grand  Island,  Nebr. 


Historian — Mrs.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Chas.  P.  Baker  is  State  Chair- 
man for  the  Bulletin. 


Members  of  the  Woman’s  Auxiliary  of  the 
Adams  County  Medical  Association  met  at 
the  home  of  Dr.  and  Mrs.  L.  A.  Swanson, 
Wednesday  evening,  February  3rd,  for  a cov- 
ered dish  dinner.  Mrs.  G.  L.  Pinney  assisted 
Mrs.  Swanson. 

Mrs.  C.  E.  Abbott,  the  president,  presided 
at  a business  meeting  following  dinner.  A 
report  was  given  by  the  nominating  commit- 
tee and  the  following  officers  were  unani- 
mously elected.  Mrs.  C.  E.  Abbott  re-elected 
president;  Mrs.  E.  G.  Latta,  vice  president, 
and  Mrs.  L.  F.  Egen,  re-elected  secretary  and 
treasurer.  After  the  meeting,  the  remainder 
of  the  evening  was  spent  at  bridge. 


The  February  meeting  of  the  Woman’s 
Auxiliary  to  the  Omaha-Douglas  County 
Medical  Society  was  held  in  the  club  room 
of  the  Medical  Society  on  the  17th  floor  of 
the  Medical  Arts  building  on  the  evening  of 
February  9,  at  the  same  time  the  Medical 
Society  was  holding  its  meeting  in  the  Audi- 
torium. The  president,  Mrs.  Glenn  D.  Whit- 
comb, conducted  the  business  meeting  with 
about  thirty  members  present.  Following 
this  the  Courtesy  Committee,  headed  by  Mrs. 
W.  H.  Taylor,  served  a Dutch  Lunch  to  mem- 
bers of  the  Medical  Society.  About  one  hun- 
dred and  thirty  gathered  to  enjoy  the  food 
and  social  hour.  This  is  the  only  event  dur- 
ing the  year  when  both  Society  and  Aux- 
iliary members  hold  a joint  meeting. 


MINUTES  OF  THE  COUNCIL  MID- 
WINTER SESSION 

(Continued  from  March  issue.) 

REPORT  OF  BOARD  OF  TRUSTEES 

Mr.  President  and  Members  of  the  Council  of  the 
Nebraska  State  Medical  Association: 

The  Board  of  Trustees  of  the  Nebraska  State 
Medical  Association  respectfully  submits  the  follow- 
ing report  of  its  activities  relating  to  the  business 
of  the  association  for  the  year  1942. 

The  Board  organized,  elected  officers  and  held  its 
meetings  for  the  transaction  of  business  as  set  forth 
in  the  By-laws.  Dr.  George  Covey  was  re-elected 
Chairman,  Dr.  Earl  Johnson  was  elected  Vice-Chair- 
man, and  Dr.  Roy  Adams  is  Secretary-Treasurer  by 
virtue  of  his  office  in  the  association. 

Meetings  were  held  on  February  12,  June  6,  Sep- 
tember 10,  and  December  10.  No  special  meetings 
were  called. 

In  general  there  are  but  few  items  of  business 
for  the  year  which  need  be  called  to  your  attention. 
Reference  to  the  official  audit,  a copy  of  which  you 
have  or  will  receive  shows  that  the  association  was 
able  to  operate  within  the  budget  which  was  set  up 
for  the  year.  The  total  budget  amounted  to  $12,- 
875.00.  Of  this  $9,990.93  was  used,  leaving  an  un- 
expended balance  of  $2,884.07. 

The  total  cash  value  of  the  association  remains 
at  practically  $20,000.00.  This  was  represented,  on 
Dec.  31,  1942,  by  cash  in  the  bank  of  $540.87,  and 
investments  of  $19,448.07.  The  details  of  the  in- 
vestment account  and  any  changes  made  in  it  dur- 
ing the  year  are  set  forth  in  detail  in  the  auditor’s 
renort. 


An  item  which  should  be  noted  with  considerable 
satisfaction  is  that  relating  to  the  expense  of  and 
income  from  the  Annual  Session.  The  association 
was  able  to  spend  $1,400.00  for  the  session  and  yet 
make  a net  profit  of  $450.00.  This  expenditure 
greatly  exceeds  that  of  earlier  years  which  helps 
make  an  interesting  and  profitable  meeting  for  the 
members,  yet  costs  the  membership  nothing.  In 
normal  times  the  Annual  Session  can  be  even  more 
extravagantly  planned  and  carried  out  without  using 
the  membership  dues  for  this  purpose.  What  can 
be  done  during  the  present  war  emergency,  provid- 
ing the  Annual  Session  is  held,  will  undoubtedly  be 
much  less.  (The  regular  session  will  not  be  held 
this  year.  Ed.). 

The  Board  received,  in  September,  a letter  of 
resignation  from  Dr.  Russell  Best.  The  reason  was 
his  entrance  into  the  armed  forces  of  our  country. 
We  regretted  his  absence  but  carried  him  as  a mem- 
ber until  the  matter  could  be  referred  to  the  Coun- 
cil for  your  action  at  this  meeting. 

At  our  December  meeting  the  matter  of  Mr.  M. 
C.  Smith’s  salary  and  bonus  came  up  for  discussion. 
The  question  was  not  raised  by  Mr.  Smith,  but  by 
the  Board.  The  contract  under  which  Mr.  Smith  has 
been  working  expires  in  a short  time.  The  Board 
was  unanimous  in  its  feeling  that  his  service  to  the 
organization  had  been  of  the  best.  We  feel  that 
we  have  one  of  the  best  executive  secretaries  in  the 
country.  The  contract  called  for  a fixed  salary  of 
$3,000.00  plus  a bonus  derived  from  the  Journal. 
The  earnings  of  the  Journal  have  been  substantial- 
ly increased  so  that  it  has  operated  at  a profit  in- 
stead of  a loss,  as  had  been  the  state  for  about  ten 
years  before  Mr.  Smith  became  its  business  man- 


Volume  28 
Number  4 


MINUTES  OF  COUNCIL  SESSION 


123 


ager,  but  a definite  plateau  of  income  has  been 
reached  Tjeyond  which  we  can  not  expect  to  go.  This 
operates  to  fix  his  income  at  a level  of  about 
$4,000.00.  We  felt  that  this  was  inadequate  com- 
pensation in  consideration  of  his  value  to  the  mem- 
bership and  in  view  of  the  increased  costs  of  liv- 
ing in  the  present  times.  Consequently,  we  can- 
celled his  contract,  with  his  consent,  and  raised  his 
basic  salary  to  $4,000.00,  leaving  the  arrangement 
concerning  the  annual  bonus  from  Journal  as  it  has 
been.  No  written  contract  was  executed  in  the  mat- 
ter. We  trust  this  meets  with  your  approval. 

The  Board  recommends  that  the  House  of  Dele- 
gates amend  the  budget  for  1943  by  increasing  the 
item  entitled  “Salaries”  from  $4,800.00  to  $5,800.00. 

The  following  budget  for  the  year  1944  is  sub- 
mitted for  your  consideration  and  recommendation 
to  the  House  of  Delegates: 

BUDGET 


Salaries  $ 6,600.00 

Travel  1,000.00 

Office  Expense: 

Rent  625.00 

Mimeograph  200.00 

Printing  250.00 

Postage  350.00 

Telephone  and  Telegraph 250.00 

Miscellaneous  250.00 

Councilor  Expense  250.00 

A.  M.  A.  Delegate 150.00 

Annual  Session  1,000.00 

Committee  Expense  12*5.00 

Audit  Expense  75.00 

Student  Loan  Fund 100.00 

Dues,  Share  to  Journal 1,750.00 

Medico-Legal  800.00 

Emergency  Fund  1,000.00 

Attorney  Fees  1,000.00 

Office  Equipment 200.00 


$15,875.00 

Respectfully  submitted, 

Geo.  W.  Covey,  Chairman, 
Board  of  Trustees. 


HEALTH  PLANNING  COMMITTEE 

Dr.  E.  W.  Rowe,  Chairman;  Dr.  R.  S.  Wrycoff 
and  Mr.  M.  C.  Smith 

About  two  years  ago  there  was  organized 
in  Nebraska  a State  Health  Planning  Com- 
mittee, made  up  of  some  forty-eight  differ- 
ent organizations  which  sent  delegates  to  a 
state-wide  conference  on  Health  and  Medi- 
cal Care.  They  were  very  much  in  earnest 
and  naturally  turned  loose  a more  or  less 
chaotic  discussion  on  medical  economics.  The 
leaders  soon  realized  the  necessity  of  time 
for  further  study  and  debate  and  wise  con- 
servative leadership.  This  was  offered  to  the 
Nebraska  State  Medical  Association  and  to 
the  Extension  Department  of  the  College  of 
Agriculture  of  the  University  of  Nebraska. 
Since  the  Extension  workers  appear  to  have 
the  confidence  of  the  various  interests  rep- 
resented throughout  the  state  and  since  it 
would  be  easier  for  this  body  to  proceed 
without  bias  or  any  hint  of  self  interest  or 
self  defense,  it  was  decided  to  leave  the  mat- 
ters of  policy  and  the  routine  of  meetings 


and  discussions  and  the  preparation  of  re- 
ports to  them.  The  course  of  affairs  has 
proven  the  wisdom  of  the  selection  of  this 
conservative  group.  They  have  applied  ex- 
perience and  scientific  care  to  the  study.  It 
was  to  assist  and  to  advise  this  smaller  com- 
mittee from  the  very  large  one  that  gath- 
ered two  years  ago,  that  your  committee  was 
appointed  by  the  president.  The  results  of 
the  labors  of  this  group  have  been  adopted 
by  it.  In  some  recommendations  and  actions 
there  have  been  reasons  for  criticism  and 
certainly  the  medical  profession  would  not 
entirely  agree  with  all  that  was  done.  But 
it  has  seemed  wise  to  keep  a hand  in  these 
various  committees  and  boards  so  as  to  di- 
rect their  activities  in  the  proper  direction, 
to  assist  them  in  securing  information  of 
which  the  A.  M.  A.  and  its  councils  have 
abundant  material,  and  to  explain  to  them 
the  pitfalls,  the  lessons  of  the  past.  It  seems 
to  be  a safe  deduction  to  say  that  when 
most  of  these  people  in  these  groups  have 
become  informed  they  have  shown  no  ten- 
dencies toward  radicalism  in  social  reform. 
But  they  represent  a vast  body  of  citizens, 
especially  the  rural  people  who  desire  to  se- 
cure for  themselves  and  their  families  all  the 
benefits  possible  of  the  heritage  of  scientific 
progress  about  which  they  hear  so  often  and 
read  so  much.  Properly  led,  there  is  in  the 
state  a vast  amount  of  strength  which  can 
be  turned  to  the  good  for  which  your  organi- 
zation strives  to  attain  by  wise  counsel  and 
leadership. 

A year  ago  and  again  at  the  last  meeting 
of  the  House  of  Delegates  we  presented  our 
report  of  progress.  Some  of  it  was  published 
in  the  Journal,  some  of  it  by  the  College  of 
Agriculture  and  some  in  special  bulletins.  It 
is  my  purpose  now  to  review  as  briefly  as 
possible  a few  of  the  high  points. 

The  cooperative  type  of  experimentation 
has  occurred  in  the  Sand  Hills,  after  a sur- 
vey of  the  sparsely  settled  counties.  That 
unit  is  set  up  and  has  functioned,  as  you 
know.  It  is  now  awaiting  the  arrival  of  the 
second  physician  chosen  to  head  the  cooper- 
ative group.  How  the  experiment  will  suc- 
ceed, no  one  knows.  But  it  was  shown  that 
there  was  a lack  of  medical  service  in  these 
sparsely  settled  districts.  These  people  were 
not  indigent,  in  fact  they  were  located  in  the 
more  prosperous  part  of  the  state.  What 
they  lacked  was  economical  cooperation.  The 
farm  people  have  found  that  cooperatives 
have  proven  successful  in  other  lines  of  busi- 
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ness.  For  this  provision  of  medical  care, 
they  have  given  the  same  business  principles. 
To- wit : 

1.  Fee  service  for  those  not  in  the  co- 
operative. 

2.  Voluntary  assessment  for  the  middle 
income  class  who  join. 

3.  A combination  of  voluntary  tax  sup- 
ported funds  for  those  who  have  no  income. 

Certain  principles  which  guided  the  de- 
velopment of  the  medical  program  were  as 
follows : 

1.  General  medical  care  aiming  toward 
preventive  medicine  rather  than  only  emer- 
gency care. 

2.  In  the  main,  complete  medical  care; 
but  provision  for  specialists  and  hospitaliza- 
tion in  cases  of  necessity. 

3.  Methods  of  payment  for  those  who  de- 
sire should  be  on  the  basis  of  pooled  funds 
composed  of  periodic  payments  by  families 
or  individuals,  for  which  they  receive  medi- 
cal service  on  a yearly  basis  per  family  or 
individual. 

4.  The  free  choice  of  physician  is  left  to 
the  people,  since  they  are  not  compelled  to  go 
to  the  cooperative  doctor,  and  at  least  they 
choose  the  physician  who  is  employed. 

5.  The  responsibility  of  the  service  is  en- 
tirely on  the  physician  chosen  and  the  re- 
sponsibility for  the  business  arrangements  is 
entirely  on  the  lay  group  for  the  general  or- 
ganization. 

It  must  be  understood  that  the  success  of 
this  project  rests  entirely  on  the  local  or- 
ganization. The  Extension  Department  has 
helped  them  to  develop  it  along  cooperative 
lines,  and  the  medical  advisors  have  as  far 
as  possible  made  the  plans  conform  to  the 
ethics  and  economics  as  laid  down  by  our 
A.  M.  A.  We  are  committed  to  prepay- 
ment hospital  plans,  to  prepayment  plans  for 
medical  care,  and  if  these  are  successful  in 
urban  or  industrial  centers,  the  rural  dis- 
tricts have  the  right  at  least  to  experiment 
in  the  prepayment  plans  which  are  best 
adapted  to  a farm  and  cattle-raising  state. 

The  Farm  Security  Administration  is  not 
as  active  now  with  the  medical  service  plans. 
War  and  the  return  of  better  agricultural 
economy  have  aided  its  participants  to  re- 
turn more  to  their  old  time  character  of  rug- 
ged individualism.  The  Farm  Security  Ad- 
ministration has  generally  adopted  a policy 


of  close  cooperation  with  state  and  county 
medical  societies  and  is  pledged  not  to  intro- 
duce any  plan  against  the  opposition  of  such 
societies.  They  have  learned  that  to  suc- 
ceed with  the  rehabilitation  of  the  farmer 
they  must  have  a plan  of  medical  care  that 
will  function  in  the  rural  neighborhood  in 
which  their  client  is  living.  The  present 
tendency  is  to  have  the  provincial  adminis- 
tration in  the  hands  of  “farm  cooperatives,” 
but  the  medical  end  is  to  be  handled  by  the 
state  and  county  medical  societies.  A gen- 
eral investigation  the  country  over  found  the 
profession  in  general  satisfied  with  the 
F.  S.  A.  plans  as  now  employed,  in  the  ratio 
of  4 to  1.  The  dissatisfication  that  was  ex- 
pressed was  almost  entirely  confined  to  the 
earlier  and  more  experimental  stages.  Criti- 
cisms were  more  common  in  those  districts 
where  economic  conditions  did  not  indicate  a 
need  for  any  special  plan.  Generally,  the 
farmers  said  they  received  more  medical  care 
than  before.  The  profession  said  they  col- 
lected more  money  from  the  same  patients 
than  before.  Better  economic  conditions 
have  rendered  such  plans  less  necessary. 

A recent  development  holds  far  wider 
possibilities.  The  Farm  Security  Adminis- 
tration, an  agency  of  the  Agricultural  De- 
partment in  cooperation  with  the  Inter- 
bureau Coordinating  Commission  on  Post 
War  Program,  is  undertaking  an  experi- 
mental program  to  provide  medical  care  to 
farm  families  without  fixing  any  definite 
income  limits.  This  program  is  being  con- 
ducted through  state  and  county  agricultural 
planning  committees,  which  are  used  exten- 
sively throughout  the  United  States.  This 
plan  may  be  expanded  to  include  the  entire 
farm  population.  The  experimental  charac- 
ter of  this  program  is  expressly  stressed  as 
is  the  necessity  for  complete  cooperation 
with  professional  groups.  Six  of  these  ex- 
perimental programs  are  in  operation.  One 
of  them  is  in  Nebraska,  in  Hamilton  County. 
Others  may  speak  more  advisedly  of  its  suc- 
cess as  the  committee  was  only  concerned 
with  the  plan  as  it  was  instituted. 

There  are  other  prepayment  plans  for 
medical  care.  The  number  is  almost  legion. 
We  hear  much  of  the  California  plan,  which 
would  not  work  in  Nebraska  for  it  is  peculiar- 
ly adapted  to  California,  to  urban  and  indus- 
trial life.  Michigan  is  experimenting  on  a 
rather  large  scale  with  a plan  that  has  caused 
wide-spread  interest.  It  is  controlled  by  the 
State  Medical  Association.  But  again,  we 
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will  probably  not  be  called  upon  to  sponsor 
such  a plan. 

Nebraska  is  fortunate  to  date  to  have  so 
few  experimental  plans  under  way,  for  the 
prepayment  of  medical  care.  There  is  def- 
initely a shift  back  to  individualism  but  the 
war  impact  may  in  the  post  war  days  bring 
again  a wave  of  revolution,  and  our  planning- 
must  of  necessity  go  forward. 

E.  W.  Rowe,  Chairman. 


COMMITTEE  ON  MEDICAL  ECONOMICS 

In  spite  of  the  war  program  and  limitation  of 
transportation,  your  committee  has  been  fairly  ac- 
tive, attempting  to  keep  abreast  of  the  changing 
social  and  economic  trends  which  affect  medical 
care.  Also  it  has  continued  to  perfect  a bill  for  the 
revision  of  the  Medical  Practice  Act  in  Nebraska. 
Since  the  May  meeting  of  the  Nebraska  State  Medi- 
cal Association  further  counsel  has  been  taken  with 
advisors  as  to  desirable  changes.  Mr.  Smith  has 
been  indefatigable  in  his  efforts  to  advise  and  to 
carry  the  burden  of  details.  Mr.  Holloway,  Director 
of  the  Legal  Department  of  the  American  Medical 
Association,  visited  Lincoln,  as  you  know,  and  since 
has  given  valuable  suggestions.  We  have  had  the 
advice  of  the  director  of  our  own  Health  Depart- 
ment, the  Attorney  General’s  office,  the  deans  of 
our  two  medical  colleges  and  of  many  of  our  own 
members  who  are  well  informed.  In  addition,  Mr. 
Frank  D.  Williams  has  carefully  drawn  the  final 
draft  of  a bill  ready  for  introduction. 

The  legislature  is  now  in  session  and  we  are  in 
close  touch  with  the  entire  membership  and  know 
quite  well  who  are  interested  in  the  welfare  and  the 
health  of  the  people.  The  level  of  the  Senate  appears 
quite  satisfactory  and  most  of  the  members  are 
anxious  to  assist  in  a program  of  progress.  But 
the  governor  and  the  majority  of  the  senate  leaders 
are  anxious  to  have  brought  before  that  body  only 
the  most  urgent  measures  and  the  necessary  changes 
in  the  law  to  adjust  the  State  economics  to  the  War 
effort.  All  controversial  matters  are  taboo,  and 
one  of  them  is  any  medical  bill  which  might  arouse 
the  pressure  from  either  the  osteopathic  group  or 
that  of  other  cults. 

Our  bill  is  not  drawn  merely  to  controvert  the 
osteopathic  group;  in  fact  the  clarification  of  the 
law  as  to  what  is  included  in  the  practice  of  medi- 
cine is  only  incidental.  We  are  making  an  effort 
to  take  another  step  forward  in  a comprehensive 
improvement  of  the  Medical  Practice  Act.  It  is  now 
nearly  a quarter  of  a century  since  there  were  any 
fundamental  changes.  Times  demand  numerous  al- 
terations and  the  standards  of  yesterday  are  not 
matched  by  the  standards  of  today.  Your  commit- 
tee is  of  the  opinion  that  the  bill  should  be  intro- 
duced. We  are  awaiting  an  auspicious  moment. 

The  important  changes  in  the  law  were  brought 
to  your  attention  in  my  last  report  to  the  House 
of  Delegates.  The  only  important  addition  to  the 
bill  since  then  has  been  an  effort  to  meet  the  de- 
mand from  public  pressure  in  some  legitimate  way 
to  allow  osteopaths  to  take  the  examination  given 
to  doctors  of  medicine  if  they  have  the  proper  back- 


ground, i.  e.,  basic  science  training,  satisfactory 
academic  credits  and  approved  professional  school- 
ing. This  is  advised  by  Mr.  Holloway  of  the  A.  M. 
A.  and  is  also  being  introduced  in  other  states. 
Strict  safeguards,  however,  are  being  built  around 
the  safety  of  standards.  All  lines  have  been  erased 
between  homeopathy  and  electicism  and  we  hope  in 
this  case  it  will  mean  the  elevation  of  erratic  type 
of  medical  practice  by  absorption  and  elimination. 

I can  not  close  without  reminding  you  that  our 
county  medical  society  is  the  unit  of  the  American 
Medical  Association  and  that  you  as  councilors  ap- 
pear here  today  in  the  plan  for  representation  of 
organized  medicine  in  Nebraska,  which  is  but  a part 
of  the  national  organization,  the  American  Medical 
Association. 

Organized  medicine  through  the  American  Medi- 
cal Association  has  been  a leader  in  the  field  of 
medical  economics  and  until  recently  it  has  received 
but  little  outside  help.  For  one  hundred  years  it 
has  fought  for  the  recognition  of  the  public  need 
through  the  establishment  of  the  United  States 
Public  Health  Service.  For  eighty  years  it  has 
agitated,  in  Congress  and  out,  for  the  establishment 
of  a United  States  Department  of  Health  with  a 
head  in  the  President’s  Cabinet.  It  has  fought  for 
and  established  standards  for  the  purity  of  foods 
and  drugs  and  scientific  measures.  It  has  raised 
the  standards  of  medical  education  to  the  highest 
among  the  civilized  nations  of  the  world.  It  has 
raised  the  standards  of  hospital  care  to  the  first 
rank  by  stimulating  purely  voluntary  effort  on  the 
part  of  these  institutions.  It  has  advocated  sane 
methods  for  the  prepayment  of  hospital  care  and 
experiments  in  the  payment  of  medical  service.  It 
has  done  these  things  in  spite  of  the  criticism  con- 
stantly hurled  at  it,  such  as  “Obstructionists  and 
Conservatives.”  But  our  country,  now  having  at- 
tained a position  of  preeminence  in  the  world  for 
advanced  scientific  medicine  in  research  and  prac- 
tice, having  a wider  distribution  of  these  benefits 
than  in  any  other  land,  organized  medicine  natural- 
ly pledges  all  its  interest,  all  its  knowledge  and  all 
its  strength  in  maintaining  these  benefits  for  the 
welfare  of  the  people.  From  all  sources,  selfish  in- 
terests seek  to  exploit  the  field  of  hospital  and  medi- 
cal sendee.  On  the  national  level  it  is  the  political 
interests  who  seek  to  weld  together  the  vast  re- 
sources for  selfish  gains.  Elsewhere  it  is  the  rich- 
est field  now  open  for  exploitation  by  commercial 
interests.  Is  it  any  wonder  that  organized  medicine 
watches  with  great  concern  the  hands  of  greed  which 
would  retard  the  growth  of  medical  science  ? 

E.  W.  Rowe,  M.  D.,  Chairman. 


REPORT  OF  INSURANCE  COMMITTEE 

Board  of  Councilors  of  the  Nebraska  State  Medical 
Association: 

Gentlemen: 

The  Insurance  Committee  consists  of  Dr.  E.  E. 
Clark  of  Ashland,  Dr.  C.  H.  Sheets  of  Cozad,  and 
myself.  We  have  been  unable  to  have  any  meet- 
ings in  person  during  the  year  on  account  of  the 
shortage  of  physicians  in  various  communities  and 
the  matter  of  gas  and  rubber  shortage.  We  have, 
however,  had  several  meetings  by  mail  and  have 
gone  over  various  propositions  submitted  by  In- 
surance Companies.  The  following  report  is,  there- 
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fore,  a unanimous  report  of  the  Insurance  Commit- 
tee. 

Your  committee  on  insurance  made  a verbal  re- 
port at  the  January,  1942  meeting  of  the  Council 
which  was  accepted  by  the  Council  and  later  accept- 
ed by  the  House  of  Delegates  in  session  at  the 
Omaha  meeting.  The  proposal  made  by  your  in- 
surance committee  pertained  to  malpractice  insur- 
ance. Arrangements  had  been  made  with  the  Zurich 
General  Accident  and  Liability  Insurance  Company, 
Chicago,  whereby  this  company  would  issue  policies 
to  physician  members  of  the  Nebraska  State  Medi- 
cal Association  covering  acts  of  malpractice.  The 
rates  proposed  were  at  5%  less  than  the  manual 
rate,  or  $33.25  for  general  practice,  and  $38.00  for 
surgical  practice.  These  rates  cover  x-ray  for  diag- 
nostic purposes  and  does  not  cover  the  risk  involved 
in  the  use  of  radium.  We  have  later  received  a rate 
from  the  Zurich  Company  for  both  x-ray  and  ra- 
dium use  which  is  twice  the  regular  rate  for  the 
physician  involved.  Since  the  report  of  your  in- 
surance committee  was  accepted  by  both  the  Coun- 
cil and  the  House  of  Delegates,  the  policy  was  pre- 
sented to  the  general  membership,  and  since  the 
meeting  last  May,  we  can  report  that  there  are  now 
56  of  these  policies  in  force.  Two  of  these  policies 
cover  x-ray  and  radium. 

We  have  also  made  arrangements  to  handle  the 
risk  of  small,  privately  owned  hospitals.  This  risk 
is  covered  by  Lloyd’s  of  London  and  must  be  made 
on  separate  application.  A special  rate  is  made  for 
each  hospital  which  is  based  upon  the  number  of 
beds  and  the  risk  involved. 

We  believe  that  this  policy  which  is  now  available 
to  the  members  is  one  of  the  best  policies  obtain- 
able, and  we  can  recommend  it  very  highly. 

Since  our  last  meeting  we  have  learned  that  a 
number  of  insurance  companies  have  withdrawn 
from  the  state  and  are  no  longer  writing  malprac- 
tice insurance  in  Nebraska.  Other  companies  have 
raised  their  rates,  some  of  which  we  consider  to  be 
out  of  proportion  to  the  risk  involved.  One  company 
has  recently  announced  that  their  rate  for  general 
practice  has  been  raised  from  $25  to  $68  for  a regu- 
lar ten  and  thirty  thousand  coverage.  When  com- 
pared with  the  policy  offered  through  the  Zurich 
Company  at  a rate  of  $33.25  for  the  same  coverage, 
it  is  immediately  evident  that  the  membership  is 
receiving  the  benefit  of  this  present  policy  which 
we  are  able  to  offer  them. 

During  the  past  year  your  insurance  committee 
has  made  a study  of  a group  life  insurance  contract 
covering  the  lives  of  the  members  of  the  Nebraska 
State  Medical  Association.  We  do  not  know  that 
there  is  any  demand  for  this  type  of  insurance,  but 
it  is  available,  and  if  the  Council  and  House  of  Dele- 
gates wishes  to  approve  the  plan,  it  will  be  present- 
ed to  the  membership.  This  policy  is  with  the  Secur- 
ity Mutual  Life  Insurance  Company  of  Lincoln,  Ne- 
braska. This  companv  was  organized  in  1895,  and 
is  the  oldest  mutual  leeal  reserve  company  domi- 
ciled in  the  state  of  Nebraska.  The  company  has 
approximately  $7,500,000  in  assets  and  $42,000,000 
of  life  insurance  and  annuities  in  force.  It  has  an 
undistributed  surplus  in  excess  of  $400,000  as  an 
additional  guarantee  for  its  outstanding  policies. 

In  setting  up  this  policy  we  have  divided  the 
membership  of  the  state  association  into  three  age 


groups,  and  the  rates  and  coverage  are  based  on 
these  ages.  There  is  a limit  placed  by  the  company 
on  the  amount  which  each  age  group  may  buy  in- 
surance as  follows: 

Ages  to  45 Not  to  exceed  $5,000 

45  to  55 Not  to  exceed  $3,000 

55  to  65 . — Not  to  exceed  $1,000 

The  premiums  charged  for  these  age  groups  are 
as  follows: 

Ages  to  45 $8  per  $1,000 

Ages  45  to  55 $14.00  per  $1,000 

Ages  55  to  65 $30.00  per  $1,000 

Ages  65  to  75 $30.00  per  $ 500 

Any  member  of  the  association  may  buy  this  in- 
surance at  the  premium  shown  at  his  given  age  and 
may  carry  it  through  those  various  age  groups  at 
the  premium  shown  until  the  age  65,  or  until  the 
contract  becomes  a claim  because  of  death.  The 
policy  may  be  continued  from  ages  65  to  75  at  one- 
half  the  face  at  the  same  premium  charged  up  to 
age  65.  In  other  words,  the  policy  may  be  carried 
from  ages  55  to  65  on  a basis  of  $30  per  thousand; 
from  ages  65  to  75  the  rate  remains  $30  but  the  face 
of  the  policy  is  reduced  to  $500. 

Enclosed  with  this  report  is  a schedule  of  rates 
at  all  ages.  This  schedule  shows  that  this  policy 
may  be  purchased  at  a rate  much  lower  than  can  be 
purchased  in  an  open  market,  and  we  believe  should 
prove  attractive  to  the  doctors  of  Nebraska.  While 
the  policy  is  written  on  a non-medical  basis,  the 
company  reserves  the  right  to  ask  for  physical  ex- 
amination of  any  individual,  and  thev  also  reserve 
the  right  to  reject  any  risk  without  divulging  their 
reason.  To  establish  this  group  contract  it  will  be 
necessary  to  have  at  least  25  members  apply  and 
be  accepted.  This  minimum  number  must  be  main- 
tained at  all  times.  In  addition  to  the  low  rate 
which  the  doctor  secures,  the  Nebraska  State  Medi- 
cal Association  is  eligible  to  receive  the  dividends 
which  the  company  ordinarily  passes  to  its  policy 
holders.  During  the  years  1934  to  1941  the  com- 
pany returned  31%  of  the  premium  on  all  group 
premiums  collected.  In  1941  this  dividend  return 
amounted  to  30.2%.  We  are  informed  by  the  com- 
pany that  with  the  same  experience  applied  to  the 
premiums  within  the  medical  profession  of  Nebras- 
ka, we  might  expect  a refund  of  approximately  $2.50 
per  thousand  on  all  insured  members  below  age  45, 
approximately  $4.25  per  thousand  on  all  members 
between  ages  45  and  55,  and  approximately  $9.00  per 
thousand  on  all  members  above  age  55.  These 
dividends  may  be  retained  by  the  association  to  set 
up  an  educational  fund,  or  a retirement  fund  for 
physicians,  or  may  be  used  in  any  way  which  the 
association  sees  fit  to  use  them.  It  is  possible  to 
divert  these  funds  to  the  general  fund  of  the  asso- 
ciation for  the  purpose  of  maintaining  the  asso- 
ciation. 

Your  insurance  committee  recommends  this  plan 
to  the  members  of  the  Nebraska  State  Medical  As- 
sociation. We  have  given  it  considerable  study  and 
thought,  and  it  is  our  opinion  that  the  members  will 
be  able  to  buy  insurance  at  a much  lower  rate  and 
at  the  same  time  dividends  may  be  used  to  estab- 
lish any  fund,  or  be  used  for  maintainence  of  the 
association  as  a whole. 

Dr.  Earle  Johnson,  Chairman. 
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THE  NORTH  CENTRAL  MEDICAL 
CONFERENCE 

Lowry  Hotel,  St.  Paul,  Minnesota 

Sunday,  November  8,  1942 

Dr.  W.  L.  Burnap  of  Fergus  Falls,  Minnesota, 
Councilor  of  the  Eighth  District  and  Chairman  of 
the  Council  of  the  Minnesota  State  Medical  Asso- 
ciation, invited  representatives  of  the  State  Medical 
Associations  of  Iowa,  Minnesota,  Nebraska,  North 
Dakota  and  South  Dakota  to  meet  at  the  Lowry 
Hotel,  St.  Paul,  Minnesota,  November  8,  1942.  This 
meeting  was  called  at  the  instigation  of  the  Council 
of  the  Minnesota  State  Medical  Association  for  the 
purpose  of  discussing  some  of  the  many  immediate 
and  possible  future  regional  and  national  problems 
besetting  the  medical  profession  of  the  United 
States  and  the  subjects  to  be  discussed  at  the  com- 
ing meeting  of  the  National  Conference  on  Medical 
Service,  to  be  held  at  the  Palmer  House,  Chicago, 
Illinois,  Sunday,  February  14,  1943. 

There  were  three  representatives  from  Iowa, 
North  Dakota  and  South  Dakota,  respectively,  five 
from  Wisconsin,  twenty  from  Minnesota  and  one 
from  Nebraska — total  thirty-five.  The  Presidents 
and  Secretaries  of  all  the  associations  excepting  Ne- 
braska were  present,  as  were  the  legal  advisers 
from  the  states  of  Minnesota  and  Wisconsin. 

Dr.  H.  Z.  Giffin  of  Rochester,  Minnesota,  Presi- 
dent of  the  Minnesota  State  Medical  Association, 
welcomed  the  guests  and  stated  that  there  has  been 
the  desire  on  the  part  of  many  to  revive  the  old 
Northwest  Regional  Conference,  which  had  been 
converted  in  recent  years  to  the  National  Confer- 
ence on  Medical  Service.  Dr.  Giffin  then  turned 
the  meeting  over  to  Dr.  Burnap,  who  was  elected 
Acting  Chairman. 

Dr.  W.  F.  Braasch  of  Rochester,  Minnesota,  mem- 
ber of  the  Board  of  Trustees  of  the  American  Medi- 
cal Association,  assured  those  present  that  the  Board 
of  Trustees  would  be  deeply  interested  in  the  dis- 
cussions and  enacted  resolutions.  He  asked  for 
frank  criticism  of  methods  pursued  by  the  Ameri- 
can Medical  Association  and  assured  those  present 
that  any  resolutions  made  would  have  the  consid- 
eration of  the  Board  of  Trustees  and  if  workable 
would  be  adopted. 

The  agenda  called  for  discussion  on  the  following 
topics: 

1.  Rationing. 

a.  Cars. 

b.  Tires. 

c.  Gasoline. 

d.  Speed. 

e.  Fuel  Oil. 

2.  Meeting  Medical  Needs  During  the  Emer- 
gency. 

a.  Adequacy  of  physicians  for  civilian  needs. 

b.  Should  medical  standards  be  lowered? 

3.  State  Legislative  Programs. 

a.  Law  Enforcement. 

b.  Prepaid  Medical  Plans. 

c.  Fraternal  Medical  Care  Plans. 

d.  Licensure  for  the  Healing  Arts. 

4.  National  Legislation. 

H.  R.  7616 — Reorganization  of  U.  S.  Public  Health 
Service. 


H.  R.  7534 — Disability  and  Hospitalization  Bene- 
fits under  the  Social  Security  Act. 

5.  Medical  Care  for  Recipients  of  Social  Security 
Aids. 

a.  Old  Age  Assistance. 

b.  Aid  to  Dependent  Children. 

c.  Aid  to  the  Blind. 

d.  Farm  Security  Administration. 

e.  Indigents. 

You  will  not  that  no  mention  was  made  in  the 
agenda,  of  the  discussion  which  seemed  to  permeate 
the  entire  day’s  program,  namely  — the  need  for 
closer  contact  between  the  American  Medical  Asso- 
ciation, its  component  state  societies  and  a Wash- 
ington, D.  C.,  office  which  would  be  in  immediate 
contact  with  what  was  taking  place  or  about  to 
take  place  in  legislation  and  social  trends  which 
would  affect  the  medical  profession  and  the  prac- 
tice of  medicine.  In  the  opinion  of  most  of  those 
present,  such  an  office  would  be  the  liaison  between 
Congress,  lobbyists,  et  cetera  and  the  American 
Medical  Association  and  its  component  state  so- 
cieties. 

Dr.  Burnap  called  on  representatives  from  the 
various  states  to  tell  of  their  respective  experiences 
and  results  on  all  topics  discussed.  The  problems 
of  the  north  central  states  medical  associations 
seemed  to  be  mutual,  but  it  was  interesting  to  note 
the  wide  difference  in  the  methods  pursued  in  an 
attempt  to  obtain  the  same  objective. 

The  first  topic,  discussed  had  to  do  with  the  ra- 
tioning of  cars,  tires,  gasoline  and  fuel  oil  as  it 
affected  physicians,  and  the  speed  at  which  they 
could  drive  when  “on  call.”  This  discussion  was 
considerably  enhanced  by  the  rationing  bulletin  out- 
lining the  laws,  rules  and  regulations  governing 
such  matters  in  the  State  of  Minnesota,  a copy  of 
which  was  given  to  each  representative.  Discussion 
revealed  that  these  rules  and  regulations  were 
practically  the  same  in  the  various  states,  but  seem- 
ingly interpretation  of  the  law  varied.  An  interest- 
ing discussion  evolved  around  the  question  of  speed 
at  which  a physician  might  travel  when  on  an 
emergency  call.  Representatives  of  the  Minnesota 
State  Medical  Association  had  met  with  officers  of 
the  State  Highway  Patrol  for  the  purpose  of  dis- 
cussing this  subject,  and  it  was  decided  that  a set 
of  two  black  and  orange  plates  would  be  issued 
to  physicians  by  the  Minnesota  State  Medical  Asso- 
ciation on  request.  These  plates  would  be  attached 
over  or  near  to  the  license  plates  and  would  bear  the 
following  inscription,  “M.  D.  Licensed  physician  and 
surgeon.  Issued  by  the  Minnesota  State  Medical 
Association.”  Chief  Eldon  Rowe  of  the  Minnesota 
State  Highway  Patrol  approved  the  use  of  these 
plates,  requested  that  all  physicians  in  the  state 
whether  or  not  members  of  the  State  Medical  As- 
sociation, be  included  in  the  plan  and  assured  repre- 
sentatives of  the  Minesota  State  Medical  Associa- 
tion that  the  privilege  which  these  plates  bestowed 
would  be  respected  by  officers  of  the  State  Highway 
Patrol  as  long  as  it  was  not  abused.  Infraction  of 
the  ruling  would  mean  confiscation  of  the  plates 
and  prosecution.  This  plan  was  adopted  by  those 
present  as  one  worth  while.  The  representatives 
were  urged  to  try  and  obtain  similar  concessions 
from  their  respective  state  highway  patrols. 

“Civilian  needs  for  adequate  medical  care”  was 
the  next  topic  discussed.  Representatives  of  the 


128 


MINUTES  OF  COUNCIL  SESSION 


Nebr.  S.  M.  Jour. 
April,  1943 


different  states  were  unanimously  of  the  opinion 
that  their  state  had  done  all  possible  in  trying  to 
supply  physicians  to  fill  state  quotas  for  military 
service  and  felt  that  on  the  whole  civilian  needs 
were  being  well  served.  Seemingly  in  each  state 
there  were  a few  isolated  counties  which  were 
not  being  adequately  covered.  Included  in  this 
discussion  was  one  of  considerable  interest  and 
which  developed  much  heat.  It  had  to  do  with  the 
question  “Should  medical  standards  be  lowered?” 
Seemingly  there  has  been  a movement  which 
would  permit  physicians  from  eastern  or  western 
seaboard  states  to  enter  midwestern  states  on  tem- 
porary state  or  federal  licensure.  Representatives 
present  were  urged  to  return  to  their  respective 
state  societies  and  urge  immediate  action  against 
issuance  of  temporary  license.  They  were  also  urged 
to  inform  the  American  Medical  Association  and 
all  interested  parties  in  Washington,  D.  C.,  that 
temporary  state  licensure  for  foreign  physicians 
would  be  fought  from  the  standpoint  of  states 
rights.  Since  this  meeting  I have  had  the  follow- 
ing communication,  under  date  of  January  7th,  from 
Dr.  R.  D.  Bernard,  Chairman  of  the  Committee  on 
Public  Policy  and  Legislation  of  the  State  of  Iowa: 

“The  outcome  of  my  trip  today  is  as  follows: 
With  the  consent  of  all  interested  groups,  includ- 
ing Dr.  Walter  L.  Bierring,  we  have  decided  to  have 
nothing  to  do  with  legislation  granting  temporary 
licenses  to  physicians.  My  experience  today  has 
verified  the  opinion  expressed  to  you  that  the  vari- 
ous groups  were  solidly  against  this  type  of  legis- 
lation. Should  anything  develop  in  the  legislature, 
we  shall  definitely  oppose  it. 

“Dr.  Bierring  tells  me  that  the  subject  of  licen- 
sure will  be  given  a thorough  overhauling  at  the 
February  meeting  in  Chicago.  It  is  barely  possible 
that  enough  pressure  may  be  brought  to  bear  to 
alter  the  decision  we  have  made  today.  However, 
I think  this  is  extremely  doubtful.” 

Law  enforcement  having  to  do  with  quacks,  osteo- 
paths, chiropractors,  vitamin  advertising,  et  cetera, 
was  fully  discussed,  as  were  prepaid  medical  plans, 
fraternal  medical  care  plans  and  licensure  for  the 
healing  arts — all  under  the  head  of  State  Legisla- 
tive Programs.  Evidently  all  states  were  having 
their  problems  with  the  osteopaths  and  chiroprac- 
tors. Legislative  bills  were  being  prepared  by  the 
respective  state  societies,  which  if  passed  would 
place  licensure  to  practice  medicine  at  a high  level. 
The  examination  for  licensure  proposed  in  the  bills 
would  practically  eliminate  all  but  those  who  had 
had  sufficient  hours  in  basic  sciences.  A few  of  the 
north  central  state  medical  societies  had  been  negli- 
gent in  not  having  attacked  this  problem  in  the 
past.  Dr.  Braasch  stated  that  the  legislative  com- 
mittee should  be  the  strongest  of  all  committees  of 
state  medical  associations,  but  that  in  too  many 
states  it  was  the  weakest.  The  need  for  lay  pub- 
licity regarding  this  subject  was  stressed. 

Old  age  assistance,  aid  to  dependent  children,  aid 
to  the  blind,  farm  security  administration  and  the 
care  of  indigents  were  thoroughly  discussed.  Rep- 
resentatives from  the  Dakotas  were  not  at  all  hesi- 
tant in  condemning  the  F.  S.  A.  plan.  It  was  looked 
upon  by  all  as  an  entering  wedge  for  social  medicine. 
It  was  stated  that  it  might  be  wise  to  go  slow  and 
confine  such  a plan  to  only  selected  counties. 

It  was  urged  that  a definite  but  secret  plan  for 


prepaid  medical  care  be  adopted  by  all  state  medical 
associations  so  that  if  the  proponents  of  socialized 
medicine  were  to  force  the  issue  the  medical  pro- 
fession would  be  ready  to  offer  a remedy,  the  course 
of  which  they  might  be  able  to  direct. 

Considerable  time  was  devoted  to  a discussion 
regarding  the  maintenance  of  an  office  in  Wash- 
ington, D.  C.,  by  the  American  Medical  Association. 
Dr.  Braasch  stated  that  the  Constitution  of  the 
American  Medical  Association  restricted  the  ac- 
tivities of  the  Association  to  subjects  relating  to 
the  science  of  medicine  and  medical  education. 
The  suggestion  was  made  that  it  might  be  wise,  in 
view  of  the  present  conditions  and  trends,  to  re- 
vamp the  Constitution  of  the  American  Medical  As- 
sociation. 

Unanimous  approval  was  given  to  the  appoint- 
ment of  a committee  consisting  of  a representative 
from  each  state  to  investigate  and  report  to  the 
National  Conference  on  Medical  Service  during  the 
1943  meeting.  The  committee  appointed  by  Dr. 
Burnap  is  as  follows:  J.  D.  McCarthy,  Nebraska, 
Chairman;  A.  W.  Adson,  Minnesota;  R.  D.  Bernard, 
Iowa;  C.  A.  Dawson,  Wisconsin;  L.  W.  Larson, 
North  Dakota  and  C.  E.  Sherwood,  South  Dakota. 

A committee  consisting  of  Drs.  A.  W.  Adson, 
Gunnar  Gundersen,  J.  D.  McCarthy,  N.  J.  Nessa 
and  R.  L.  Parker  was  appointed  to  look  into  the 
advisability  of  continuing  annual  meetings  of  this 
group,  suggest  a name  for  the  organization  and  set 
a time  and  place  for  future  meetings.  This  com- 
mittee retired  and  immediately  following  luncheon 
made  the  following  recommendations: 

1.  That  the  organization  continue  with  an  an- 
nual meeting. 

2.  That  the  name  of  the  organization  be  The 
North  Central  Medical  Conference. 

3.  That  the  1943  meeting  be  held  in  St.  Paul  (on 
invitation  of  the  Minnesota  State  Medical  Asso- 
ciation). 

After  some  discussion  it  was  moved  and  seconded 
that  the  organization  continue  its  meetings,  that  it 
be  known  as  The  North  Central  Medical  Conference, 
and  that  it  meet  once  a year.  It  was  suggested  that 
the  Conference  act  as  a clearing  house  for  problems 
confronting  physicians  of  the  north  central  states 
and  that  any  reports  from  committees  or  resolutions 
adopted  be  presented  for  action  at  the  annual  meet- 
ing of  the  National  Conference  on  Medical  Service. 

Dr.  R.  G.  Arveson  of  Wisconsin  was  elected 
President,  and  Mr.  R.  R.  Rosell,  Executive  Secretary 
of  the  Minnesota  State  Medical  Association,  was 
elected  Secretary. 

The  following  was  moved,  seconded  and  unani- 
mously approved:  That  the  medical  associations  of 
the  six  states  represented,  namely  Iowa,  Minnesota, 
Nebraska,  North  Dakota,  South  Dakota  and  Wis- 
consin, be  invited  to  membership  in  the  North  Cen- 
tral Medical  Conference.  Admission  of  other  state 
societies  to  Conference  membership  would  have  to 
be  by  unanimous  consent.  It  was  decided  that  the 
Presidents  and  Secretaries  of  the  previously  men- 
tioned State  Associations,  members  of  the  Council 
and  such  other  members  as  the  President  might 
appoint  be  invited  to  the  annual  meeting,  and  that 
each  state,  regardless  of  the  number  of  representa- 
tives present,  vote  as  a unit.  A committee  was  ap- 
pointed to  draw  up  a set  of  rules  to  govern  the 
organization. 
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The  Minnesota  State  Medical  Association  defrayed 
the  costs  incident  to  this  meeting  and  volunteered 
to  do  the  same  in  1943.  This  expense  included  re- 
porting, mimeographing  of  proceedings,  a pre- 
dinner libation  and  a splendid  dinner. 

Adjourned  5:30  p.  m. 

It  is  impossible,  unless  I were  to  take  the  rest 
of  the  day,  to  report  in  detail  the  matters  dis- 
cussed at  the  meeting.  I am  sure  that  the  thirty- 
five  present  were  enthusiastic  about  the  progress 
made  and  work  accomplished  and  were  of  the 
opinion  that  future  meetings  would  provide  an  op- 
portunity for  frank  debate  on  controversial  sub- 
jects pertaining  to  the  practice  of  medicine. 

I would  recommend,  therefore,  to  this  Council 
the  acceptance  of  membership  in  The  North  Central 
Medical  Conference  and  suggest  that  such  a resolu- 
tion be  presented  to  the  House  of  Delegates  at 
their  next  meeting  for  ratification. 

j.  d.  McCarthy,  m.  d. 


REPORT  OF  THE  CANCER  COMMITTEE 
FOR  1942 

January  16th,  1943 

The  activities  of  the  Cancer  Committee  for  the 
past  year  have  been  greatly  restricted  due  to  the 
absence  of  so  many  men  who  are  in  the  Service  and 
the  lack  of  time  by  those  remaining  at  home  to  take 
part  with  any  lay  educational  program. 

On  August  the  6th,  1942,  Dr.  Dexter  D.  King,  our 
President,  wrote  me  concerning  the  preparations  of 
3 programs  which  the  Speakers’  Bureau  may  use 
during  the  winter.  In  reply  I suggested  that  I ap- 
point Dr.  E.  W.  Rowe  of  Lincoln  and  Dr.  Howard 
Hunt  of  the  Nebraska  University  Medical  School 
Staff  to  secure  the  cooperation  of  a pathologist  and 
a surgeon,  I would  do  likewise  from  the  Creighton 
University  Medical  School  and  the  members  of  these 
three  teams  would  be  available  to  make  a talk  on 
cancer  during  the  year  in  case  any  requests  were 
made  from  the  Speaker’s  Bureau.  Dr.  J.  M.  Willis 
of  McCook  and  Dr.  N.  H.  Rasmussen  of  Scottsbluff, 
the  other  members  of  the  Cancer  Committee  also  re- 
ported that  they  were  willing  to  serve  if  called  upon. 
However,  no  calls  have  come  in  and  this  is  in  line 
with  our  expectations  inasmuch  as  medical  meetings 
particularly  with  regard  to  the  lay  education  have 
been  supplanted  to  a great  extent  by  various  Red 
Cross  training  classes. 

In  addition  the  National  Society  for  the  Control  of 
Cancer  through  its  State  Chairman,  Dr.  Palmer 
Findley,  reported  that  Mrs.  George  Crocker  who  was 
State  Chairman  of  the  Women’s  Field  Army  for  the 
National  Society  for  the  Control  of  Cancer  resigned 
and  her  place  has  been  taken  by  a Mrs.  William 
McHugh.  This  probably  accounts  for  the  absence 
of  calls  from  the  Women’s  Field  Army  during  the 
past  summer  and  fall  as  Mrs.  Crocker  in  the  past 
has  been  quite  active  in  promoting  programs  for 
women  with  a physician  speaker  secured  from  the 
Speakers’  Bureau. 

With  conditions  as  they  are  it  is  quite  likely  that 
the  Cancer  Committee  will  continue  to  function  on  a 
restricted  program  for  the  remainder  of  the  year 
and  until  medical  practice  has  returned  to  normal 
after  the  present  emergency. 

During  the  past  year  the  College  of  Radiology 
has  undertaken  a nation-wide  program  to  make  can- 


cer a reportable  disease  in  every  state  in  the  union 
and  the  Chairman  has  submitted  material  relative 
to  this  movement  to  Dr.  Roy  Fouts  and  is  also  mak- 
ing an  exact  copy  of  this  request  from  the  College 
of  Radiology  an  appended  part  of  this  report.  It 
seems  that  this  would  be  an  excellent  procedure  and 
it  is  hoped  that  cancer  will  soon  be  made  a report- 
able  disease. 

The  Committee  as  in  the  past  has  had  the  fullest 
cooperation  with  the  various  agencies  associated 
with  the  State  Medical  Association  in  this  work  and 
wishes  to  thank  all  the  members. 

Respectfully  submitted, 

James  F.  Kelly,  Chairman, 

N.  H.  Rasmussen, 

J.  M.  Willis, 

Nebraska  State 
Cancer  Committee. 


REPORT  OF  THE  MCH  COMMITTEE 

To  the  Council  of  the  Nebraska  State  Medical 
Association: 

During  the  early  part  of  1942  it  became  increas- 
ingly evident  that  financial  aid  to  dependents  of  men 
in  the  armed  forces  would  become  necessary  if  the 
obstetrical  and  pediatric  needs  of  these  people  were 
to  be  met. 

A plan  was  developed  by  the  Division  of  Maternal 
and  Child  Health  in  cooperation  with  your  MCH 
committee  that  seems  to  be  workable.  This  plan 
was  published  in  the  Nebraska  State  Medical  Jour- 
nal after  it  was  approved  by  President  King  and 
the  committee.  A copy  of  the  plan  is  attached  to 
this  communication. 

To  date,  258  applications  have  been  referred  to 
the  MCH  division  and  194  of  these  have  been  ac- 
cepted. The  MCH  division  has  now  spent  all  avail- 
able funds  ($18,000)  and  it  is  estimated  that  an- 
other $50,000  will  be  needed  to  carry  this  program 
on  to  June  30th.  It  seems  unlikely  that  these  funds 
will  become  available.  An  additional  $10,000  has 
been  offered  by  the  government  but  as  yet  this 
offer  has  not  been  acted  upon. 

While  it  has  been  realized  by  your  committee  that 
this  plan  calls  for  direct  aid  and  is  strongly  sug- 
gestive of  social  medicine  every  attempt  has  been 
made  to  safeguard  the  rights  of  the  patient  in  her 
free  choice  of  physician  and  hospital.  The  financial 
brackets  of  those  eligible  for  the  service  is  con- 
siderably lower  than  those  recommended  by  the 
Childrens  Bureau.  Still  it  can  be  seen  that  there 
is  a definite  need  for  such  a plan  both  on  the  part 
of  the  prospective  mothers  and/or  infants  and  the 
medical  profession  itself.  Hospitals  can  not  be  ex- 
pected to  carry  the  increasing  load  that  is  falling 
on  their  obstetrical  and  pediatric  departments.  Nor 
can  the  individual  doctor  care  for  these  patients 
without  some  remuneration.  It  is  interesting  to 
note  that  of  the  194  patients  accepted  as  eligible  for 
the  care  44  were  hospitalized  in  Lincoln,  due  to  the 
proximity  of  the  Airbase.  15  were  hospitalized  in 
Omaha  and  135  were  cared  for  in  outstate  hospitals. 
In  case  further  funds  do  not  become  available,  some 
agency  will  have  to  care  for  these  people  for  most 
of  them  are  without  funds.  If  funds  short  of  the 
required  amount  are  available  the  medical  men  will 
have  to  scrutinize  each  application  most  carefully 
if  the  real  needs  of  the  people  are  to  be  met. 
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The  maternal  death  rate  for  the  state  bids  fair 
to  be  lower  than  in  1941  as  does  the  infant  mortality 
rate.  This  consistently  downward  trend  is  encour- 
aging and  it  is  hoped  that  in  spite  of  the  increased 
work  facing  all  of  us  that  the  trend  will  be  con- 
tinued. The  MCH  staff  at  the  university  is  avail- 
able for  councilor  meetings  and  it  is  suggested  that 
this  service  be  utilized  frequently. 

The  other  phases  of  the  MCH  program,  well  baby 
conferences,  statewide  immunization  plans  and  MCH 
participation  in  county  health  units  are  progressing 
well.  No  changes  are  contemplated  in  these  ac- 
tivities. 

Respectfully  submitted, 

Harold  S.  Morgan,  M.  D. 


REPORT  OF  THE  EDITOR 

To  the  Council  of  the  Nebraska  State  Medical 
Association: 

There  have  been  no  significant  changes  in  the 
editorial  policy  or  make-up  of  the  Journal  in  the 
past  year.  The  original  articles  were,  as  previously, 
of  excellent  quality  as  reflected  in  the  increased  de- 
mands for  reprints  received  in  the  editorial  office. 

Because  of  a predicted  shortage  in  papers  the 
general  rule  was  followed  of  having  a 32  page 
Journal  unless  emergency  material  were  to  change 
this  policy  for  the  individual  month.  The  shortage 
of  material  is  continuing,  and  although  it  is  doubt- 
ful that  it  will  be  wrorse,  at  the  present  time  the 
copy  on  hand  may  be  the  cause  for  some  concern. 
However,  with  the  cooperation  of  the  two  medical 
colleges  and  the  general  interest  shown  by  physi- 
cians outside  of  Omaha,  there  is  no  immediate  dan- 
ger of  a breakdown.  At  the  last  meeting  of  the 
editors  in  Chicago  this  problem  was  discussed  both 
privately  and  officially  at  the  meeting.  The  short- 
age of  papers  is  national  rather  than  local.  Editors, 
however,  do  not  seem  alarmed  to  any  great  degree 
and  we  are  all  confident  that  we  will  be  able  to 
procure  sufficient  copy  on  an  interchange  basis  be- 
tween journals. 

There  have  been  no  meetings  of  the  Publication 
Committee  in  the  past  year  and  nothing  of  any  na- 
ture has  presented  itself  to  call  for  a special  ses- 
sion. The  Journal  has  been  running  smoothly 
throughout  the  year. 

Respectfully  submitted, 

Herman  M.  Jahr,  M.  D.,  Editor. 


DEATHS 

Dr.  Ronald  Ray  Reed,  McCook.  Bom  in  Blair, 
1886.  Graduated  from  the  Omaha  Medical  College 
in  1909.  Located  in  McCook  where  he  remained 
until  the  outbreak  of  the  first  World  War  when  he 
enlisted  in  the  Army  Medical  Corp.  He  served  over- 
seas with  Field  Hospital  Unit  No.  40.  In  1919  he 
returned  to  McCook.  Dr.  Reed  was  active  in  civic 
and  professional  activities.  He  served  in  various 
official  capacities  of  the  Southwest  Nebraska  Medi- 
cal Association,  and  was  on  numerous  occasions  a 
delegate  to  the  State  Medical  Association. 

Dr.  Reed  died  of  a coronary  attack  in  his  office 


while  examining  a patient,  February  13,  1943.  Sur- 
viving are  his  wife  and  two  children. 


Dr.  Edward  Dodd,  Cairo.  Born  in  Iowa,  1872. 
Graduated  from  Keokuk  Medical  College  in  1903. 
Practiced  for  three  years  at  Keokuk,  then  moved  to 
Broken  Bow.  Located  in  Cairo  in  1918  and  remained 
in  practice  there  until  incapacitated  by  illness  some 
months  ago.  Death  came  March  6,  1943.  Surviv- 
ing are  his  wife,  a daughter,  and  two  sons. 


Dr.  Frederick  Anton  Keller,  Falls  City  (not  in 
practice).  Born  in  Philadelphia,  1878.  Came  to 
Falls  City  early  in  childhood.  Graduated  from  Eins- 
worth  Medical  College.  Practiced  for  some  time  in 
Wyoming.  Shortly  after  his  return  to  Falls  City  he 
accepted  a position  with  a pharmaceutical  company 
and  remained  in  that  post  for  40  years. 

Died  of  diabetes  mellitus  March  3,  1943.  Sur- 
viving are  the  widow  and  a son. 


BIRTHS 

To  Dr.  and  Mrs.  D.  P.  McCleery,  a daughter, 
February  26,  1943. 

To  Dr.  and  Mrs.  M.  C.  Anderson,  Omaha,  a daugh- 
ter, February,  1943. 

To  Lt.  and  Mrs.  Joseph  F.  Gross,  a son,  February 
11,  1943,  Station  Hospital  Camp  Stoneman,  Pitts- 
burg, Calif. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  E.  C.  Henry  of  Omaha  is  reported  critically 
ill. 

Dr.  S.  O.  Harris  of  Chappell  has  moved  to  Bakers- 
field, Calif. 

Dr.  J.  A.  Henske,  Omaha,  has  returned  from  a 
six  weeks  trip  to  Mexico. 

Dr.  A.  O.  Kostal  addressed  the  Junior  Chamber  of 
Commerce  of  Hastings,  March  11. 

Dr.  H.  D.  Kuper  was  reelected  president  of  the 
Leigh  Commercial  Club  in  February. 

Dr.  E.  C.  Foote  of  Hastings  made  a professional 
trip  to  Edmonton,  Canada,  in  February. 

Dr.  Leon  S.  McGoogan  of  Omaha  received  minor 
bruises  during  a car  collision  the  last  part  of  Feb- 
ruary. 

Drs.  Calvin  Davis,  J.  F.  Hyde,  Clarence  Ruben- 
dall  and  Willis  Taylor,  all  of  Omaha,  are  vacation- 
ing in  Mexico. 

Dr.  E.  F.  Leininger  of  McCook  was  recently  ap- 
pointed physician  to  the  Burlington  lines  succeeding 
the  late  Dr.  R.  R.  Reed. 

Dr.  Roy  W.  Fouts,  Omaha,  lectured  at  the  Jos- 
lyn  Memorial,  Sunday,  March  14,  on  problems  of 
the  medical  profession. 

Dr.  Earle  G.  Johnson  of  Grand  Island  attended  a 
meeting  of  representatives  of  state  examining 
boards  in  Chicago  in  February. 
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ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington.  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen.  Juul,  Ingleside 
Proffitt,  Jonas  A.,  Hastings 
Shaw,  W.  Li.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng,  O.  L,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
Gass,  Chas.  C.,  Kearney 
Raasch,  Frank,  Kearney 
BURT  COUNTY 

Crellen,  Henry  G.,  Lyons 
Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Drasky,  Stanley,  Linwood 
CASS  COUNTY 

Eaton,  Wilbur  S„  Plattsmouth 
Kunkel,  L N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CEDAR  COUNTY 

Gibson,  Paul,  Laurel 
Hay,  Wm.,  Laurel 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Collison,  R.  L,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L L,  West  Point 
CUSTER  COUNTY 

Blair,  Jas.  B.,  Broken  Bow 
DAWES  COUNTY 

Chamberlain,  C.  L,  Chadron 
De  Flon,  Eric  G..  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Harvey,  Bernard,  Gothenburg 
Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
Witham,  Roy  G.,  Chappell 
DODGE  COUNTY 

Borgmeyer,  Henry  J.,  Dodge 
Merrick,  A.  J„  Fremont 
Merselis,  Harold  K„  North  Bend 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alder,  Verne,  Int. 

Alliband,  Geo.  T. 

Arnsten,  L L. 

Avery,  Hiram  Henry 
Ayers,  Le  Roy  J. 

Azorin,  Louis  A. 

Bach,  Stanley  M.,  Int. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bohnen,  Loren  C.,  Int. 

Bowers,  Warren  F. 

Brazer,  John  C. 

Brown,  James  Matthew 
Burns,  B.  C. 

Carle,  Donald  Edgar 
Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Coder,  Harold  Eastman 
Cohen,  Louis  Allen 


As  of  March  15,  1943 

Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 
Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 
Donelan,  James  P. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Dillworth,  Warren  Miller 
Dingman,  Cecil  Walker 
Eagle,  Frank  Lewis 
Everitt,  Neill  J. 

Estill,  Robt.  Reeve 
Faier,  Samuel  Z. 

Fair,  Geo.  Kenneth 
Fairchild,  John,  Int. 

Fenton,  Bryan  C.  T. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Finlayson,  Alister  I. 

Finley,  Robt.  Herbert 
Fogarty,  Chas.  James 
Freed,  Albert  E. 

Freymann,  J.  J. 

Garcia,  Hector  P.,  Int. 
Gatewood,  John  W. 

Gore,  Arthur,  Int. 

Greco,  Anthony  S.,  Int. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gridley,  L.  J.,  Int. 

Gross,  Jos.  J. 

Green.  Chas.  Joseph 
Haffke,  Oscar  William 
Hankins,  Chas.  Robt. 

Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hoekstra.  Clarence  S..  Int. 
Holden.  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jenkins,  Paul  Hamilton 
Jensen,  Marshall  Nelson 
Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Lempka,  Arnold,  Int. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Linsman.  Jos.  Francis,  Int. 
Longo,  Chas.  A.,  Int. 

Longo,  Jos.  A. 

Loudon,  Jas.  De  Loss 
Lovgren,  Robt.  Ellsworth 
Luscombe,  Harold  Bradley 
Mackenbrock,  F.  C. 

Maloney,  W.  Robt.,  Int. 
Mangiameli,  Carl  L. 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 
Meehan,  John  William 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow.  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Mossman,  Frank  D. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
Niemeyer.  Arnold  Carl 
O’Brien,  Donald  J. 

OpDen,  Ralph  L. 

Osheroff,  Hyman  R. 

Osheroff.  Wm. 

Owen,  D.  R. 


Patton,  John  Erwin 
Peck,  W.  R.,  Int. 

Perleman,  Harry,  Int. 

Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Reeh,  Merrill  John 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Scott,  Nathaniel  C.,  Int. 

Segard,  Edwin  Serenson 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Shook,  Chas.  Francis 
Steinberg,  M.  M. 

Sternhill.  Bernard,  Int. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Sydow,  Henry  A. 

Taber,  John  Henry 
Tamisiea.  John  A. 

Tanous,  Edward  M. 

Thompson,  Ralph  Matthew 
Threadgell,  Frank  Wilson 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Trobough,  Geo.  Eugene 
Turner,  Jas.  H. 

Victor,  Samuel  A. 

Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Williams,  Russell  Irenus 
Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Ximenes,  Edward,  Int. 

Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  EXeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
Mousel,  Lloyd,  Cambridge 
GAGE  COUNTY 

Brown,  R,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Strough,  La  Vern  C.,  Beatrice 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 

Chamberlain,  R.  M.,  Wolbach 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Long,  Robert  S.,  Grand  Island 
McDermott,  K.  F.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P-,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOLT  COUNTY 

Biglin,  Robert  F.,  O’Neill 
Dailey,  Arthur  Ek,  Emmett 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Brott,  Clarence  Raymond,  Jansen 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  K.,  Kimball 
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KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Easley,  John 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Katz,  Harry 
Lenhoff,  Henry  J. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Mung-er.  Horace 
Neely,  J.  Marshall 
Olson,  Edgar  L. 

Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Rider,  Larry  D. 

Rogers,  Earl  Elvin 
Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Spradling,  Richard  Lee 
Stein,  Robt.  J. 


Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
White,  Chas.  Marvin,  Sutherland 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Butterworth,  Nelson  St.  C.,  Norfolk 
Ingham.  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
Slaughter,  Earl  C.,  Norfolk 
Slaughter,  Guy  Peter,  Norfolk 
Slaughter,  John  C.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NANCE  COUNTY 

Purvis,  Donald  F.,  Fullerton 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
McCool,  S.  A.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 


Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 
Deffer,  Philip  A.,  Indianola 
Leininger,  E.  F.,  McCook 
Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Crook,  Robert.  Falls  City 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
.Winter,  Robt.  Carl,  Western 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Lauvetz,  Frank  E.,  Wahoo 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
Wise,  Ernest  Earl,  Ord 
WEBSTER  COUNTY 
Devers,  Wm.  E. 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Snyder,  Stuart  S.,  York 
Warner,  Geo.  M.,  Gresham 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  Col.  Roland  E.  Murphy,  military  governor  of 
Algers,  is  a former  Adams,  Nebraska,  resident,  the 
son  of  Dr.  Murphy  of  Wilsonville. 

Lt.  Col.  Lawrence  R.  Custer  is  in  the  chief  sur- 
geon’s office  in  Australia. 

Major  Willis  A.  Melcher  is  post  surgeon  in  the 
Panama  Canal  Zone. 

Lt.  M.  M.  Musselman  is  a Jap  war  prisoner. 

Lt.  Ben  Ewing,  formerly  of  Nebraska  City,  is 
taking  special  training  in  Washington. 

Major  Henry  Sydow,  Omaha,  is  stationed  at  Jef- 
ferson Barracks,  Mo. 

Lt.  Col.  A.  J.  Kafka  of  Scotia  is  chief  of  the 
eye,  ear,  nose  and  throat  department  at  Fitzsim- 
mons General  Hospital  in  Denver. 

Dr.  Clayton  Weigand,  an  Omahan,  who  for  the 
past  few  years  has  been  on  the  research  staff  of 
Eli  Lilly  Co.  at  Indianapolis,  is  in  the  army  in  the 
medical  service  of  the  Air  Corps,  stationed  at  Wash- 
ington, D.  C. 

Capt.  Arthur  Greene  of  Omaha,  formerly  stationed 
at  Panama,  is  at  Randolph  Field,  Texas. 

Dr.  Samuel  Z.  Faier,  Omaha,  now  stationed  at 
Camp  Hood,  Texas,  was  recently  promoted  from  lieu- 
tenant to  captain. 

Capt.  D.  A.  Dowell,  Omaha,  is  now  stationed  at 
Camp  Carson,  Colorado  Springs,  Colo. 

Lt.  Col.  John  A.  Tamisiea,  Omaha,  reported  March 
27,  at  Carlisle  Barracks,  Pa. 


Dr.  Floyd  Nelson  reported  at  Carlisle  Barracks, 
Pa.,  in  March  for  military  service.  His  rank  is  that 
of  captain. 

Capt.  James  P.  Donelan,  Omaha,  reported  for  mili- 
tary service  at  O’Reilly  General  Hospital,  Spring- 
field,  Mo.,  in  March. 


BOOK  REVIEW 

Methods  of  Treatment  of  Post  Encephalitic  Park- 
insonism, by  Dr.  Henry  D.  von  Witzleben,  1942, 
publishers,  Grune  and  Stratton,  Inc.,  443  4th  Ave., 
New  York  City,  Waverly  Press. 

The  author  has  an  excellent  background  of  under- 
graduate and  postgraduate  work  in  neuropsychiatry 
at  the  Universities  of  Bonn,  Freiburg,  Berlin  and 
Heidelberg.  He  is  the  author  of  numerous  papers 
upon  neuropsychiatric  topics,  most  of  them  devoted 
to  therapy. 

The  author  has  evaluated  in  his  book  all  known 
therapies  in  post-encephalitic  states  and  is  respon- 
sible for  the  Bulgarian  Belladona  treatment  in  Ger- 
many. He  discusses  the  diagnosis  of  encephalitis 
and  differentiates  this  from  arteriosclerotic  Parkin- 
sonism. He  reviews  the  general  methods  of  treat- 
ment and  the  evidence  in  favor  of  chemotherapy, 
serum  therapy  and  intra-thecal  therapy.  In  his 
discussion  of  surgical  treatment  he  has  overlooked 
the  valuable  contribution  of  Klemme  and  others  in 
relieving  Parkinsonism  manifestations  by  precentral 
decortication.  He  also  mentions  fever  and  roent- 
gen ray  therapy. 

Over  a third  of  the  book  is  devoted  to  medical 
therapy  of  the  disorder  and  goes  into  exact  de- 
( Continued  on  page  xvii) 
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CLASSIFIED  AD 

FOR  SALE — The  equipment  and  office  fur- 
nishings of  the  late  Dr.  R.  R.  Reed,  McCook, 
Nebraska.  Equipment  includes  Westinghouse 
Pandex  X-ray  unit,  numerous  surgical  and 
bone  instruments,  and  office  furnishings. 
Please  write  Mrs.  R.  R.  Reed,  McCook,  Ne- 
braska. 


BOOK  REVIEW 

(Continued  from  page  132) 
tails  with  reference  to  the  Bulgarian  Belladona 
treatment  which  according  to  him  is  the  method  of 
choice,  “The  results  of  Bulgarian  Belladona  treat- 
ment are  far  superior  to  those  of  Rabellon  or  any 
other  form  of  symptomatic  treatment.”  This  state- 
ment might  be  questioned  by  those  who  feel  that 
belladona  or  atropine  in  physiologic  doses  produces 
the  same  results. 

Finally,  he  devotes  a chapter  to  physiotherapy. 
This  book  is  valuable  for  the  general  practitioner 
who  is  inexperienced  in  the  management  of  this 
serious  disease  in  order  to  give  relief  to  the  multi- 
tude of  patients  suffering  from  this  disorder.  It  is 
also  recommended  to  the  specialist  for  the  evalua- 
tion of  all  forms  of  therapy  up  to  date.  It  has  an 
excellent  bibliography. 

The  author  is  a newcomer  in  American  neurologic 
circles  and  should  be  welcomed.  It  is  hoped  that  he 
will  continue  to  contribute  the  benefits  of  his  ex- 
perience in  the  American  neuropsychiatric  litera- 
ture.— A.  E.  Bennett,  M.  D. 


■ ~ 

The  Neurological  Hospital 

2625  The  Paseo 

Kansas  City  Missouri 

OPERATED  BY  ■ — 

THE  ROBINSON  CLINIC 

. . . for  the  care  and  treatment  of  nervous 
and  mental  patients  and  associated  conditions. 


1 /or  SURGICAL 

UOHG/  COMPANY,  Inc. 

Physicians  - Nurses 
Hospital  - Sick  Room 

SUPPLIES 

Medical  Arts  Building,  Omaha,  Nebr. 
Phone  ATlantic  5825 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


xviii  The  Nebraska  State  Medical  Journal  Nebr-  s-  M-  Jour- 

April,  1943 


Laboratories  of 
Clinical  Pathology 

731-6  Medical  Arts  Bldg. 
OMAHA,  NEBRASKA 

A.  S.  RUBNITZ,  M.  D.,  Director 

ELECTROCARDIOGRAPHY 
TISSUE  DIAGNOSIS 

Chemical,  Bacteriological, 
Serological,  and  Metabolic 
— Determinations  — 

“The  laboratories  are  approved 
and  accepted  by  the  Council  on 
Medical  Education  and  Hospitals.” 


COOK  COUNTY 

GRADUATE  SCHOOL  OF  MEDICINE 

(IN  AFFILIATION  WITH  COOK  COUNTY  HOSPITAL) 
Incorporated  not  for  profit. 

Announces  Continuous  Courses 

SURGERY  — Two  Weeks  Intensive  Course  in  Surgical 
Technique  starting  April  19,  May  3,  17,  and  31,  and 
every  two  weeks  throughout  the  year. 

MEDICINE — Two  Weeks  Intensive  Course  starting  June 
7.  One  Month  Course  in  Electrocardiography  and 
Heart  Disease  starting  the  first  of  every  month,  ex- 
cept August. 

FRACTURES  AND  TRAUMATIC  SURGERY  — Two 

Weeks  Intensive  Course  starting  June  14. 

GYNECOLOGY — Two  Weeks  Intensive  Course  starting 
June  28th ; Clinical  and  Diagnostic  Courses. 

OBSTETRICS — Two  Weeks  Intensive  Course  starting 
April  19. 

OPHTHALMOLOGY — Two  Weeks  Intensive  Course  start- 
ing September  13.  Course  in  Refraction  Methods 
starting  May  3. 

OTOLARYNGOLOGY  — Two  Weeks  Intensive  Course 
starting  September  27. 

ROENTGENOLOGY — -Courses  in  X-ray  Interpretation, 
Fluroscopy,  Deep  X-ray  Therapy  every  week. 

UROLOGY — Two  Weeks  Course  and  One  Month  Course 
available  every  two  weeks. 

CYSTOSCOPY  — Ten  Day  Practical  Course  every  two 
weeks. 

GENERAL,  INTENSIVE  AND  SPECIAL  COURSES  IN 
ALL  BRANCHES  OF  MEDICINE,  SURGERY  AND 
THE  SPECIALTIES 

TEACHING  FACULTY— ATTENDING  STAFF  OF 
COOK  COUNTY  HOSPITAL 

Address: 

Registrar,  427  South  Honore  Street,  Chicago,  Illinois 


WAR  WORKERS 

put  back  on  jobs  quickly 
when  you  prescribe  a 

SPENCER  SUPPORT 


as  aid  to  treatment  of 


HERNIA 


FATIGUE 

Due  to  Overwork 


ENTEROPTOSIS 

With  Symptoms 

LOW  VITALITY 


BACK  INJURY 


POSTOPERATIVE 

Convalescence 


WRONG  POSTURE 

and  Symptoms 


Spencer  Sacroiliac  Support 
designed  jor  this  woman. 


Since  each  Spencer  Sup- 
port is  individually  designed 
of  non-stretchable  material 
to  meet  the  specific  needs  of  the 
patient,  it  can  be — and  IS — guaran- 
teed never  to  lose  its  shape.  Why 
prescribe  a support  that  soon 
stretches  out  of  shape  and  becomes 
useless? 


Spencers  are  light,  comfortable, 
easily  laundered.  Every  Spencer  is 
designed  to  improve  posture  and 
provide  the  required  degree  of  ab- 
dominal and  back  support. 


Spencer  Supports  are  never  sold 
in  stores.  For  a Spencer  Specialist, 
look  in  telephone  book  under 
“Spencer  Corsetiere”  or  write  di- 
rect to  us. 


Spencer  Sacroiliac  Sup- 
port designed  tor  this 
man. 


fncKI  INDIVIDUALLY 

SPENCER  DESIGNED 
Abdominal,  Back  and  Breast  Supports 


SPENCER  INCORPORATED, 

137  Derby  Ave.,  New  Haven,  Conn. 

In  Canada:  Rock  Island,  Quebec. 

In  England:  Spencer  (Banbury)  Ltd.,  Banbury,  Oxon. 

Please  send  me  booklet,  "How  Spencer  Supports 
Aid  the  Doctor's  Treatment." 


May  We 
Send  You 
Booklet? 


M.  D. 


Address 
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EDITORIAL 


PUBLIC  HEALTH  AND  THE 
LEGISLATOR 

Recent  press  notices  regarding  the  ap- 
pearance of  Dr.  Selby  before  the  Budget 
Committee  of  the  Nebraska  Legislature  can- 
not be  passed  without  comment.  The  Sena- 
tor who  asked  “.  . Is  it  then  a fact  that  the 
Health  Department  is  a secret  service  operat- 
ing in  the  Capitol  and  over  which  the  Sen- 
ators have  no  control?”  reflected  a popular 
sentiment  which  is  as  unflattering  as  it  is 
damaging  to  the  cause  of  Public  Health.  Yet 
neither  this  particular  Senator  nor  his  Col- 
leagues on  the  Committee  who  argued  over 
departmental  policy  may  justly  be  accused 
of  willful  obstruction  of  the  program. 

If  in  their  effort  to  appropriate  funds 
entrusted  to  their  office,  the  Senators  de- 
sire to  convince  themselves  of  efficiency  in 
administration,  they  act  entirely  within  their 
rights  and  their  duties.  If  their  questions 
and  their  statements  appear  trite,  irrelevant, 
and  facetious  then  we  as  a profession  and  the 
public  health  system  as  an  institution  are 
somewhat  to  blame.  Wherever  and  when- 
ever the  discussion  on  health  or  medical  care 
arises  the  term  “medical  ethics”  becomes 
both  a missile  and  a target  to  be  thrown  about 
with  reckless  abandon.  To  the  average  lay- 
man medical  ethics  is  something  which  doc- 
tors use  to  protect  themselves  and  one  an- 
other against  unscrupulous  or  disgruntled 
patients.  Few  people  realize  and  fewer  still 
admit  that  the  code  of  ethics  aims  to  protect 
the  interests  of  the  individual  patient  and 
the  public  as  a whole.  And  since  senators 
are  not  physicians  why  should  it  be  surpris- 
ing when  they  seek  to  verify  the  calls  made 
by  Health  Department  nurses  through  a list 


of  names  of  patients  visited  and  the  condi- 
tions for  which  these  calls  were  made  ? 

Health  departments,  local,  state,  even 
the  United  States  Public  Health  Service 
it  seems,  have  become  so  involved  in  their 
present  activities  that  their  most  important 
function  has  become  secondary  in  character. 
The  education  of  the  masses  in  broad  prin- 
ciples of  health  and  in  democratic  philosophy 
of  medical  care  is  the  strongest  factor  in 
bringing  about  a wholesome  understanding 
between  the  patient  and  his  doctor,  the  tax- 
payer and  his  health  department. 

Legislators  are  human  beings  with  short- 
comings and  virtues  common  to  man.  They 
want  to  do  their  tasks  as  well  as  any  of  us 
want  to  do  ours.  They  need  and  welcome  in- 
formation and  guidance  on  problems  which 
by  virtue  of  their  own  training  and  occupa- 
tion appear  strange  and  often  confusing. 

PHYSICIANS  MUST  VOLUNTEER 
FROM  LARGER  CITIES 

Young  available  physicians  in  the  large 
cities  of  the  country,  particularly  in  those  of 
the  eastern  seaboard,  whose  failure  to  volun- 
teer has  caused  a lag  in  the  procurement  of 
medical  officers  for  the  armed  forces,  should 
be  called  before  the  bar  of  public  opinion,  The 
Journal  of  the  American  Medical  Associa- 
tion for  March  27  declares  in  an  editorial. 
The  Journal  says: 

“At  a recent  meeting  in  Washington  of 
the  Directing  Board  of  the  Procurement  and 
Assignment  Service  for  Physicians,  Dentists 
and  Veterinarians  with  the  Officer  Procure- 
ment Service  of  the  United  States  Army  and 
with  representatives  of  other  governmental 
agencies,  evidence  was  clearly  set  forth  that 
the  procurement  of  medical  officers  for  the 
armed  forces  is  lagging.  The  responsibility 
rests  unquestionably  on  the  failure  of  young 
available  physicians  in  the  large  cities  of  the 
country,  particularly  those  of  the  eastern 
seaboard,  to  volunteer.  Officers  of  the 
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medical  societies  of  New  York,  Massachu- 
setts and  Connecticut  were  present  and  the 
situation  was  placed  before  them.  The 
rural  areas  of  the  United  States  have  con- 
tributed doctors  not  only  up  to  such  quotas 
as  were  assigned  to  them  but  in  many  in- 
stances well  beyond  these  quotas;  it  is  sim- 
ply impossible  to  anticipate  that  they  will 
make  a further  contribution  at  this  time.  In 
the  meantime,  New  York,  Brooklyn,  Boston 
and  some  of  the  larger  communities  in  the 
states  of  Connecticut,  New  Jersey,  Pennsyl- 
vania and  California  have  failed  even  to  ap- 
proximate their  quotas. 

“The  needs  of  the  armed  forces  for  physi- 
cians during  1943  are  well  defined.  The 
number  of  physicians  to  be  expected  from 
recent  graduates,  interns  and  those  now  hold- 
ing residencies  has  been  determined.  Be- 
yond this  number  at  least  six  thousand  more 
physicians  must  come  from  the  civilian  popu- 
lation. The  Procurement  and  Assignment 
Service  for  Physicians,  Dentists  and  Veteri- 
narians has  devised  a technic  which  involves, 
first,  a determination  of  the  availability  of 
the  physician  concerned  or  his  essentiality 
for  any  civilian  position  which  he  occupies; 
second,  notification  of  the  physician  of  his 
availability  and  a request  that  he  appear  be- 
fore his  local  procurement  board;  third,  a 
notification  of  the  Selective  Service  Board 
of  the  fact  that  the  physician  concerned  is 
considered  available  and  that  he  has  failed  to 
volunteer.  Thus  far  pressure  beyond  this 
has  not  been  exercised.  There  remains,  how- 
ever, the  mobilization  of  the  pressure  of  pub- 
lic opinion. 

“In  some  instances  physicians  have  de- 
clared flatly  to  representatives  of  the  Pro- 
curement and  Assignment  Service  and  the 
Officer  Procurement  Service  that  they  do  not 
wish  to  volunteer  and  that  they  will  not  volun- 
teer. When  it  is  known  to  other  physicians 
in  the  community  that  a physician  under 
38  years  of  age,  declared  available  by  the 
Procurement  and  Assignment  Service,  refuses 
to  volunteer  in  this  time  of  the  nation’s  need, 
when  many  an  older  physician,  frequently 
with  innumerable  obligations,  has  given  up 
his  home,  his  practice  and  the  responsibilities 
of  years  to  participate  in  this  war,  the  pub- 
lic has  a right  to  know  that  the  younger 
physician  is  not  willing  to  do  his  part.  Cer- 
tainly the  Procurement  and  Assignment 
Service  should  consider  the  possibility  at  this 
advanced  stage  of  the  war  effort  of  making 
public  through  the  state  medical  journals 
not  only  the  names  of  those  who  are  already 


participating  in  the  war  but  also  the  names 
of  those  who  have  been  declared  available 
and  have  not  themselves  ever  indicated  a 
willingness  to  participate.  Let  them  be 
called  before  the  bar  of  public  opinion!” 


MATERNAL  AND  CHILD  HEALTH 

May  day  has  been  set  aside  during  the 
past  few  years  as  the  day  that  commemor- 
ates better  health  for  mothers  and  children. 
During  this  period  and  by  reason  of  the  fact 
the  physicians  of  Nebraska  have  evidenced 
their  interest  in  post  graduate  education,  a 
very  decided  decline  in  the  maternal  and 
infant  death  rate,  has  been  demonstrated. 
There  was  a fall  from  5.13  in  1936  to  1.85  in 
1942  for  the  maternal  rate  and  a drop  from 
44.2  in  1936  to  32.95  in  1942  for  infants. 
This  covers  the  period  during  which  the  Ma- 
ternal and  Child  Health  Program  has  oper- 
ated in  the  state.  It  is  a notable  achieve- 
ment. 

Today  it  behoves  all  of  us  to  assimilate  in- 
formation from  the  printed  page  and  from 
the  spoken  word  and  put  it  into  practice. 
During  times  of  stress  and  strain  there  is  a 
tendency  towards  hysteria  both  in  thought 
and  action.  This  applies  as  well  to  medicine 
as  to  the  business  world.  New  methods  of 
obstetrical  anaesthesia  have  been  announced 
in  the  lay  press.  Patients  have  importuned 
their  doctors  to  save  them  the  pains  of  labor 
by  the  new  method.  (Twilight  Sleep  seems 
to  have  had  its  fling  years  ago) . 

If  we  survey  the  records  in  Nebraska,  we 
come  to  the  conclusion  that  the  fall  in  the 
maternal  and  death  rate  is  traceable  neither 
to  miracles  nor  to  new  methods.  No  new 
procedures  have  been  added  to  improve  the 
picture.  The  favorable  record  was  achieved 
through  an  enhanced  utilization  of  proven 
knowledge;  that  is,  increase  in  prenatal  ob- 
servation, decrease  in  obstetrical  inter- 
ference and  a better  understanding  of  the 
physiology  and  pathology  of  obstetrics  and 
pediatrics.  Also  the  recognition  of  the  physi- 
cian that  occasionally  consultation  and  ad- 
vice on  difficult  problems  must  be  sought  be- 
fore the  clock  moves  on.  The  improved  care 
of  the  premature  child  is  a shining  example 
of  our  capacity  to  save  lives. 

The  pursuit  of  conservatism  coupled  with 
the  assimiliation  of  proven  facts  will  con- 
tinue to  hold  in  abeyance  the  spectre  of  a 
war  time  increase  in  maternal  and  infant 
mortality  rates. 

HAROLD  S.  MORGAN,  M.  D., 

Chairman  M.  C.  H.  Committee,  Nebr.  State  Medical  Assn. 
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DEXTER  D.  KING 


'~A  ^Messages from 
Your  ‘Presidents 

In  March  it  occurred  to  me  that  we  had 
been  at  war  for  15  months,  had  given  up 
many  doctors  to  the  armed  forces  and  that 
it  might  be  well  therefore  to  check  on  the 
medical  situation  in  the  state.  As  a result, 
I started  a survey  of  the  state  to  gain  some 
ideas  on  whether  the  people  were  receiving 
adequate  medical  care,  their  degree  of  coop- 
eration in  saving  the  doctor’s  time  and  travel 
and  the  physical  condition  of  the  profession 
in  general. 

While  the  reports  were  being  compiled, 
during  the  first  week  in  April  there  appeared 
in  the  Journal  of  the  American  Medical  As- 
sociation of  April  3,  1943,  comments  on  a 
report  released  by  the  0.  W.  I.  concerning 
a survey  of  60  communities  in  20  states 
where  shortages  of  physicians  had  been  re- 
ported. Thus  far  the  reports  from  the  physi- 
cians over  the  state  coincide  closely  with  the 
opinions  expressed  in  the  Journal  article. 

The  Nebraska  survey  shows  that  the  vast 
majority  of  people  are  receiving  adequate 
medical  care ; there  are  a few  instances, 
mostly  in  the  sparsely  settled  areas  which 
never  have  had  sufficient  doctors.  Most  pa- 
tients are  cooperating  in  saving  the  doctor’s 
time  and  travel.  The  public  in  general  has 
noted  the  situation  and  its  desire  to  help  is 
manifested  by  initiating  classes  in  home 


nursing,  infant  care,  first  aid  and  health 
building.  All  of  which  will  be  of  material 
aid  in  lessening  the  burden  on  the  doctor. 

As  has  been  said  many  times,  luxury 
medicine  is  out  for  the  duration.  We  have 
sufficient  doctors  to  give  decent  medical 
care  at  present,  many  of  them  giving  all 
their  time  with  a reckless  disregard  for  their 
own  health.  We  have  a quota  of  123  to  fill 
for  1943;  whether  this  will  be  fully  done  is 
still  a question  as  many  states  are  still  far 
behind  their  quotas  for  1942.  (See  editorial 
on  page  133). 

So  far  there  has  been  no  general  strain 
on  the  physical  capacity  of  the  remaining 
physicians  who  carry  the  increased  work.  It 
is  certain,  however,  that  some  of  the  elder- 
ly will  give  way,  the  same  as  in  normal  times, 
only  now  there  will  be  no  replacement.  That 
there  is  a threatened  deterioration  of  public 
health  due  to  medical  shortages,  cannot  be 
denied,  especially  in  the  event  of  a serious 
epidemic. 

On  the  brighter  side  of  the  picture  is  the 
fact  that  war  agencies  have  at  last  realized 
that  farming  is  as  important  to  the  war  ef- 
fort as  the  fighting  front  and  the  arms  fac- 
tories. Nebraska  is  a rural  state  and  agri- 
culture is  the  main  industry.  If  food  in- 
crease is  necessary  then  the  farmer  must  not 
only  have  suffiicent  labor  and  machinery  but 
also  adequate  medical  care. 

D.  D.  KING,  President, 

Nebraska  State  Medical  Assn. 


Soft  Parts  Dystocia* 

J.  P.  GREENHILL,  M.  D. 
Chicago 


By  soft  parts  dystocia  is  meant  abnormal 
or  pathologic  labor  due  to  the  soft  parts  of 
the  pelvis  in  contradistinction  to  difficulties 
encountered  because  of  the  bony  pelvis.  The 
soft  parts  include  the  vulva,  perineum,  vag- 
ina, cervix,  uterus,  adnexa,  rectum  and  blad- 
der. Anomalies  of  any  one  of  these  struc- 
tures may  result  in  dystocia.  The  soft  parts 
are  much  more  frequently  the  cause  of  trou- 
blesome labor  than  the  bony  pelvis. 

It  is  manifestly  impossible  to  discuss  all 
the  disturbances  of  the  soft  parts  which  can 
give  rise  to  abnormal  labor;  hence  I shall 
limit  my  remarks  to  the  important  ones. 

THE  VULVA 

The  vulva  is  rarely  the  cause  of  dystocia, 
and,  when  it  is,  the  pathologic  condition  is 
generally  high  grade  edema.  The  latter  is 
usually  due  either  to  toxemia  or  to  pro- 
longed labor  with  considerable  vaginal  mani- 
pulation, but  it  may  be  due  to  lymphogranu- 
loma. Rarely  the  vulva  may  be  seriously 
enough  constricted  so  as  to  interfere  with 
labor.  Such  strictures  may  be  due  to  im- 
properly performed  plastic  operations,  burns, 
injuries  or  infections,  such  as  syphilis  or 
granuloma  inguinale.  In  some  instances  the 
vulvar  obstructions  may  be  easily  overcome, 
as  for  example  by  aspiration  of  fluid  from 
highly  edematous  labia,  but  in  other  cases 
the  only  safe  procedure  for  the  mother  is 
abdominal  delivery. 

THE  PERINEUM 

The  perineum  in  primiparas  is  practically 
always  a barrier  to  the  exit  of  a full  term 
baby.  However,  this  obstruction  is  usually 
overcome  by  the  uterine  contractions  with 
or  without  lacerations  of  the  perineum,  or 
the  physician  removes  the  barrier  by  man- 
ually stretching  the  perineum  or  by  cutting 
it.  Hence  the  perineum  rarely  gives  any 
concern.  Even  in  elderly  primiparas  there  is 
seldom  cause  to  worry  about  perineal  ob- 
struction. No  matter  how  rigid  the  peri- 
neum may  be,  a sufficiently  large  episiotomy 
can  practically  always  overcome  the  diffi- 
culty. The  exception  to  this  rule  is  the  rare 
case  of  congenital  or  acquired  narrowing 
which  involves  not  only  the  perineum  but 
also  a good  part,  or  all,  of  the  vagina. 

*Read  before  the  Nebraska  State  Medical  Asociation,  May  7, 
1942. 
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Hesitancy  to  employ  an  episiotomy  has  re- 
sulted in  the  death  of  some  babies  in  cases 
in  which  there  was  delay  at  the  perineum. 
Hence,  when  the  second  stage  is  prolonged, 
particularly  when  the  caput  is  visible  and 
still  no  progress  is  apparent,  not  only  must 
the  fetal  heart  tones  be  frequently  auscultated 
to  determine  how  the  baby  is  tolerating  labor 
but  also  an  effort  should  be  made  to  deter- 
mine the  cause  of  the  delay.  This  may  be  a 
rigid  perineum,  as  well  as  failure  of  rotation 
of  the  head,  a narrow  pelvic  outlet,  a short 
cord,  a constriction  ring  or  other  cause.  If 
the  perineum  seems  to  be  delaying  progress, 
there  should  be  no  hesitancy  in  performing 
an  episiotomy.  Certainly  if  the  baby’s  heart 
tones  become  irregular  or  too  rapid  or  too 
slow  or  if  the  mother  is  exhausted,  the  peri- 
neum should  be  incised  to  permit  delivery  of 
the  baby.  If  spontaneous  delivery  does  not 
follow  the  episiotomy,  forceps  should  be  ap- 
plied. 

THE  VAGINA 

Among  the  causes  of  vaginal  dystocia  are 
congenital  narrowing  and  septums,  constric- 
tions due  to  disease,  such  as  diphtheria  in 
childhood,  scars  from  trauma  of  labor  or  un- 
skillful operations,  constrictions  due  to  burns 
or  infections  and  neoplasms  in  or  encroach- 
ing on  the  vagina.  In  most  of  these  cases 
the  physiologic  changes  which  occur  during 
pregnancy  overcome  the  obstructions.  Thus 
under  the  influence  of  the  excessive  output 
of  estrogen  during  gestation  the  vaginal 
tissues  soften  and  dilate  and  constrictions 
may  disappear.  Likewise  during  labor  ob- 
structions may  vanish,  particularly  septums 
which  are  pushed  aside  and  scars  which  are 
flattened  out  of  the  way  of  the  descending 
baby.  Only  in  some  instances  is  it  necessary 
to  perform  a cesarean  section  for  vaginal 
dystocia  or  even  to  incise  scars  and  septums 
in  order  to  permit  delivery  from  below. 
Occasionally  a colpeurynter  will  aid  in  over- 
coming constrictions  in  the  vagina.  In  other 
cases  a deep  episiotomy  extending  high  in 
the  vaginia  will  help.  If,  however,  a tumor 
blocks  the  vagina,  the  safest  procedure  is  to 
perform  a cesarean  section. 

THE  CERVIX 

The  term  “cervical  dystocia”  in  my  opinion 
is  used  too  frequently,  not  because  I believe 
the  cervix  is  rarely  responsible  for  trouble 
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in  labor  but  because  the  cervix  is  blamed  in 
far  too  many  cases  in  which  the  physician 
attempts  to  deliver  the  infant  through  an 
incompletely  dilated  cervix.  In  such  a case 
it  is  not  the  cervix  which  is  at  fault  but  the 
impatient  physician.  Nevertheless  there  are 
many  cases  of  dystocia  which  are  attri- 
butable to  the  cervix. 

Nearly  always  cervical  obstructions  are 
anatomic,  but  in  rare  cases  there  may  be  a 
true  spasm  of  the  external  os  which  pre- 
vents the  expulsion  of  the  baby.  A spasm 
may  be  overcome  by  deep  anesthesia  alone 
or  by  this  plus  digital  dilatation  of  the 
cervix.  Anatomic  strictures  of  the  cervix 
may  be  due  to  scars  from  previous  difficult 
deliveries,  extensive  electric  treatment,  tra- 
chelorrhaphy and  neoplasms.  Likewise  trou- 
ble may  arise  because  of  edema  of  the  cervix. 
In  addition  to  these  definite  causes  there  are 
a few  disturbances  of  the  cervix  which  are 
not  well  understood.  Among  these  anoma- 
lies are  adherence  of  the  membrane  to  the 
region  of  the  internal  os  preventing  proper 
dilatation,  slow  and  incomplete  dilatation 
due  to  excessive  fibrous  tissue  in  some  old 
primiparas  and  conglutination  of  the  exter- 
nal os,  a condition  in  which  the  cervix  is 
completely  effaced  but  there  is  absolutely  no 
dilatation,  there  is  practically  no  external  os 
and  the  cervix  fits  the  presenting  part  snug- 
ly. 

Cervical  dystocia  always  occurs  in  the  first 
stage  of  labor ; by  definition  the  second  stage 
does  not  begin  until  the  cervix  is  completely 
dilated  and  effaced.  When  the  second  stage 
is  reached,  the  cervix  cannot  give  trouble  un- 
less edema  is  present.  In  all  cases  of  true 
cervical  dystocia,  progress  ceases  at  a cer- 
tain point,  after  which  the  pains  become  in- 
creasingly stronger  and  more  painful.  In 
most  cases  the  obstruction  is  removed  by  the 
forces  of  labor,  but  in  some  the  physician 
must  interfere  to  prevent  serious  damage  to 
the  mother  or  child,  or  both.  If  aid  is  not 
given  as  labor  continues,  the  child  may  die, 
the  cervix  may  be  lacerated  or  tom  off  and 
expelled  with  the  child  or  the  lower  uterine 
segment  may  rupture,  with  escape  of  the 
baby  into  the  abdominal  cavity. 

The  treatment  of  cervical  dystocia  depends 
on  the  cause.  Patience  coupled  with  ample 
sedation  will  be  rewarded  by  spontaneous  de- 
livery in  most  cases,  but  every  woman  whose 
cervix  dilates  slowly  in  spite  of  strong  regu- 
lar contractions  must  be  closely  watched.  If 


during  a long  period  of  time  labor  fails  to 
progress  because  of  incomplete  dilatation  of 
the  cervix,  seven  methods  are  available  to 
the  physician : 

1.  Packing  the  vagina  with  cotton  satur- 
ated with  boroglycerin  for  a few  hours  often 
leads  to  dilatation  of  the  cervix;  so  may  a 
prolonged  hot  douche. 

2.  Digital  dilation  is  helpful  in  some 
cases,  but,  if  the  cervix  is  rigid  and  only 
partially  effaced,  this  is  not  easy  to  carry 
out.  In  most  cases  in  which  finger  dilation 
is  successful  the  cervix  is  lacerated,  although 
generally  the  tears  are  small.  Attempts  to 
dilate  the  cervix  manually  should  seldom  be 
made  before  the  cervix  is  completely  effaced 
and  dilated  at  least  7 cm.  The  fingers  are 
most  useful  for  overcoming  obstruction  due 
to  edema  of  the  anterior  lip.  In  such  cases 
the  edematous  lip  can  easily  be  pushed  up- 
ward beyond  the  presenting  part  during  a 
labor  pain.  Nearly  always  delivery  follows 
rapidly  in  such  cases.  In  a case  of  agglutin- 
ation of  the  external  os,  if  the  finger  is  forced 
into  the  tiny  opening  which  is  usually  pres- 
ent in  the  cervix  it  will  miraculously  remove 
this  cause  of  dystocia.  In  such  a case  the 
agglutination  is  not  complete  and  pressure 
by  a finger  tip  causes  the  tiny  opening  to 
widen  rapidly,  so  that  labor  is  terminated 
quickly.  The  small  opening  can  much  more 
readily  be  seen  through  a speculum  than  pal- 
pated with  the  gloved  finger.  The  fingers 
may  also  be  used  to  break  up  adhesions  be- 
tween the  membranes  and  the  cervix,  after 
which  labor  will  progress  normally. 

3.  Instrumental  dilation  with  Hegar  or 
Bossi  dilators  has  been  recommended,  but 
these  instruments  should  never  be  used  dur- 
ing labor  because  they  are  capable  of  doing 
great  harm. 

4.  The  metreurynter  may  be  used  to  over- 
come cervical  dystocia,  but  there  are  many 
disadvantages  to  the  use  of  rubber  bags. 
They  are  foreign  bodies  and  their  presence 
in  the  lower  uterine  segment  and  vagina  in- 
creases the  risk  of  infection,  they  displace  the 
presenting  part  with  the  risk  of  prolapse  of 
the  cord,  they  increase  intrauterine  pressure, 
which  is  hazardous  in  cases  of  distention  of 
the  lower  uterine  segment,  they  do  not 
physiologically  dilate  the  cervix  but  often 
produce  lacerations,  and  nearly  always  when 
the  bag  is  expelled,  no  matter  how  large,  the 
cervix  retracts  so  that  its  size  is  considerably 
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less  than  the  diameter  of  the  metreurynter 
that  slipped  through  it. 

5.  Incisions  in  the  cervix,  generally  spok- 
en of  as  Duhrssen’s  incisions,  are  distinctly 
helpful  in  cases  of  cervical  dystocia,  but  they 
should  never  be  used  unless  the  cervix  is  com- 
pletely or  almost  completely  effaced.  If  an 
insufficiently  effaced  cervix  is  incised  there 
is  danger  of  extension  into  the  bladder,  rec- 
tum or  uterine  arteries.  Generally  two  or 
three  incisions  are  made,  at  10,  2 and  6 on 
the  clock,  and  they  should  be  long  enough  to 
permit  delivery  of  the  presenting  part  with- 
out undue  force.  Usually  it  is  hazardous  to 
perform  version  and  extraction  after  Duhrs- 
seris  incisions  because  of  the  risk  of  exten- 
sion of  the  incisions,  with  resultant  hemor- 
rhage and  possible  rupture  of  the  uterus. 
Therefore,  after  the  cervix  has  been  incised 
it  is  best  to  await  spontaneous  delivery  or  de- 
liver with  forceps. 

6.  Vaginal  hysterotomy  or  vaginal  ce- 
sarean section  should  be  done  only  by  an  ex- 
perienced operator  and  only  when  the  baby 
is  small,  particularly  if  the  patient  is  a primi- 
para. 

7.  Abdominal  cesarian  section  is  rarely 
necessary  for  cervical  dystocia.  However,  if 
a true  anatomic  obstruction  exists,  this  is  the 
only  safe  procedure.  If  during  abdominal  de- 
livery the  opening  in  the  cervix  is  found  to 
be  tiny,  it  may  be  advisable  to  amputate  the 
uterus  after  the  baby  has  been  delivered. 
However,  the  necessity  for  a Porro  operation 
will  rarely  arise,  because  much  anatomic  ob- 
struction of  the  cervix  is  most  unusual,  and 
when  it  occurs  it  can  be  overcome  by  forcible 
dilation  from  the  uterine  cavity  at  the  time 
of  cesarean  section. 

In  all  cases  of  so-called  cervical  dystocia 
one  must  be  certain  the  patient  is  actively  in 
labor.  In  many  cases  severe  uterine  contrac- 
tions occur  during  the  last  few  days  of  preg- 
nancy, yet  the  cervix  does  not  dilate,  the 
pains  subside  and  the  patient  goes  on  for 
days  in  peace  before  true  labor  sets  in.  My 
own  feeling  is  that  regardless  of  how  strong 
the  uterine  contractions  may  be,  if  the  cervix 
does  not  become  effaced,  the  patient  is  not 
really  in  labor.  Such  patients  are  having 
false  labor  pains.  In  most  cases  sedatives, 
such  as  morphine,  will  stop  the  pains.  An- 
other point  of  differentiation  is  that  solution 
of  posterior  pituitary  will  not  increase  the 
frequency  and  severity  of  false  pains.  If  a 


physician  considers  such  a patient  as  having 
true  labor  pains,  particularly  if  the  contrac- 
tions continue  for  twenty-four  or  forty-eight 
hours,  and  if  on  his  own  volition  or  because 
of  the  insistence  of  the  patient’s  family  that 
he  do  something  he  resorts  to  measures  to 
hasten  labor,  he  invites  trouble.  To  avoid 
such  pitfalls,  the  physician  should  use  efface- 
ment  of  the  cervix  as  the  criterion  of  the 
presence  of  true  labor.  If  the  cervix  is  be- 
coming effaced  the  patient  is  in  labor,  and  if 
there  is  no  effacement  after  a reasonable 
number  of  hours  she  is  not  in  active  labor. 

THE  CORPUS  UTERI 

Atony. — The  body  of  the  uterus  may  be 
the  cause  of  dystocia  in  the  first,  second  and 
third  stages.  In  the  first  stage  the  most 
common  disturbance  is  what  is  generally 
called  atony  of  the  uterus,  although  true 
atony  does  not  exist.  This  disturbance  may 
also  occur  in  the  second  and  third  stages. 

In  the  first  stage  atony  usually  manifests 
itself  by  weak  and  infrequent  uterine  con- 
tractions. Labor  may  drag  on  for  days. 
Strong  pains  may  occur  for  varying  periods 
of  time  and  then  cease  almost  entirely.  Dila- 
tation and  effacement  of  the  cervix  are  very 
slow.  As  long  as  the  membranes  are  intact 
there  is  little  danger,  but  after  rupture  of 
the  bag  of  waters  a prolonged  delay  in  de- 
livery is  attended  with  danger  to  the  mother 
and  baby.  The  chief  element  of  risk  is  intra- 
uterine infection. 

Many  causes  have  been  assigned  to  uterine 
atony,  including  poor  general  health,  anemia, 
disturbances  in  the  nervous  mechanism,  fear, 
local  alterations  in  the  uterus,  such  as  fi- 
broids and  scars,  overdistention  due  to  the 
presence  of  twins  or  polyhydramnios  and 
malpresentation.  However,  in  most  cases  the 
real  cause  of  weak  uterine  pains  cannot  be 
found,  although  most  likely  the  nervous  sys- 
tem is  at  fault.  In  addition  to  the  foregoing 
possible  causes,  one  must  always  bear  in 
mind  that  in  many  cases  atony  results  from 
fatigue,  that  is,  labor  comes  almost  to  a 
standstill  after  a prolonged  period  of  severe 
uterine  contractions. 

The  treatment  of  uterine  atony  should  de- 
pend on  the  cause,  but  since  in  most  cases 
this  is  unknown  one  must  use  certain  meas- 
ures which  have  proved  to  be  helpful  em- 
pirically. There  are  two  main  ways  of  treat- 
ing atony,  and  it  is  highly  important  to 
choose  the  proper  one. 
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In  the  majority  of  cases  of  uterine  atony 
the  pains  at  the  beginning  of  labor  are 
strong,  and  then  they  decrease  in  frequency 
and  strength.  The  patient  is  usually  tired 
and  frightened.  In  these  cases  the  best 
remedy  is  to  give  the  patient  a few  hours  of 
deep  sleep.  This  may  be  secured  by  mor- 
phine, dilaudid,  paraldehyde  or  any  of  the 
barbiturate  drugs  or  by  a combination  of 
drugs,  but  enough  should  be  given  to  insure 
sleep  and  not  simply  amnesia  or  analgesia. 
Nearly  always,  soon  after  the  patient  awak- 
ens uterine  contractions  begin  in  a normal 
way,  and  they  continue  to  increase  until  de- 
livery takes  place.  One  must  not  forget  to 
watch  every  patient  who  has  atony  for  de- 
hydration, starvation,  a full  bladder  and  a full 
rectum.  Hence  such  a patient  should  be  giv- 
en fluids  and  nourishment  (dextrose)  in  ad- 
dition to  sedatives  for  procuring  sleep.  Like- 
wise, her  bladder  and  rectum  should  be  emp- 
tied at  regular  intervals.  Above  all,  she 
should  never  be  given  solution  of  posterior 
pituitary  or  any  other  oxytocic  to  increase 
the  strength  and  frequency  of  the  pains,  be- 
cause she  is  tired  physically  and  mentally 
and  requires  rest,  not  a whipping  up  of 
uterine  activity.  The  use  of  oxytocics  for 
atony  may  result  in  fetal  death,  rupture  of 
the  uterus  and  even  maternal  death. 

In  rare  cases  of  atony  in  which  true  pains 
are  being  experienced  with  effacement  and 
dilatation  of  the  cervix,  the  contractions  may 
be  weak  from  the  start  and  may  drag  on  for 
many  hours  and  even  days.  In  such  cases  if 
simple  measures,  such  as  hot  enemas,  castor 
oil  and  quinine,  do  not  help,  solution  of  pos- 
terior pituitary  may  be  used.  However,  only 
1 minim  (0.06  cc.)  of  the  drug  should  be  giv- 
en at  a time,  and  this  should  be  measured  in 
a tuberculin  or  similar  syringe.  The  interval 
between  injections  should  be  at  least  twenty 
minutes,  preferably  thirty,  and  if  pains  have 
been  initiated  no  more  solution  of  posterior 
pituitary  should  be  given  until  the  pains 
cease.  The  fetal  heart  tones  must  be  listened 
to  every  few  minutes  and  certainly  for  at 
least  a full  minute  after  each  injection.  Fur- 
thermore, a can  of  ether  or  a bottle  of  chloro- 
form should  be  at  hand  in  case  a too  powerful 
uterine  contraction  follows  an  injection.  I 
know  of  two  ruptures  of  the  uterus  following 
the  injection  of  minim  doses  of  solution  of 
posterior  pituitary. 

Atony  of  the  uterus  in  the  second  stage  of 
labor  is  usually  easy  to  overcome.  By  defini- 


tion the  cervix  is  completely  effaced  and  di- 
lated in  this  stage.  If  the  head  is  low  down, 
and  certainly  if  it  is  on  the  perineum,  the 
baby  should  be  delivered  by  means  of  a low 
forceps  operation.  A simpler  procedure  is 
to  make  an  episiotomy  and  use  the  Kristeller 
expression  to  deliver  the  baby;  but  this  pro- 
cedure must  be  carried  out  with  the  utmost 
care  to  avoid  traumatizing  the  uterus  and 
placenta  and  to  prevent  injury  to  the  baby. 
Of  course,  the  Kristeller  expression  should 
never  be  attempted  if  the  lower  uterine  seg- 
ment is  thinned  out.  Occasionally  when  the 
head  is  on  the  perineum  it  can  be  delivered 
by  a modified  Ritgen  maneuver;  that  is, 
pressing  the  head  out  by  means  of  the  fingers 
placed  on  either  side  of  the  anus.  This  pro- 
cedure is  especially  successful  if  combined 
with  an  episiotomy.  If  the  head  is  high  up 
after  the  cervix  is  fully  dilated,  delivery 
should  be  accomplished  by  version  and  ex- 
traction. 

I prefer  these  methods  of  delivery  to  the 
use  of  solution  of  posterior  pituitary,  which 
is  especially  dangerous  in  the  second  stage  of 
labor.  The  only  indication  for  this  drug  in 
the  second  stage  of  labor  is  when  the  head  is 
on  the  perineum  and  there  is  no  dispropor- 
tion. Even  in  such  a case  I should  resort  to 
a low  forceps  operation  because  I can  always 
control  the  instrument  but  not  always  the 
drug. 

Uterine  atony  in  the  third  stage  usually  re- 
sults in  hemorrhage.  The  treatment  of  this 
consists  in  uterine  massage,  removal  of  the 
placenta  and  membranes  if  they  are  still  in 
utero,  the  intravenous  injection  of  ergono- 
vine,  the  intramuscular  injection  of  solution 
of  posterior  pituitary,  intrauterine  packing 
and,  when  necessary,  blood  transfusions  or 
the  use  of  plasma  or  serum.  I have  found  the 
injection  of  solution  of  posterior  pituitary  di- 
rectly into  the  uterine  muscle  through  the 
abdominal  wall  to  be  a highly  effective  meth- 
od of  controlling  bleeding,  but  this  procedure 
should  be  carried  out  only  by  an  experienced 
physician. 

Uterine  Tetanus  and  Spasm.  — Dystocia 
may  be  produced  not  only  by  uterine  atony 
but  also  by  the  reverse;  namely,  excessively 
severe  uterine  contractions.  When  the  entire 
uterus  is  involved  in  the  process  the  condi- 
tion is  spoken  of  as  uterine  tetanus.  When 
only  a localized  area  of  the  uterus  is  contract- 
ed, the  condition  is  described  as  uterine  stric- 
ture. The  most  likely  cause  of  these  disturb- 


140 


SOFT  PARTS  DYSTOCIA:  GREEN  HILL 


Nebr.  S.  M.  Jour. 

May,  1943 


ances  is  a disturbance  in  the  nervous  mech- 
anism of  the  uterus.  Spasms  of  the  uterine 
musculature  may  be  brought  about  by  local 
manipulation,  such  as  rough  examinations, 
forcible  dilation  of  an  incompletely  dilated 
cervix,  intrauterine  manipulation,  attempt  to 
deliver  a baby  through  an  incompletely  di- 
lated cervix  and  obstructed  labor.  Solution 
of  posterior  pituitary  may  also  cause  these 
anomalies. 

When  there  is  a tetanic  contraction  of  the 
uterus,  be  it  general  or  local,  labor  ceases. 
Both  the  mother  and  the  baby,  however,  suf- 
fer considerably.  The  maternal  and  fetal 
mortality  and  morbidity  are  very  high,  par- 
ticularly in  the  cases  of  conditions  to  be  de- 
scribed as  constriction  rings. 

Clinically  the  most  important  type  of 
stricture  of  the  uterus  and  the  one  which 
gives  the  most  • trouble  is  that  known  as 
Bandl’s  ring.  The  terminology  of  this  con- 
dition is  most  confusing ; hence  a word  of  ex- 
planation. Situated  between  the  body  of  the 
uterus  and  the  lower  uterine  segment  is  a 
distinct  area  all  around  known  by  various 
names,  such  as  the  constriction  ring  of 
Schroeder  and  the  retraction  ring  of  Barbour 
and  Lusk.  However,  Rudolph  and  Ivy  prop- 
erly suggested  the  name  physiologic  retrac- 
tion ring  for  this  area.  This  ring  is  usually 
at  the  level  of  the  symphysis  pubis  and  is 
at  about  the  region  where  the  anterior  uter- 
ine peritoneum  is  fixed  to  the  uterus.  In  con- 
tradistinction to  the  physiologic  retraction 
ring  is  the  Bandl  ring,  which  is  called  the 
pathologic  retraction  ring  by  Rudolph  and 
Ivy.  This  is  usually  situated  about  14  to  16 
cm.  above  the  superior  border  of  the  sym- 
physis pubis  or  in  the  region  of  the  umbili- 
cus. It  may  be  identified  as  an  oblique  or 
transverse  depression  in  the  anterior  abdom- 
inal wall.  It  is  distinctly  palpable  when  a 
hand  is  inserted  into  the  uterine  cavity,  and 
this  is  the  only  way  to  make  an  absolute  di- 
agnosis of  pathologic  retraction  ring.  When- 
ever such  a ring  is  present  one  must  be  on 
guard  against  a rupture  of  the  uterus,  be- 
cause the  lower  uterine  segment  is  usually 
elongated  and  thin;  on  the  other  hand,  the 
corpus  is  thicker. 

In  a woman  with  a pathologic  retraction 
ring  the  uterine  contractions  are  very  pain- 
ful, but  in  spite  of  this  there  is  no  progress 
in  labor.  The  delay  in  labor  is  usually  er- 
roneously ascribed  to  cervical  dystocia,  occi- 
put posterior  or  disproportion. 


Abdominal  examination  in  a case  of 
Bandl’s  ring  usually  reveals  the  groove  as 
described.  On  rectal  examination  it  will  be 
found  that  in  spite  of  strong  and  regular 
pains  the  cervix  is  not  fully  dilated,  that  it  is 
soft  and  edematous  and  that  the  head  does 
not  seem  to  fit  the  pelvic  cavity.  On  vaginal 
examination  the  soft,  succulent,  incomplete- 
ly dilated  cervix  can  be  felt  and  also  the 
head,  which  does  not  come  down  to  fill  the 
lower  uterine  segment  during  a uterine  con- 
traction. Insertion  of  the  hand  into  the  uter- 
ine cavity  easily  reveals  the  tense  ring  all 
around  the  uterus.  Bandl’s  ring  may,  of 
course,  develop  in  the  second  stage  of  labor, 
and  in  such  a case  either  the  head  comes 
down  almost  to  the  perineum  during  each 
contraction  and  immediately  recedes  or  it 
does  not  come  down  very  far  with  the  pains. 
A localized  spasm  may  occur  in  the  third 
stage  of  labor  and  interfere  with  placental 
separation. 

The  preparation  of  the  patient’s  psyche 
for  labor  may  prevent  the  development  of 
Bandl’s  ring  in  some  cases,  especially  in  wom- 
en who  are  unduly  apprehensive  about  child- 
birth. Likewise,  the  avoidance  of  oxytocics, 
rough  vaginal  examinations,  unnecessary  in- 
trauterine manipulations  and  forcible  dilation 
of  the  cervix  will  definitely  diminish  the 
incidence  of  pathologic  retraction  rings.  The 
proper  use  of  sedation  will  prevent  the  condi- 
tion in  a few  more  cases. 

If  the  diagnosis  is  made  during  the  first 
stage,  large  doses  of  sedatives  should  be  giv- 
en in  order  to  secure  rest  for  the  uterus  and 
sleep  for  the  patient.  If  this  plus  repeated 
bolstering  of  the  patient’s  psyche  by  encour- 
agement and  fortification  of  the  patient’s 
physical  condition  by  means  of  fluids  and 
dextrose  do  not  result  in  progress  after  a 
long  lapse  of  time,  delivery  must  be  accom- 
plished. Sometimes,  when  the  patient  is  in 
excellent  physical  condition,  when  the  vagi- 
nal examination  was  performed  gently  and 
without  risk  of  infection  and  when  the  baby 
is  in  good  condition,  cesarean  section  should 
be  performed,  preferably  the  cervical  type 
and  under  local  anesthesia.  In  other  cases, 
if  the  head  is  fairly  low  down  and  the  cervix 
completely  dilated,  the  Bandl’s  ring  may  be 
gently  but  steadily  dilated  under  deep  anes- 
thesia and  the  baby  delivered  by  forceps. 
Ether  and  chloroform  are  the  best  anesthet- 
ics for  this  purpose.  If  difficulty  is  encount- 
ered under  deep  anesthesia,  8 minims  (0.5 
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cc.)  of  epinephrine  should  be  given  hypo- 
dermically, as  advocated  by  Rucker.  This 
treatment  often  results  in  relaxation  of  the 
ring.  If  the  head  is  high  and  the  ring  can 
be  dilated,  version  and  extraction  may  be  per- 
formed, provided  the  lower  uterine  segment 
is  not  thinned  out.  In  some  cases  it  will  be 
necessary  to  dilate  the  cervix  manually  be- 
fore delivery  by  forceps  or  version  can  be  ac- 
complished. If  the  baby  is  dead,  and  in  some 
cases  in  which  it  is  alive,  the  application  of 
a Willett  forceps  or  a volsellum  to  its  scalp 
with  an  attached  weight  will  result  in  spon- 
taneous delivery.  In  some  cases  when  the 
baby  is  dead  craniotomy  must  be  done.  When 
all  manipulations  from  below  fail  to  bring 
about  delivery  of  the  baby  a Porro  opera- 
tion must  be  done,  but  this  will  rarely  ever 
be  necessary  if  proper  judgment  and  average 
skill  are  used.  In  some  cases  an  extraperi- 
toneal  cesarean  section,  such  as  the  one  de- 
scribed by  Waters,  will  enable  the  operator 
to  save  the  uterus. 

Other  Causes  of  Uterine  Dystocia  — An- 
other disturbance  of  the  uterus  which  may 
result  in  dystocia  is  the  presence  of  myo- 
fibromas. Fortunately  in  most  cases  these 
growths  give  very  little  trouble  during  labor. 
Sometimes  they  cause  irregular  contractions 
in  the  first  stage;  occasionally  they  produce 
malpresentations,  and  not  infrequently  they 
result  in  hemmorhage  in  the  third  stage  and 
infection  in  the  puerperium.  Rarely  they 
block  the  exit  of  the  child,  making  cesarean 
section  imperative. 

Still  another  uterine  source  of  dystocia  is 
the  presence  of  a scar  from  a previous  ce- 
sarean section.  Regardless  of  the  type  of 
cesarean  section  performed  there  is  always 
some  risk  of  rupture  in  a subsequent  preg- 
nancy and  labor.  After  the  classic  operation 
many  ruptures  have  occurred  not  only  dur- 
ing labor  but  also  in  pregnancy  while  the  pa- 
tient was  at  rest.  However,  after  the  cer- 
vical cesarean  section,  rupture  during  labor 
is  far  less  common  than  after  the  classic  op- 
eration. Regardless  of  this,  every  woman 
who  has  had  a cesarean  section  should  give 
birth  to  all  her  subsequent  babies  in  a hos- 
pital. If  the  same  indication  for  cesarean 
section  exists  as  for  the  first  operation,  for 
example  a contracted  pelvis,  of  course  the 
operation  should  be  repeated,  preferably  a 
few  days  before  term  or  as  soon  after  the  on- 
set of  labor  as  possible.  However,  if  the  in- 
dication for  the  first  cesarean  section,  i.  e. 
placenta  previa  or  severe  toxemia,  is  not  pres- 


ent subsequently,  the  patient  may  be  per- 
mitted to  deliver  from  below,  but  only  in  a 
hospital.  If  vaginal  delivery  is  to  take  place 
it  is  safest  to  deliver  the  baby  by  low  forceps 
soon  after  the  cervix  is  completely  dilated. 
If  there  is  good  reason  to  believe  that  the 
cesarean  scar  did  not  heal  properly,  as  may 
occur  after  a markedly  febrile  puerperium, 
or  if  a defect  is  definitely  felt  through  the 
abdomen,  an  elective  cesarean  section  should 
be  performed  a week  or  ten  days  before  term. 

Scars  from  myomectomy  operations  need 
not  be  feared,  because  a rupture  of  such  a 
scar  in  labor  is  a great  rarity. 

THE  ADNEXA 

Practically  the  only  way  the  adnexa  can 
result  in  dystocia  is  by  the  development  of  a 
tumor.  The  most  frequent  neoplasm  of  ob- 
stetric interest  is  an  ovarian  cyst,  regardless 
of  whether  it  is  a simple  serous  cyst,  a der- 
moid, carcinoma  or  other  type.  The  only 
consideration  is  whether  the  growth  is  large 
and  obstructs  the  exit  of  the  child.  Other- 
wise it  has  practically  no  obstetric  impor- 
tance unless  it  undergoes  torsion.  If  acute 
torsion  occurs  an  operation  must  be  per- 
formed, whether  this  takes  place  in  preg- 
nancy, labor  or  the  puerperium.  Ovarian 
cysts  give  rise  to  dystocia  much  more  fre- 
quently than  do  uterine  fibroids ; hence  some 
obstetricians  believe  that  every  ovarian  neo- 
plasm discovered  during  pregnancy  should  be 
removed.  However,  I have  followed  many 
women  with  ovarian  cysts  during  pregnancy, 
labor  and  the  puerperium  without  observing 
any  harm.  Hence  I believe  that  if  an  ovarian 
tumor  is  drawn  up  out  of  the  pelvic  cavity 
during  pregnancy  and  does  not  block  delivery 
of  the  baby  it  should  be  left  alone.  If,  how- 
ever, an  ovarian  cyst  remains  in  the  cul-de- 
sac  and  cannot  be  displaced  by  posture  and 
gentle  pressure,  it  should  be  removed,  pre- 
ferably during  pregnancy.  If  there  is  reason 
to  suspect  malignancy  of  an  ovarian  tumor 
or  if  a roentgenogram  reveals  a dermoid 
cyst,  an  operation  should  likewise  be  per- 
formed. 

FULL  BLADDER  AND  RECTUM 

Occasionally  an  overdistended  bladder  or 
an  overloaded  rectum  will  interfere  with  the 
progress  of  labor.  For  this  reason  it  is  im- 
portant to  be  sure  the  patient  empties  her 
bladder  and  rectum  or  that  these  organs  are 
emptied  by  catheter  and  enema  respectively 
whenever  these  procedures  seem  necessary. 
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Someone  has  said,  “Fear,  ignorance  and 
delay  are  the  three  allies  of  cancer  which 
lead  to  disaster  and  death.  They  can  be 
overcome  by  a knowledge  of  the  early  signs 
and  symptoms  of  the  disease  and  of  the 
methods  of  fighting  it.”  The  sad  part  of  this 
statement  is  that  with  cancer  of  the  cervix, 
all  too  often  there  are  no  early  signs  or 
symptoms.  At  the  first  sign  of  vaginal 
bleeding  which  is  the  earliest  symptom  or 
sign  that  we  have,  the  cancer  may  already 
have  distant  metastasis  and  the  outlook 
practically  hopeless. 

Some  of  us  think  of  cancer  of  the  cervix 
with  a sense  of  defeatism  as  so  aptly  ex- 
pressed by  Schumann(1) : “I  can  confess  to 
the  belief  that  there  is  no  treatment  for  can- 
cer which  has  any  definite  value.  I also  won- 
der at  all  of  us  who  so  gracefully  grasp  at  the 
five-year  salvage  study.  Most  people  who 
have  cancer  of  the  deep  tissues  die  of  can- 
cer.” 

With  all  of  our  improved  methods  of  treat- 
ment by  both  surgery  and  radiation  I think 
we  must  still  consider  the  treatment  of  even 
the  so-called  early  carcinomatous  lesions  of 
the  cervix  as  very  largely  palliative. 

For  more  clarity  and  a better  understand- 
ing we  may  consider  in  this  presentation 
that  an  early  carcinoma  is  an  area  of  definite 
dimensions  of  definite  increased  density  and 
possibly  contact  bleeding  and  friability; 
whereas  young  carcinoma  is  one  that  has 
none  of  these  characteristics,  but  is  simply 
a mm.  plaque  of  an  apparent  leucoplakia 
that  is  proven  on  miscroscopic  examination 
to  have  all  the  cell  characteristics  of  a car- 
cinoma. 

Quoting  from  Schiller(2),  “The  early  can- 
cer and  the  small  one  are  not  identical.  If 
a cancer  grew  very  rapidly  from  its  onset 
then  a small  cancer  would  be  a young  one, 
but  this  is  not  true.  The  curve  of  develop- 
ment first  rises  very  slowly  then  suddenly 
rises  very  rapidly.” 

Assuming  that  every  cancer  begins  with 
one  cell  that  has  taken  on  abnormal  charac- 
teristics of  atypia,  hyperchromatism,  more 
and  varied  nuclei,  then  our  purpose  should 

♦Delivered  before  Omaha  Mid-West  Clinical  Society,  Omaha, 
October,  1942. 
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be  to  make  an  all  out  effort  to  find  these 
destroyers  of  life  at  the  very  earliest  pos- 
sible stage  of  their  growth. 

Schmitz(3)  said  in  1933,  “The  discovery  of 
cancer  in  the  symptomless  silent  period  and 
immediate  application  of  adequate  treatment 
would  put  us  in  control  of  this  disease.” 

Some  of  the  men  who  have  been  pioneers 
in  this  exhaustive  and  tireless  search  have 
made  certain  findings  on  which  they  base 
their  statements.  Should  we  not  accept 
their  findings  and  develop  them  further  or 
definitely  disprove  them?  Hinselmann  and 
Schiller  after  many  years  of  painstaking 
study  of  an  enormous  amount  of  clinical  and 
pathological  material  have  given  us  some 
new  lines  of  approach  to  the  solution  of  this 
discouraging  problem. 

One  phase  of  the  work  of  Hinselmann  was 
in  the  use  of  an  instrument,  the  colposcope, 
by  which  he  was  able  under  the  magnifica- 
tion thus  obtained  to  distinguish  abnormal 
tissue  of  the  cervix.  This  tissue  is  referred 
to  as  a leucoplakia  which  really  means  an 
area  appearing  whitish  because  no  capillaries 
are  visible  through  it.  It  appears  grossly  as 
a minute  area  having  a dull  whitish  color, 
most  commonly  situated  at  the  junction  of 
the  squamous  and  columar  epithelium  of  the 
cervix.  Microscopically  it  is  characterized 
by  basal  cells  irregular  in  size  which  do  not 
lie  at  right  angles  to  the  underlying  stroma; 
the  surface  layer  is  much  thicker,  with  few, 
if  any,  nuclei;  the  cells  have  lost  their  gly- 
cogen. 

In  reviewing  the  literature  on  the  use  of 
some  form  of  colposcope  for  the  purpose  of 
finding  these  leucoplakia  there  seems  to  be 
a wide  variance  in  opinion  as  to  its  value. 

As  expressed  by  Steffen(4),  “We  should 
not  ignore  the  experience  of  men  who  have 
made  a study  of  9,000  cervices.  The  cervix 
is  particularly  an  ideal  organ  for  carcinoma 
studies  on  the  living.  The  uncovering  of  the 
roots  of  cancer  in  the  symptomless  silent 
period  seems  to  be  possible  practically  as  well 
as  theoretically.” 

Schiller  developed  the  idea  of  using  a sim- 
ple method  of  more  clearly  visualizing  the 
abnormalities  that  may  be  present  in  the 
mucosa  of  the  external  cervical  os.  This 
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test  is  known  as  Schiller’s  Lugol  Test,  the 
Gram’s  Iodine  Test,  and  the  Iodine  Test  of 
the  Cervix.  The  main  purpose  of  this  test 
is  to  make  more  plainly  visible  any  leuco- 
plakic  areas  which  appear  as  dull  white. 

In  my  experience  the  whitish  areas  which 
have  to  be  distinguished  before  removing 
the  tissue  for  microscopic  study  have  been 
three : First  and  most  common  is  the  thinned 
out  tissue  over  nabothian  cysts.  This  is 
easily  eliminated  by  puncturing  the  cyst  by 
knife  or  cautery.  Second  are  those  transient 
areas  which  appear  today  and  gone  tomor- 
row, the  explanation  for  which  I do  not  know. 
Third  are  the  deposits  of  fungus  growth 
which  can  usually  be  wiped  off  using  mod- 
erate pressure  with  gauze.  The  one  thing  to 
be  kept  in  mind  while  these  false  positives 
are  being  eliminated  is  that  a true  leuco- 
plakia  that  will  need  to  be  eventually  re- 
moved for  microscopical  examination  can  be 
observed  over  a period  of  weeks  and  if  it 
remains  in  the  same  location  and  persists 
as  a pearly  white  area  it  must  be  adequately 
removed,  properly  preserved,  properly  sec- 
tioned, stained  and  expertly  examined. 

The  young,  pre-invasive  carcinoma  is  de- 
termined on  the  basis  of  the  abnormal  cell 
characteristics  and  as  Schiller,  Graves,  Mey- 
ers and  others  have  demonstrated  by  the 
oblique  line  of  demarkation  between  the 
normal  mucosa  and  the  carcinomatous 
growth  of  cells. 

After  a study  of  the  work  of  Dr.  Walter 
Schiller,  I started  using  this  test  in  1935  at 
the  Gynecological  Clinic  of  the  University 
of  Nebraska.  In  1935  I(5)  reported  the  first 
case  in  this  part  of  the  United  States  of  a 
young  carcinoma  of  the  cervix  diagnosed  by 
means  of  the  Iodine  application  test.  Dr.  W. 
P.  Graves(6)  had  reported  in  1933  three  cases 
of  clinically  latent  cancer  of  the  cervix  diag- 
nosed by  the  iodine  application  test.  I be- 
lieve his  article  on  this  subject  was  the  first 
by  an  American  author,  and  in  it  he  made 
statements  that  have  lead  to  wrong  interpre- 
tations of  this  test. 

The  test  is  not  designed  to  locate  definite 
early  carcinoma.  We  must  diagnose  these 
early  carcinomas  on  our  judgment  of  the 
physical  characteristics  of  a firm,  irregular, 
elevated,  circumscribed  lesion  with  possible 
induration,  friability  and  contact  bleeding. 
The  test  is  not  a specific  for  cancer  but  is 
specific  for  a leucoplakia  which  may  be  can- 
cer. 


The  statement  of  “failure  to  take  the 
stain”  must  be  qualified  by  “and  show  a 
pearly  white  area.”  Cervicitis,  erosion,  ec- 
tropion, frank  early  cancer,  all  may  fail  to 
take  a definite  mahogany  iodine  stain  and 
show  all  shades  of  light  brown  or  remain 
red  or  pink,  but  they  do  not  show  white. 
Unless  there  is  a definite  pearly  white  area 
on  an  erosion  it  does  not  give  any  clue  as 
to  where  to  take  the  biopsy.  The  term  “sus- 
picious area”  means  nothing  unless  qualified 
by  what  makes  it  look  suspicious.  In  teach- 
ing senior  students  just  before  they  are  to 
start  out  in  practice,  I find  the  greatest  con- 
fusion on  this  very  fact,  that  they  expected 
to  apply  the  iodine  to  a cervical  erosion  and 
it  would  immediately  tell  them  which  spot  to 
take  for  biopsy.  This  is  entirely  erroneous 
in  the  great  majority  of  instances.  It  is  not 
a negative  diagnostic  method  if  we  mean 
that  there  is  no  cancer  present  if  we  do  not 
get  a positive  pearly  white  area,  for  you  may 
have  an  early  ulcerated  cancer.  The  pres- 
ence of  a positive  iodine  test  does  not  indi- 
cate a malignancy.  It  does  indicate  the 
possibility  of  malignancy. 

The  test  is  primarily  for  office  routine 
for  patients  with  normal  or  diseased  cervices. 

This  test  is  a useful  method  for  the  gen- 
eral practitioner.  If  systematically  em- 
ployed it  will  not  only  make  it  necessary  for 
him  to  explore  routinely  the  portio  with  the 
speculum,  but  will  reveal  to  him  whether  or 
not  it  is  iodine  positive.  To  overlook  a small 
lesion  of  the  cervix  which  macroscopicaly  ap- 
pears innocent  and  to  assure  the  patient  that 
all  is  well  may  be  her  death  sentence.  There 
is  a wonderful  thrill  in  finding  a pre-inva- 
sion carcinoma  of  the  cervix  and  being  able 
to  tell  the  woman  that  with  proper  treat- 
ment you  can  assure  her  of  a complete  cure. 
With  the  use  of  this  procedure  we  really 
have  a definite,  concrete  reason  for  urging 
every  woman  to  have  a cervical  examination 
once  a year  at  the  very  minimum. 

Let  us  save  rather  than  salvage. 
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Diagnosis  and  Management  of  Ectopic  Pregnancies 

LT.  COM.  J.  P.  REDGWICK,  M.  C.,  U.  S.  N.  R. 


Any  implantation  of  a fertilized  ovum  out- 
side the  uterine  cavity  is  known  as  Ectopic 
Pregnancy.  The  type  of  ectopic  gestation  is 
designated  by  the  name  of  the  place  of  pri- 
mary implantation,  or  ultimate  location. 

INCIDENCE 

The  apparent  increase  in  ectopic  gestation 
all  over  the  world  is  probably  due  to  more 
accurate  diagnosis  and  better  statistics.  Pos- 
sibly also  the  increase  in  gonorrheal  infec- 
tions and  infections  following  the  greatly 
growing  number  of  induced  abortions  ex- 
plains this  increase. 

In  the  late  19th  century,  Von  Winckel 
found  only  1 case  in  1,444  pregnancies,  and 
Bangl  1 in  20,000;  but  after  the  world  war 
Wynne  reported  1.3  per  cent  incidence  on  the 
gynecological  service  at  John  Hopkins  Hos- 
pital and  Schumann  a ratio  of  1 ectopic  to 
303  intra-uterine  pregnancies.  In  the  Uni- 
versity of  Nebraska  Hospital  there  were  20 
ectopic  pregnancies  in  3,900  deliveries — 
about  1 in  200. 

Whether  the  somewhat  higher  incidences 
in  this  community  means  better  diagnosis  or 
more  inflammatory  pelvises,  I do  not  know. 

Of  the  32  cases  reviewed,  31  were  in  the 
25  to  36  year  age  group;  1 case  was  below 
the  age  of  25 ; 10  cases,  or  almost  30  per  cent 
were  over  the  age  of  30.  Farrar  found  that 
63  per  cent  of  ectopic  pregnancies  occur  be- 
tween the  ages  of  24  and  33  years. 

FREQUENCY  OF  TYPES 

Of  these  32  cases,  22  or  68  per  cent  were 
ruptured  tubal  pregnancies;  5 cases  (15.6 
per  cent)  were  unruptured;  and  5 cases  (15.6 
per  cent)  were  listed  as  tubal  abortions. 
This  ratio  of  rupture  of  the  tube  to  abor- 
tions of  the  tube  is  reversed  in  most  report- 
ed series. 

In  only  4 of  the  22  cases  with  ruptured 
tubes  was  the  site  of  implantation  and  rup- 
ture named  by  surgeon  or  pathologist.  This 
lack  is  due  not  to  faulty  records  but  to  fre- 
quent impossibility,  particularly  in  cases 
with  pelvic  cellulitis  (matted  pelvis),  and 
other  pathology.  Reports  of  200  or  300  cases 
with  exact  sites  given  in  all  cases  are  open 
to  question ; they  vary  so  widely  in  essential 
details  that,  as  Litzenberg  says,  “Only  when 
several  thousand  cases  have  been  collected, 
will  we  even  approximately,  know  the  truth.” 


ETIOLOGY 

The  etiology  may  be  anything  that  inter- 
feres with  the  normal  migration  of  the  fer- 
tilized ovum.  Fertilization  of  the  ovum  is 
generally  believed  to  occur  in  the  ampulla  of 
the  fallopian  tube,  and  every  conception  is  at 
first  extra-uterine. 

Inflammation  is  an  important  and  usually 
prominent  but  not  the  entire  factor  in  the 
etiology  of  ectopic  implantation.  Several 
series  have  been  reported  in  which  inflamma- 
tion appeared  less  often  than  usual.  Inflam- 
mation will  also  interfere  with  the  cilia  and 
peristalsis  of  the  tube. 

Inflammation  of  the  tubes  was  noted  in  9 
(or  35  per  cent)  of  our  series;  this  higher 
percentage  than  other  small  series  may  be 
accounted  for,  in  part,  by  the  fact  that  two- 
thirds  were  clinic  patients. 

The  histories  in  5 of  the  9 cases  in  which 
inflammation  of  the  tubes  was  present  indi- 
cated in  advance  an  inflammatory  pelvis;  2 
admitted  previous  gonorrheal  infections;  1 
admitted  use  of  a stem  pessary  which  had 
fallen  out  two  days  prior  to  hospitalization; 
and  3 admitted  induced  abortions.  In  the 
other  4 cases  nothing  in  the  histories  indi- 
cated an  inflammatory  pelvis. 

Tumors  may  cause  displacement  or  mech- 
anical obstruction  and  interfere  with  the 
peristalses  of  the  tube.  In  this  series  6 cases, 
or  18  per  cent,  had  pelvic  tumors  as  a pos- 
sible etiological  factor;  5 were  ovarian  cysts, 
3 were  large  chocolate  cysts,  2 lemon  sized 
simple  cysts,  and  1 a uterine  fibromyma. 

Previous  surgery  has  been  advanced  as  a 
possible  cause  of  ectopic  pregnancy,  particu- 
larly by  Schumann.  Of  our  32  cases  9 had 
appendectomies  and  2 salpingectomies  for 
previous  ectopic  pregnancies — 34  per  cent 
in  our  small  series  had  had  previous  abdom- 
inal operations.  This  is  higher  than  that  of 
others  studied,  which  average  10-16  per 
cent. 

Of  our  cases,  17  were  ectopics  in  the  right 
tube,  15  in  the  left,  with  no  congenital  ano- 
malies, infantile  tubes,  or  tumors  of  the 
tubes  as  possible  etiologic  factors.  One  case 
was  both  an  ectopic  and  an  intra-uterine 
pregnancy. 

Great  stress  was  formerly  placed  on  both 
absolute  and  relative  sterility  as  an  etiologic 
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factor.  Schumann  states  that  BO  per  cent 
of  women  ectopically  pregnant  were  uni- 
parae.  In  our  series,  13  patients  had  been 
gravid  3 or  more  times ; 7 had  had  one  preg- 
nancy; 2 had  never  been  pregnant.  In  10 
cases  no  marital  history  could  be  obtained, 
a fact  which  somewhat  affects  our  findings. 
However,  previous  sterility  is  now  generally 
believed  to  be  of  little  or  no  importance.  It 
is  also  difficult  to  determine  the  percentage 
of  sterility  among  women  without  ectopic 
pregnancies. 

SIGNS  AND  SYMPTOMS 

As  a rule,  the  tragic  case  of  ectopic  preg- 
nancy offers  little  difficulty  in  diagnosis. 
Most  cases  in  this  series  were  not  of  this 
type.  Of  our  private  cases,  only  2 have 
clearly  been  of  that  type,  that  is,  a sudden, 
severe  rupture,  with  persistent  abdominal 
bleeding.  The  patient  is  in  severe  shock  al- 
most or  even  completely  pulseless,  with 
marked  drop  in  blood-pressure,  severe  cramp- 
like abdominal  pains,  and  later  diffuse  pain, 
as  blood  fills  the  peritoneal  cavity.  Quite 
frequently  shoulder  pain  (4  of  the  32  cases) 
is  caused  by  the  diaphragmatic  irritation  of 
the  blood.  A history  of  menstrual  irregular- 
ities is  common,  at  times  a missed  period  or 
more  frequently,  hemorrhage  coming  on  a 
few  days  past  the  normal  time,  with  a con- 
tinuation of  spotty  flow  at  intervals  and 
severe  cramp-like  pains  in  either  adnexial 
region.  Fainting  or  a faint  feeling,  nausea 
and  vomiting,  pulse  rapid  and  thready  and 
pallid  face  also  appear.  This  picture  is  easily 
differentiated  from  a case  of  salpingitis  or  a 
ruptured  appendix. 

The  symptoms  of  uninterrupted  tubal 
pregnancies  or  of  less  severe  rupture  are 
quite  different.  The  patient  may  be  up 
and  about  or  even  working.  She  may  be  seen 
in  the  hospital  after  attacks  repeated  at  one 
to  a week  intervals  of  lower  abdominal 
cramp-like  pain  at  times  severe  enough  to 
warrant  sedation.  After  a day  or  two  in  bed 
she  is  up  and  about  again  until  the  next 
seizure  of  lower  abdominal  pain,  along  with 
irregular  bleeding  which  in  careful  histories 
is  usually  described  as  a darker  flow  than 
the  regular  flow.  Case  histories  sometimes 
show  some  relief  from  cramps  after  the 
vaginal  flow  is  established.  The  probable  ex- 
planation is  that  the  blood  which  causes  the 
tube  to  swell  empties  from  the  fimbriated 
end  or  out  through  the  tubal  wall.  Nature 
then  walls  off  the  site  of  rupture  with  clots 
or  clotting  ends  and  the  patient  is  able  to  go 


along  for  weeks,  sometimes  months,  before 
diagnosis  and  operation.  The  temperature  in 
these  patients  is  usually  low-grade  or  normal. 
The  white  count  in  our  32  cases  averaged 
9,600.  These  are  points  by  which  to  dif- 
ferentiate from  acute  salpingitis  or  acute 
appendicitis. 

In  this  series  in  which  the  diagnosis  was 
missed  are  most  instructive.  Of  the  32 
cases,  a correct  pre-operative  diagnosis  of 
ectopic  pregnancy  was  made  in  23  cases,  and 
missed  in  9 cases. 

In  our  32  cases  the  average  duration  of 
symptoms  was  about  2 or  3 weeks  prior  to 
hospital  admission.  Usually  there  was  no 
missed  period.  In  our  9 cases  the  cramp-like 
pains  and  vaginal  bleeding  came  on  3-17  days 
before  the  next  normal  period  was  due.  In 
7 cases  symptoms  of  moderate  cramps  in  the 
lower  abdominal  region  and  irregular  vaginal 
bleeding  came  on  with  what  appeared  to  have 
been  the  normal  period;  11  cases  after  a 
missed  period.  In  2 cases  an  amenorrhea  of 
4 months  was  noted,  except  for  vaginal  spot- 
ting; in  2 cases  amenorrhea  of  two  months, 
and  in  1 amenorrhea  of  one  month.  In  the 
other  5 the  symptoms  came  on  three  to  four 
days  after  what  was  considered  a normal 
menstrual  period.  Interestingly  enough,  5 
of  the  9 missed  pre-operative  diagnosis  were 
in  the  cases  with  histories  of  the  longest  pe- 
riods of  amenorrhea  but  with  irregular  bleed- 
ing. 

Probably  the  dramatic  shock-type  of  case 
leads  one  to  forget  the  ectopic  type  in  those 
patients  able  to  be  up  and  around,  with  less 
severe  symptoms  which  fit  more  closely  a 
chronic  pelvic  inflammatory  disease.  The 
old  blood  in  the  pelvis,  if  nature  has  been 
kind  enough  to  wall  off  the  process  and  stop 
the  acute  picture,  organizes  and  acts  as  an 
irritant  to  give  a diffuse,  dull,  poorly  defined 
type  of  pain. 

Of  the  missed  pre-operative  diagnoses  4 
were  called  chronic  pelvic  inflammatory  dis- 
ease of  one  type  or  another;  the  symptoms 
had  persisted  three  to  four  months.  One 
gave  a history  of  induced  abortion  which 
naturally  was  misleading ; pelvic  examination 
revealed  a bilateral  enlargement  in  the  ad- 
nexial regions  with  a more  or  less  frozen 
pelvis.  Another  gave  a history  of  wearing 
for  a year  and  a half  a stem  pessary  which 
had  dropped  out  two  days  prior  to  her  hos- 
pital admission.  Pelvic  cellulitis  so  often 
caused  by  this  “instrument  of  the  devil” 
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(Sage)  was  the  natural  diagnosis.  Exam- 
ination in  all  4 revealed  a large  adnexial 
mass,  not  particularly  tender;  in  2 cases,  bi- 
lateral. Usually  in  early  ectopics  the  mass, 
if  felt  at  all,  is  small  and  extremely  tender, 
in  any  movement  of  the  cervix.  The  fact 
that  these  old  ectopics  bleed,  then  stop,  and 
repeat  the  process  at  intervals  far  enough 
apart  to  let  nature  organize  a defense,  is  a 
probable  factor  in  the  difficulty  of  diagnosis. 

The  blood  picture  in  no  way  aided  in  the 
diagnosis  in  these  4 cases.  All  showed  a red 
count  over  4,000,000;  hemoglobin  averaged 
84%.  In  only  1 case  a mild  leucocytosis  of 
13,400  appeared.  Theoretically,  the  leucocy- 
tosis in  ectopic  pregnancy  is  present  only 
after  blood  has  escaped  in  the  peritoneal 
cavity.  In  90  per  cent  of  our  series  there 
was  free  blood  in  the  peritoneal  cavity,  yet 
the  average  white  blood  count  was  only  9,600, 
(25,000-6,000  range).  This  fact  differen- 
tiates acute  salpingitis,  in  which  the  white 
blood  count  is  usually  much  higher. 

The  pre-operative  diagnosis  of  1 case  of 
acute  appendicitis  was  interesting.  The  re- 
ferring physician  supplied  a history  of  an 
old  gonorrheal  infection  and  a sudden  acute 
right  side  abdominal  pain  appearing  one  hour 
earlier  and  coinciding  with  the  normal  men- 
strual period.  The  white  count  was  6,500. 
Usually  in  ectopics  the  rise  in  the  leucocyte 
count  is  delayed  until  free  blood  in  the  peri- 
toneal cavity  has  had  time  to  cause  irritation. 
Pelvic  examination  under  gas  anesthesia  re- 
vealed no  palpable  mass  in  this  case.  Upon 
operation  an  early  tubal  abortion  was  found 
on  the  right  side ; also  an  old  chronic  tubo- 
ovarian  abscess  on  the  left  side,  with  dense 
adhesions.  This  was  1 of  2 cases  of  double 
pregnancy  in  this  series.  The  patient  made 
an  uneventful  recovery  and  was  delivered 
about  eight  months  later  of  a uterine  preg- 
nancy that  must  have  been  present  at  the 
time  of  the  operation. 

Such  diagnostic  aids  as  Ascheim-Zondek 
and  sedimentation  tests  were  practically 
worthless.  In  this  series  the  Ascheim-Zon- 
dek test,  done  in  only  6 cases,  was  positive 
in  3 and  negative  in  3.  One  negative  was  in 
a case  diagnosed  and  operated  upon  as 
a chronic,  pelvic  inflammatory  case.  The 
symptoms  had  been  menorrhagia  and  me- 
trorrhagia for  four  months,  and  pelvic  ex- 
amination had  revealed  large  bilateral  mass- 
es in  the  adnexial  regions,  not  particularly 
tender,  the  whole  pelvis  being  frozen.  The 


blood  count  was  Hb  88%  R.  B.  C.  4,070,000; 
W.  B.  C.  6,000 ; sedimentation  test  21  mm.  in 
1 hour.  As  a rule,  the  sedimentation  test  in 
this  series  corresponded  quite  closely  with 
the  white  blood  count,  both  of  which  helped 
mainly  in  ruling  out  acute  salpingitis. 

Surgery  revealed  that  the  left  tube  con- 
tained a blood  clot  the  size  of  a baseball  firm- 
ly adherent  with  dense  adhesions  to  the 
uterus,  sigmoid,  and  broad  ligament.  Pla- 
cental tissue  was  identified  in  the  cul-de-sac ; 
the  right  adnexial  tissue  was  adherent  to  the 
broad  ligament,  uterus  and  bowel;  the  right 
ovary  was  incorporated  in  a chocolate  cyst 
the  size  of  an  orange.  Nature  had  thus 
walled  off  the  cul-de-sac  from  the  peritoneal 
cavity.  The  Ascheim-Zondek  is  generally 
thought  to  be  positive  as  long  as  living  pla- 
cental tissue  remains;  and  to  become  nega- 
tive 7-10  days  after  detachment.  Thus,  a 
negative  test  in  old  cases  like  this  in  which 
the  fetus  was  dead  and  no  living  placental 
tissue  remained,  does  not  rule  out  an  ectopic, 
nor  mean  that  the  danger  period  is  past.  Re- 
peated hemorrhages  have  occurred  in  the 
face  of  this  negative  test. 

Needling  the  cul-de-sac  was  done  in  only  1 
of  the  32  cases.  This  is  about  the  right 
proportion,  since  the  procedure  is  dangerous 
and  should  be  used  only  to  differentiate  a 
cul-de-sac  abscess  if  some  resistance  and 
pointing  is  met  in  the  cul-de-sac  by  rectal  or 
vaginal  examination.  X-ray  diagnosis  is  of 
little  or  no  value  because,  by  the  time  ossifi- 
cation centers  appear  at  ten  weeks,  the  fate 
of  the  ectopic  has  usually  been  determined. 
None  of  our  cases  were  x-rayed. 

Curettement  was  done  in  only  one  case, 
a missed  diagnosis  of  an  incomplete  abor- 
tion. If  curettements  are  made  in  ectopic 
pregnancies,  decidual  tissue  is  seen  in  the 
uterine  scrapings.  If  done  in  inevitable 
abortions,  both  chorionic  and  decidual  tis- 
sues are  seen. 

TREATMENT 

Gardner  says,  “Once  the  diagnosis  of 
ectopic  pregnancy  has  been  made,  surgery  is 
the  most  conservative  method  of  treatment. 
In  a severe  case  a sudden,  complete  rupture, 
that  means  the  prolonged  delay  to  enable  the 
patient  to  react  from  the  shock,  is  now  con- 
sidered a dangerous  procedure.”  The  fact 
that  in  this  series  several  patients  recovered 
from  initial  shock  should  not  be  construed 
as  an  argument  for  delayed  surgery  and 
treatment  of  shock.  Delayed  surgery  fre- 
quently allows  fatal  hemorrhage. 
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The  first  operation  for  ruptured  ectopic 
pregnancy  was  done  by  Lawrence  Tate  in 
1883.  Although  the  patient  died,  Tate  be- 
lieved in  his  method.  Of  his  next  40  cases, 
only  1 died.  Since  then,  operation  has  been 
the  accepted  procedure  with  the  exception 
of  a temporary  set-back  in  1907  when  Hunt- 
er Robb  advised  delay,  on  the  principle  of 
“treating  the  shock” 

All  of  our  cases  were  operated  on  as  soon 
as  the  diagnosis  was  made.  In  4 cases  trans- 
fusions were  used  prior  to  surgery  or  at  the 
time  of  surgery.  In  5 cases  repeated  trans- 
fusions were  necessary ; in  1 case  1 900  cc.  of 
citrated  blood  in  4 different  transfusions. 
Intravenous  glucose,  1000  cc.  of  5 per  cent 
solution,  is  indicated  at  the  time  of  opera- 
tion, particularly  if  blood  is  not  available. 
An  effort  should  be  made  upon  diagnosis  to 
obtain  blood  donors  immediately,  but  the 
operation  should  not  be  delayed.  Cases  have 
been  reported  in  which  Type  4,  Moss  donors, 
even  without  cross-matching,  have  been  used 
with  beneficial  results  when  death  seemed 
imminent. 

In  the  interval  before  surgery  morphine 
should  be  used  both  for  shock  and  for  its  pos- 
sible retarding  effect  on  hemorrhage. 

The  patient  should  be  kept  warm  with  hot 
water  bottles  and  blankets,  and  routine  med- 
ical treatment  for  shock  should  be  adminis- 
tered. Postoperative  patients  usually  do 
very  well ; often,  by  the  end  of  the  operation 
the  pulse  is  greatly  improved.  Transfusion 
literally  lifts  the  postoperative  patient  to  re- 
covery and  is  even  more  effective  before  sur- 


gery. Most  surgeons  leave  the  free  blood  in 
the  peritoneal  cavity  to  be  absorbed  rapidly 
and  to  be  restored  to  the  circulation.  In  a 
case  report  of  the  John  Sealy  Hospital,  600 
cc.  of  the  patient’s  own  fluid  blood  removed 
from  the  abdomen  was  citrated  and  given 
as  an  autotransfusion  without  reaction. 

Operative  technic  for  removal  of  ectopic 
pregnancy  is  usually  simple  and  warrants  no 
special  consideration.  The  mortality  rate  be- 
fore the  days  of  operative  treatment  was  70- 
90  per  cent.  In  contrast,  Strausman  of  the 
Mayo  Clinic  reports  12.8  per  cent  mortality 
in  several  cases  at  New  Orleans  Charity  Hos- 
pital. In  our  small  series  there  was  no  mor- 
taity. 

SUMMARY 

1.  Of  32  cases  of  ectopic  pregnancy,  the 
white  blood  count  was  not  high  in  a large 
percentage  of  cases. 

2.  Diagnoses  were  missed  in  cases  of 
longer  duration  in  which  symptoms  and  pel- 
vic mass  more  nearly  resembled  old  chronic 
pelvic  inflammatory  disease. 

3.  In  the  large  percentage  of  these  cases, 
half  gave  no  history  of  a missed  period ; the 
symptoms  came  on  before  the  time  of  the 
next  period  and  sometimes  with  continued 
bleeding. 

4.  Immediate  surgery  is  the  only  safe 
treatment. 

5.  Absence  of  sudden  symptoms  and  of 
sudden  complete  rupture  does  not  rule  out 
other  types  of  ectopic  pregnancy. 


^ ^ ^ 


FREAKISH  INJURY  IN  ARMED  FORCES 

A freakish  injury  to  a civilian  is  described  in  the 
current  issue  of  War  Medicine,  published  by  the 
American  Medical  Association  in  cooperation  with 
the  Division  of  Medical  Sciences  of  the  National  Re- 
search Council,  by  John  A.  Siegling,  M.  D.,  Charles- 
ton, S.  C.,  because,  he  says,  it  is  one  that  might  be 
encountered  in  military  practice. 

A Negro  had  been  striking  a cold  chisel  with  a 
hammer  and  while  doing  so  felt  sudden  pain  in  his 
left  forearm.  On  examining  the  painful  area,  he  dis- 
covered a small  wound  on  the  inside  of  his  arm,  just 
below  the  bend  of  the  elbow.  As  there  was  free 
bleeding  he  left  his  work  immediately  and  reported 
to  the  hospital.  An  x-ray  revealed  a small  metallic 
foreign  body  about  2 inches  from  the  wound  in  the 


skin.  Steps  were  taken  to  remove  it  while  the  pa- 
tient’s arm  was  under  a fluoroscope.  The  patient 
lay  on  a table,  his  arm  raised,  and  preparations  were 
made  to  start  the  operation.  When  the  fluoroscope 
was  turned  on  no  foreign  body  was  visible  and  an 
x-ray  film,  made  immediately  afterward,  also  failed 
to  reveal  it.  The  patient  was  asked  to  return  the 
next  day  for  an  x-ray  examination  of  his  chest  at 
which  time  the  foreign  body  was  found  in  the  lower 
part  of  the  right  lung.  It  had  been  carried  through 
veins  to  the  heart  whence  it  had  been  pumped  into 
the  lung. 

When  the  patient  was  last  seen  six  months  after 
the  accident,  he  stated  he  had  never  experienced  any 
symptoms  referable  to  his  chest  as  a result  of  the 
foreign  body. 


Abdominal  Pregnancy  (Case  History)  * 

P.  J.  MARTIN,  M.  D.,  and  M.  E.  GRIER,  M.  D. 
Omaha,  Nebraska 


The  relative  infrequency  of  abdominal 
pregnancy  is  a disarming  factor  in  its  diag- 
nosis. It  occurs  most  often  as  a primary 
tubal  or  ovarian  implantation  with  incom- 
plete separation  at  the  time  of  rupture  or 
tubal  abortion.  This  permits  formation  of 
new  placental  attachment  to  structures  adja- 
cent to  the  primary  nidation.  The  broad 
ligament,  pelvic  wall,  intestine  or  bladder 
may  thus  be  invaded  by  the  trophoblast. 
The  absence  of  an  intervening  layer  of  de- 
cidua permits  deep  penetration  of  these 
structures  by  chorionic  villi,  presenting  a 
serious  problem  in  the  operative  treatment. 

Since  the  normal  hemostatic  mechanism 
is  absent,  simple  removal  of  the  placenta  lays 
open  an  extensive  vascular  network  with  pro- 
fuse bleeding,  difficult  or  impossible  to  con- 
trol by  ligature  or  packing.  Injury  to  the 
bladder  or  bowel  may  also  follow  attempts 
to  remove  placental  tissue  attached  to  these 
structures. 

Fetal  death,  which  may  occur  at  any  time, 
always  follows  failure  of  delivery  at,  or  near 
term  and  may  be  preceded  by  pseudo-labor. 
Fetal  death  is  attended  by  thrombosis  of 
some  of  the  placental  veins,  decreasing  some- 
what the  hemorrhagic  hazard  at  time  of  op- 
eration. 

The  symptomatology  follows  chronological- 
ly the  series  of  events  as  they  occur  within 
the  peritoneal  cavity.  There  is  usually  the 
history  of  early  ammenorrhoea  with  symp- 
toms and  findings  suggesting  Ectopic  preg- 
nancy, but  not  of  sufficient  severity  to  de- 
mand immediate  surgery.  There  follows  a 
period  of  quiescence  with  gradual  uterine 
enlargement  simulating  intra-uterine  preg- 
nancy. Further  intermittent  attacks  of  low- 
er abdominal  distress  occur  as  the  tropho- 
blast invades  new  areas  with  mild  bleeding 
and  peritoneal  irritation. 

Later  there  is  encroachment  upon  the 
abdominal  viscera,  with  pain  more  pro- 
nounced on  fetal  movement.  One  finds  a 
relatively  easily  palpable  fetus  with  fetal 
movements  felt  close  beneath  the  abdominal 
wall.  This  sign  was  not  of  benefit  in  the 
case  cited.  The  absence  of  the  contracting 
uterine  wall  around  the  fetus  may  be  noted 
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and  lateral  x-ray  with  the  patient  supine  may 
reveal  the  fetal  structures  just  beneath  the 
abdominal  wall.  Vaginal  examination  after 
fetal  bulk  is  established  may  disclose  the 
uterus  displaced  to  one  side  of  the  fetal  body. 
X-ray  may  confirm  this  finding. 

If  the  pregnancy  continues  without  inter- 
ruption beyond  the  stage  of  viability,  deliv- 
ery should  be  accomplished  prior  to  maturity 
since  fetal  death  may  occur  without  warning 
if  the  patient  is  allowed  to  go  to  full  term. 

Since  the  immediate  surgical  hazard  is 
hemorrhage,  the  patient  should  be  protected 
by  pre-operative  transfusion  when  necessary 
and  there  should  be  readily  available  donors 
for  post-operative  use.  The  abdomen  should 
be  opened  carefully  since  vascular  tissues 
may  lie  just  beneath  the  anterior  wall.  The 
fetus  should  be  removed  through  an  avascu- 
lar area  in  the  sac  and  the  placental  manage- 
ment governed  by  the  site  of  placental  at- 
tachment. Careful  examination  of  the  struc- 
tures involved  should  precede  any  attempt 
at  its  removal  since  uncontrollable  hemor- 
rhage may  otherwise  follow. 

If  the  broad  ligament  alone  be  involved 
and  in  such  manner  as  to  permit  ligation  of 
the  pedicle  and  removal  without  dissecting 
the  placenta  from  its  vascular  bed,  this  is 
the  treatment  of  choice.  Placental  attach- 
ment to  the  lateral  pelvic  wall  or  to  a hollow 
viscus  makes  its  removal  impossible  without 
massive  hemorrhage  or  perforation  of  the 
viscus.  Here  the  umbilical  cord  should  be 
ligated  close  to  the  placenta  and  the  abdomen 
closed  without  drainage.  Gradual  separation 
and  absorption  follows. 

Potential  infection  of  the  placental  area 
may  require  treatment  by  Marsupialization. 
This  is  followed  by  prolonged  drainage 
through  the  sinus  thus  formed  and  treat- 
ment by  this  method  is  to  be  avoided  wher- 
ever possible.  The  use  of  sulfanilamide  in- 
tra-peritoneally  would  decrease  the  need  for 
this  procedure. 

CASE  REPORT 

Mrs.  W.,  age  36,  housewife,  Gravida  six.  Entered 
St.  Joseph’s  Hospital  June  29,  1941.  Chief  com- 
plaint: Pain  in  lower  abdomen  of  24  hours  duration. 

Past  History:  Rib  resection  for  Empyema  1918; 
Appendectomy  1921;  Post  partum  sepsis  1928;  since 
that  date  she  has  had  persistent  pain  in  the  lower 
abdomen.  She  had  severe  pain  in  lower  abdomen  24 
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hours  prior  to  entrance  to  hospital.  She  was  in- 
definite in  regard  to  period  dates,  but  believed  her 
last  period  began  May  25,  1941,  although  she  had 
some  vaginal  bleeding  on  June  25,  1941. 

On  admission:  T 100.4;  P 92;  R 20;  with  no  eleva- 
tion above  these  levels  during  her  seven  day  stay  in 
hospital.  BP  104/64;  RBC  3,300,000;  Hg  63%; 
WBC  9,550;  N 75%.  Urine  negative  except  for  2 
to  3 pus  cells  per  H.  P.  F.  Friedman  July  5,  1941 : 
Positive. 

Pelvic  examination  disclosed  the  uterus  anterior, 
softened  and  slightly  enlarged.  There  was  some  in- 
filtration in  the  left  adnexa.  The  patient’s  discom- 
fort rapidly  subsided  and  she  was  discharged  on  her 
seventh  day.  On  discharge:  RBC  4,310,000:  Hg 
83%;  WBC  11,900;  N 81%.  Impression:  Probable 
intrauterine  pregnancy;  possible  ectopic. 

Patient  remained  relatively  quiet  at  home  and  was 
quite  comfortable  except  for  some  pain  following 
coitus  a few  days  after  leaving  hospital. 

On  July  24,  1941,  she  was  awakened  by  pain  in 
lower  abdomen,  radiating  to  chest  and  left  renal 
area.  There  was  a slight  bloody  vaginal  discharge 
on  this  day.  She  was  hospitalized  two  days  later 
with  generalized  abdominal  pain.  T 97.2;  P 96; 
R 26.  Temperature  peak  was  99  and  pulse  peak  96 
during  this  hospital  stay.  RBC  3,620,000;  Hg  66%  : 
WBC  10,550;  N 85%.  Urine  negative  except  for  16 
to  20  pus  cells  per  H.  P.  F.;  this  had  cleared  to  2 or 
3 pus  cells  per  H.  P.  F.  on  discharge  from  hospital. 
Coagulation  time  3 min;  bleeding  time  1 min. 

Pelvic  examination:  Uterus  anterior,  softened  and 
enlarged  to  the  size  of  10  weeks  pregnancy.  Some 
indefinite  fullness  in  left  adnexal  region,  but  no 
definite  mass  palpable.  The  patient  became  quite 
comfortable  on  her  second  day  and  was  dismissed 
on  her  sixth  day.  Diagnosis:  Intrauterine  pregnancy 
with  low  grade  pyelitis. 

She  continued  to  report  at  fairly  regular  intervals 
and  aside  from  abdominal  discomfort,  the  pregnancy 
appeared  to  be  progressing  normally.  During  De- 
cember, due  to  inclement  weather,  the  patient  be- 
came lax  in  reporting  until  she  appeared  on  January 
4,  1942,  having  noted  no  fetal  movements  during 
the  previous  week.  No  F.  H.  T.  could  be  heard  on 
that  date,  but  she  was  quite  comfortable  and  was 
permitted  to  return  home. 

Continued  observation  failed  to  disclose  evidence 
of  a living  fetus  and  she  re-entered  the  hospital  on 
January  25,  1942.  There  had  been  a small  amount 
of  bleeding  on  the  previous  day. 

On  admission:  RBC  4,290,000;  Hg  84%;  WBC 
12,350;  N 74%.  The  abdominal  mass  appeared  smal- 
ler; fetal  outline  was  lost;  no  fetal  movement  or 
F.  H.  T.  could  be  elicited.  Rectal  examination: 
Fetal  head  — 4;  cervix  thick  and  enlongated.  No 
vaginal  examination  made  on  admission.  AP  Film 
of  the  abdomen  outlined  an  8 months  fetus  with  the 
head  quite  high  and  to  the  right;  there  was  no  over- 
lapping of  the  skull  bones,  but  the  thoracic  cage  ap- 
peared to  be  collapsed. 

Medical  induction  was  not  successful.  Vaginal  ex- 
amination, under  gas,  with  the  intention  of  ruptur- 
ing the  membranes,  disclosed  the  cervix  long  and 
thick.  The  uterus  was  enlarged  to  the  size  of  a 12 
weeks  pregnancy  and  apparently  independent  of 
fetal  body.  Uterine  sound  confirmed  these  findings. 


Laparotomy  the  following  morning  revealed  a 
macerated  fetus  lying  within  an  intact  oval  sac  in 
the  free  peritoneal  cavity.  The  uterus  was  mod- 
erately enlarged  and  displaced  to  the  right.  The 
placenta  was  attached  to  the  left  adnexa  and  broad 
ligament  and  there  was  an  old  blood  clot  about  eight 
inches  in  diameter  within  the  fetal  envelope. 

Following  the  removal  of  the  fetus  and  the  clot, 
the  placenta  was  removed  intact  together  with  the 
left  adnexa  by  ligation  of  the  broad  ligament.  There 
was  a fair  amount  of  active  bleeding  during  the  re- 
moval of  the  fetus  and  the  clot  and  up  until  the 
pedicle  could  be  clamped. 

Blood  plasma  and  transfusions  were  used  to  com- 
bat shock  and  acute  anemia.  The  first  few  post- 
operative days  were  rather  stormy  and  the  incision 
began  draining  on  her  14th  post-operative  day, 
which  prolonged  her  hospital  stay.  She  was  dis- 
charged on  her  28th  day  and  recovery  continued  un- 
eventfully. Subsequent  office  examination  finds  the 
patient  well. 

The  final  diagnosis  immediately  explains 
the  patient’s  inability  to  become  permanent- 
ly comfortable  until  fetal  death.  In  retro- 
spect it  would  seem  that  definite  diagnosis 
could  have  been  made  earlier.  There  was 
evidence  of  left  adnexal  involvement  during 
her  first  two  hospital  admissions.  However, 
the  prompt  relief  of  symptoms  each  time  per- 
mitted her  leaving  the  hospital  without  sur- 
gical intervention.  Her  failure  to  report  for 
about  five  weeks  just  prior  to  her  final  en- 
trance to  the  hospital  unfortunately  prevent- 
ed study  during  this  time,  and  while  the 
fetus  was  still  alive.  There  was  no  change 
in  her  condition  during  this  time  other  than 
a decrease  in  her  discomfort  following  cessa- 
tion of  fetal  movements.  The  clinical  pic- 
ture in  this  condition  is  not  as  clear  cut  as 
one  might  hope  and  fetal  death  removes 
some  of  the  diagnostic  signs.  The  x-ray  as 
used  in  this  case  was  not  of  benefit  in  deter- 
mining the  extra-uterine  location  of  the 
fetus.  Vaginal  manipulation  is  routinely 
avoided  at,  or  near  term  unless  rectal  exam- 
ination provides  insufficient  information. 
Vaginal  examination  under  anesthesia  in  this 
case  gave  definite  information.  The  one  per- 
sistent symptom  was  abdominal  discomfort. 


The  worst  famine  ever  known  was  the  Doji 
Bara,  or  skull  famine  in  India,  so  called  be- 
cause the  people  died  in  such  large  numbers 
they  could  not  be  buried.  It  lasted  from 
1790  to  1792. 


North  Dakota  was  the  nation’s  healthiest 
state  in  1939  with  a death  rate  of  8.4  per 
1,000  population,  compared  with  the  national 
average  of  10.6. 


Active  Immunization  Against  Tetanus* 

DR.  JOHN  THOMAS 
Omaha,  Nebr. 


The  present  war  and  the  consequent  mobil- 
ization of  millions  of  soldiers  has  given  a 
great  impetus  to  the  use  of  toxoid  in  active 
immunization  against  tetanus.  Protection 
against  tetanus  is,  however,  as  necessary  in 
peace  as  in  war.  for,  although  the  incidence 
of  tetanus  in  civilian  life  is  low,  the  mortality 
is  alarmingly  high.  The  annual  death-rate 
from  tetanus  in  the  United  States  is  only 
1/100,000  population  and  is  much  higher  in 
the  southern  states.  The  case  fatality  rate 
is  close  to  50%. 

Prophylactic  passive  immunization  with 
tetanus  antitoxin,  while  helpful,  leaves  much 
to  be  desired.  All  of  us  are  interminably 
confronted  with  the  question  whether  anti- 
toxin should  be  given  in  a particular  in- 
stance. There  is  the  matter  of  sensitivity  to 
horse  serum,  with  its  attendant  dangers. 
Passive  immunization  with  antitoxin  pro- 
vides only  transitory  immunity.  The  usual 
1500  U dose  may  be  inadequate  in  cases  of 
overwhelming  infection.  Tetanus  not  infre- 
quently has  followed  an  injury  so  slight  that 
no  physician  has  been  called  and  no  prophy- 
lactic antitoxin  given. 

As  early  as  1915  attempts  were  made  to 
produce  a toxoid  which  could  be  used  for 
active  immunization  against  tetanus.  In 
1924,  Ramon,  using  methods  similar  to  those 
used  in  the  preparation  of  diphtheria  toxoid 
(formaldehyde  and  heat  treatment  of  toxin), 
prepared  tetanus  toxoid  and  demonstrated 
its  prophylactic  value  in  animals.  In  1933, 
Ramon  and  Zoeller  reported  the  immuniza- 
tion against  tetanus  of  humans,  using  this 
toxoid.  Ramon’s  toxoid  was  later  improved 
by  the  alum-precipitation  method.  Toxoid 
so  produced  is  less  irritating  locally  and  is 
antigenically  more  potent  than  is  ordinary 
toxoid. 

Toxoid  has  been  given  by  many  workers 
in  various  doses  and  at  different  intervals. 
Most  of  the  observers  in  the  field  now  feel 
that  three  injections  given  at  intervals  of 
four  weeks  or  more  result  in  the  greatest 
and  most  lasting  immunity.  It  is  usually 
administered  subcutaneously  in  doses  of  one 
cc.  each.  A single  stimulating  dose  is  given 
at  the  time  of  injury. 

‘Delivered  before  Omaha  Mid-West  Clinical  Society,  Omaha, 
October,  1942. 
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The  U.  S.  Army  gives  three  injections  of 
plain  toxoid  three  or  four  weeks  apart,  a 
stimulating  dose  at  the  end  of  a year,  an- 
other during  the  month  before  departure  for 
the  combat  zone,  unless  this  occurs  within  six 
months  of  the  stimulating  dose.  Another 
dose  is  given  at  the  time  of  injury. 

The  U.  S.  Navy  and  Marine  Corps  use 
alum-precipitated  toxoid  and  the  basic  course 
consists  of  two  injections  four  weeks  apart. 
Otherwise  their  plan  is  the  same  as  that  of 
the  Army. 

The  criteria  of  immunity  to  tetanus  are 
not  yet  clear.  An  arbitrary  titre  of  0.1  unit 
of  tetanus  antitoxin  per  cc.  of  serum  has 
been  generally  accepted  as  representing  the 
protective  level.  This  figure  is  based  upon  a 
similar  known  protective  level  in  guinea  pigs 
and  upon  the  fact  that  levels  of  0.1  unit  or 
more  develops  following  injection  of  tetanus 
antitoxin  (1500  U). 

A single  injection  of  tetanus  toxoid  ordi- 
narily produces  no  significant  amount  of 
antitoxin.  It  apparently  only  sensitizes  the 
patient  or  prepares  him  so  that  he  will  re- 
spond to  subsequent  injections  by  a rapid 
and  pronounced  production  of  antitoxin. 
Within  two  weeks  of  the  second  dose,  anti- 
toxin levels  of  from  0.1  to  9 units  per  cc.  re- 
sult. Following  the  third  dose,  even  higher 
antitoxin  blood  levels  are  seen. 

Reactions  to  the  toxoid  are  considerably 
less  than  we  are  accustomed  to  seeing  fol- 
lowing the  administration  of  antitoxin.  Of 
61,042  men  immunized  in  the  R.  A.  F.  only 
two  had  anaphylactic  reactions  and  twelve 
showed  constitutional  symptoms  such  as  ma- 
laise and  fever.  Seven  had  urticaria.  No 
fatalities  attributable  to  the  toxoid  have 
been  reported.  The  reactions  are  probably 
due  to  the  Witt  and  Berna  peptone  used  in 
the  culture  medium. 

Alum-precipitated  tetanus  toxoid  is  ther- 
mostable and  therefore  requires  no  refrigera- 
tion. It  may,  therefore,  be  carried  into  the 
front  lines  in  time  of  war  and  carried  in  the 
doctor’s  bag  in  time  of  peace. 

Tetanus  toxoid  combined  with  diphtheria 
toxoid  is  used  extensively  at  present  in  pedi- 
atric practice.  The  combination  actually  re- 
sults in  a higher  immunity  to  both  diseases 
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than  would  be  obtained  if  the  toxoids  were 
administered  separately. 

There  is  a record  of  only  one  case  of 
tetanus  in  an  actively  immunized  patient,  a 
man  who  recovered  from  “an  essentially  be- 
nign and  localized  form  of  tetanus.” 

The  campaign  in  Flanders  and  the  evacua- 
tion from  Dunkirk  gave  indisputable  evi- 
dence of  the  value  of  active  immunization. 
90%  of  the  B.  E.  F.  were  so  immunized. 
Because  of  the  urgency  of  the  situation,  most 
of  the  wounded  reached  England  without  re- 
ceiving antitoxin  or  toxoid.  Among  approxi- 


mately 1,800  wounded  who  were  not  actively 
immunized,  there  were  8 cases  of  tetanus ; 
there  were  no  cases  of  tetanus  among  those 
who  were  actively  immunized. 

Active  immunization  against  tetanus  is 
recommended  not  only  for  members  of  the 
armed  forces,  but  also  for  all  children,  for 
persons  engaged  in  hazardous  trades  and 
especially  is  it  desirable  in  allergic  indivi- 
duals. 
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IN  THIS  ISSUE 


THIS  issue  is  the  M.  C.  H.  number,  pre- 
senting the  following  articles: 

SOFT  Parts  Dystocia  by  Dr.  J.  P.  Green- 
hill,  a subject  of  great  interest  to  every 
physician.  Dr.  Greenhill  is  Professor  of  Ob- 
stetrics and  Gynecology  at  Loyola  University 
School  of  Medicine,  and  Professor  of  Gyne- 
cology of  Cook  County  Graduate  School  of 
Medicine.  His  paper  is  on  page 136 

THE  examination  of  the  cervix  is  another 
subject  in  which  physicians  have  a great 
interest.  Dr.  R.  J.  Stearns,  Assistant  Pro- 
fessor of  Gynecology  at  the  University  Col- 
lege of  Medicine  covers  the  subject  adequate- 
ly from  the  viewpoint  of  the  general  practi- 
tioner. Page... - 142 

ECTOPIC  pregnancies  constitute  one  of  the 
problems  of  medicine  which  always  presents 
difficulties  both  in  diagnosis  and  manage- 
ment. Dr.  Redgwick,  now  on  active  duty  in 
the  Naval  Reserve,  presents  a comprehensive 
discussion  of  this  condition  on  page 144 

AND  by  way  of  illustration,  and  at  the 
request  of  the  editor,  a practical  example  is 
presented  by  Drs.  Paul  J.  Martin  and  Maurice 
E.  Grier  on  page 148 

NO  M.  C.  H.  number  would  be  complete 


without  a discussion  of  child  immunization, 
therefore  we  publish  a brief  evaluation  on 
“Active  Immunization  Against  Tetanus,”  by 
Dr.  John  Thomas  as  presented  at  the  last 
session  of  the  Omaha  Mid-West  Clinical  So- 
ciety. Page ....150 

BY  way  of  diversified  interest  we  present 
a description  of  the  activities  of  the  Bureau 
of  Examining  Boards  of  our  State  Health 
Department.  This  paper  was  submitted  by 
Mrs.  Jeanette  Crawford,  the  Director  on 
page  152 

THE  Council  on  Industrial  Health  of  the 
American  Medical  Association  submits  a spe- 
cial warning  on  a hitherto  unappreciated 
disease.  With  the  unprecedented  expansion 
of  industrial  activities  in  Nebraska,  as  else- 
where, this  article  should  be  read  by  every- 
one. It  is  found  on  page.... 154 

DO  NOT  MISS  The  Message  of  your 
President  in  this  issue.  This  is  the  last 
month  during  which  Dr.  King  will  com- 
municate in  his  capacity  as  president.  The 
Journal  wishes  to  express  its  appreciation  for 
Dr.  King’s  faithfulness  in  submitting  copy 
each  month,  and  what’s  more,  the  copy  was 
always  on  time.  The  president’s  Message 
appears  on  page 135 


The  Bureau  of  Examining  Boards — 
Its  Duties  and  Functions 


JEANETTE  CRAWFORD 
Director  Bureau  of  Examining  Boards 


iu  as  concise  an  article  as  possible,  it  is  my 
desire  to  familiarize  the  members  of  the 
medical  profession  with  the  activities  of  the 
Bureau  of  Examining  Boards  for  as  such 
members  you  should  be  cognizant  of  the 
facilities  offered  to  you  by  the  Division  to 
whom  you  pay  a yearly  fee  without  seem- 
ingly reaping  any  benefits  therefrom. 

No  doubt  you  are  aware  that  the  Bureau 
is  a self-sustaining  division,  not  requiring 
any  appropriation  for  support.  There  are 
twelve  professions  under  its  supervision,  to- 
taling approximately  12,500  licensees.  In- 
dividual statistics  are  kept  of  each  member, 
together  with  a record  of  each  reported  in- 
fraction of  the  law  governing  their  profes- 
sion, any  conviction  based  on  its  ethics,  and 
all  revocation  proceedings. 

The  primary  function  of  the  Bureau  is  to 
issue  licenses.  Certain  steps  must  be  taken 
to  accomplish  this  so  perhaps  an  explanation 
of  the  various  laws  and  procedures  would 
be  of  assistance. 

The  Basic  Science  certificate,  now,  is  the 
first  requirement.  Application  must  be  made 
at  least  fifteen  days  prior  to  the  examina- 
tions which  are  given  three  times  a year — 
January,  May,  October.  It  is  only  necessary 
that  the  applicant  submit  proof  he  is  at  least 
seventeen  years  of  age,  a high  school  gradu- 
ate and  of  good  moral  character.  The  iden- 
tity of  the  applicant  is  kept  secret  until 
after  the  grades  have  been  submitted  to  the 
Bureau  by  the  Board.  This  is  accomplished 
by  having  the  applicant’s  paper  designated 
by  number,  and  having  a corresponding  num- 
ber on  the  identification  card  which  is  kept 
by  the  Director  of  the  Bureau  of  Examining 
Boards  who  supervises  all  examinations. 

The  pre-requisites  to  obtaining  a medical 
license  are  stated  in  the  statutory  provisions 
and  are  not  necessary  to  quote  at  this  time. 
The  procedure  followed  during  the  examina- 
tion is  the  same  as  outlined  above. 

For  reciprocal  licenses,  the  law  is  a little 
more  demanding,  and  clarification  is  neces- 
sary. 

The  Basic  Science  law  states  that  an  ex- 
amination can  be  waived  if  the  applicant 
submits  proof  that  he  has  passed  an  exam- 


ination in  the  Basic  Sciences  before  a Board 
of  Examiners  in  the  basic  sciences  or  a board 
authorized  to  issue  licenses  to  practice  the 
healing  arts  in  another  state,  when  the  re- 
quirements of  that  state  are,  in  the  opinion 
of  the  Board,  not  less  than  those  provided 
by  this  act,  and  if  such  state  grants  like 
exemption  from  examination  in  the  basic 
sciences  to  persons  granted  certificates  by 
the  board  of  this  state.  A passing  grade  of 
75%  in  each  subject  is  required  by  law.  As 
these  provisions  lead  to  confusion,  the  Board 
of  Basic  Science  Examiners  have  adopted  the 
policy,  in  the  case  of  a sister  state  board  hav- 
ing examined  the  applicant  in  the  required 
subjects,  of  requesting  a certified  statement 
of  the  grades  earned  by  the  applicant  in  his 
examination.  In  the  case  of  a National 
Board  certificate,  the  original  papers  must 
be  submitted  for  purposes  of  re-grading. 
The  Board  has  no  interest  in  the  particular 
profession  in  which  the  applicant  wishes 
eventually  to  become  licensed,  and  asks  no 
questions  concerning  this  information.  If, 
in  the  discretion  of  the  Board,  the  standards 
of  the  examinations  are  not  as  high  as  those 
in  Nebraska,  it  is  their  duty  to  refuse  said 
waiver. 

The  two  most  important  factors  in  ob- 
taining a medical  license  are  full  citizenship 
and  at  least  one  year’s  practice,  immediately 
preceding  date  of  application,  in  the  state 
from  which  the  applicant  seeks  reciprocity. 

For  a Nebraska  licensee  to  obtain  reci- 
procity in  another  state,  it  is  necessary  to 
have  his  grades  and  record  certified  on  the 
form  supplied  by  said  state.  The  law  re- 
quires a fee  of  $1  for  this  certification.  Un- 
necessary delay  is  sometimes  caused  by 
failure  to  submit  this  amount  and  C.  0.  D. 
deliveries  are  prohibited.  Certifications  are 
forwarded  the  same  day  as  received  when 
accompanied  by  the  fee. 

So  many  times  the  question  of  the  dis- 
bursement of  fees  is  raised  that  a short  ex- 
planation of  this  seems  necessary.  By  law, 
all  examination  and  reciprocal  fees  go  into 
what  is  known  as  the  Board  Fund  which 
can  only  be  drawn  upon  by  the  Board  mem- 
bers. The  renewal  fees  go  into  the  Bureau 
Fund  and  are  used  for  office  salaries,  up- 
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keep,  investigation,  and  enforcement  pur- 
poses. By  statute,  15%  of  all  fees  goes  into 
the  General  Fund. 

A full  time  inspector  is  employed  by  the 
Bureau  to  investigate  all  complaints  and  to 
recommend  any  necessary  action.  As  revo- 
cation and  court  proceedings  are  very  tech- 
nical, sufficient  evidence  to  warrant  a con- 
viction is  demanded  before  either  is  com- 
menced. This  insures  a protection  for  the 
Bureau  as  well  as  the  complainee  who  can 
be  assured  of  not  being  harassed  by  actions 
resulting  from  unwarranted  complaints. 

In  addition,  the  Bureau  offers  the  follow- 
ing facilities  for  your  convenience: 

1.  A retirement  list  which  gives  you  the 
privilege  of  requesting  your  name  being 
placed  thereon  while  not  actively  engaged 
in  practice  in  the  state.  This,  in  no  way,  af- 
fects the  legal  status  of  your  license,  but 
merely  waives  the  payment  of  renewal  fees 
during  the  years  your  name  is  on  said  list. 
Current  dues  must  be  paid  before  you  can 
take  advantage  of  this  provision  and  notice 
must  be  given  when  you  resume  active  prac- 
tice and  current  dues  paid. 

2.  The  laws  of  the  forty-seven  other 
states  are  on  file  in  the  office  for  your  con- 
venience. These  are  kept  as  accurate  as  pos- 
sible, although,  with  constant  changes  being 
made  and  board  rulings,  it  is  sometimes  diffi- 
cult to  do  so. 

3.  The  law  does  not  require  that  notice  be 
given  when  a license  is  revoked  because  of 


non-payment  of  renewal  fees,  however,  this 
policy  has  been  adopted  because  in  most  in- 
stances it  is  negligence  on  the  part  of  the 
licensee  and  the  notice  rather  forcibly  brings 
this  fact  to  his  attention. 

4.  The  office  keeps  as  accurate  a file  as 
possible  on  all  licenses  that  are  revoked  or 
suspended  in  other  states,  and  refers  to  the 
same  each  time  an  application  for  a reci- 
procal license  is  made.  In  this  manner,  ethi- 
cal practitioners  can  be  assured. 

In  return  for  these  services,  the  Bureau 
asks  your  cooperation  by  reporting  any  viola- 
tions which  are  kept  confidential  in  so  far  as 
possible;  notification  of  any  change  in  ad- 
dress ; acquainting  yourselves  with  the  facili- 
ties of  the  Bureau  and  using  them  whenever 
possible. 

A short  summation  of  the  salient  features 
of  this  article  which  would  enable  you  to 
have  necessary  data  at  your  fingertips  is 
hereby  presented  for  your  convenience: 

1.  Payment  of  renewal  fee  on  or  before 
October  1st  of  each  year. 

2.  Taking  advantage  of  the  retirement 
provision. 

3.  Submitting  necessary  certification  fee 
with  all  applications. 

4.  Submitting  a complete  application 
when  applying  for  reciprocity. 

5.  Notifying  the  Bureau  of  change  of  ad- 
dress. 


^ ^ % 


LIVING  UP  TO  TRADITION 

The  medical  profession  hasn’t  done  a lot  of  talk- 
ing about  the  “sacrifices”  its  members  are  making. 
And  yet  doctors,  perhaps  more  than  any  other  group 
next  to  the  service  men,  are  making  real  sacri- 
fices in  this  war. 

Thousands  of  them  have  voluntarily  given  up 
their  practices.  They  live  in  the  foxholes  with  the 
soldiers.  They  fight  and  die  with  the  navy  and 
the  marines.  They  perform  miracles  amid  blood  and 
suffering.  Gone  is  the  business  for  which  they 


spent  so  many  years  in  preparation,  often  on  a 
financial  shoe  string. 

The  doctors  left  at  home  are  making  sacrifices 
too.  Men  who  should  be  enjoying  the  leisurely 
aftermath  of  useful  careers  are  back  in  harness 
working  at  a killing  pace.  They  are  on  duty  24 
hours  a day — and  they  don’t  yell  for  time-and-a-half 
when  Mrs.  Jones  is  having  a baby  at  3 a.  m. 

The  doctors  are  carrying  out  the  tradition  of 
American  medicine  in  every  emergency.  Their 
example  might  well  be  followed  by  workers  in  other 
fields. — From  Telegraph,  North  Platte. 


Special  Warning  Bulletin* 


Subject:  Epidemic  Kerato-conjunctivitis. 

Incubation  Period:  Five  to  ten  days. 

Clinical  Manifestations.  The  onset  may  be  pre- 
ceded by  a low  fever  and  mild  generalized  malaise. 
The  local  ocular  symptoms  are  merely  those  of  a 
foreign  body  or  conjunctival  irritation.  One  eye  is 
usually  affected  first,  and  in  a large  percentage  of 
cases  the  second  eye  becomes  infected  within  five  to 
eight  days.  Preauricular  and  submaxillary  glandu- 
lar involvement  with  tenderness  is  common  in  a high 
percentage  of  cases. 

Edema  of  the  lids  and  the  conjunctiva,  especially 
the  transitional  fold,  is  very  frequent.  The  conjunc- 
tiva presents  the  appearance  of  a simple  purulent 
conjunctivitis  but  with  little  or  no  formation  of  pus. 
Small  areas  of  pseudo-membrane  are  not  infrequent 
and  when  removed  leave  either  small  white  dotted 
points  or  some  bleeding  points.  The  bulbar  con- 
junctiva becomes  edematous  early.  At  this  stage, 
there  is  some  lacrimation  and  photophobia,  but  real 
pain  and  blepharo-spasm  do  not  appear  until  the 
cornea  becomes  involved. 

The  percentage  of  cases  in  which  corneal  involve- 
ment occurs  varies  from  50%  to  90%.  In  six  to 
twelve  days  after  the  conjunctivitis  appears,  the 
cornea  becomes  involved  by  the  appearance  of  dis- 
crete gray  infiltrates  that  lie  in  and  immediately  un- 
der the  epithelial  layer  of  the  cornea.  They  may 
be  confined  to  the  periphery  of  the  cornea  but  in  a 
large  percentage  of  cases  involve  the  pupillary  area 
of  the  cornea  directly.  These  infiltrates  are  discrete 
and  seldom  become  complicated  by  an  erosion  of  the 
corneal  epithelium  with  resultant  staining  with 
fluorescin.  The  extent  of  visual  impairment  de- 
pends upon  the  number  of  infiltrates  and  their  lo- 
cation. 

Clinical  Course:  The  disease  is  self-limited.  In 

the  majority  of  instances,  the  conjunctivitis  disap- 
pears spontaneously  in  14  to  18  days.  The  corneal 
complication  may  disappear  in  seven  days  or  may 
last  for  many  months.  The  longer  they  persist 
the  greater  is  the  danger  of  permanent  visual  im- 
pairment. 

Laboratory  Findings:  Scrapings  of  the  conjunc- 

tiva show  a preponderance  of  monocytes.  Cultures 
and  smears  are  either  negative  or  show  the  usual 
contaminations. 

Treatment:  There  is  no  specific  treatment  that 

has  shown  a definite  influence  upon  the  course  of  the 
disease.  During  the  acute  stage  the  eyes  should  be 
kept  clean  with  irrigations  of  boric  acid,  normal 
saline,  or  one  to  five  thousand  oxycyanid  of  mercury. 
If  there  is  much  photophobia,  1 per  cent  holocaine 
may  be  instilled  at  frequent  intervals.  Five  per 
cent  sulfathiazole  ointment  has  been  used,  as  has 
5 per  cent  solution  of  sodium  sulfathiazole  sesqui- 
hydrate.  For  persistent  corneal  infiltrates,  x-ray 
has  seemingly  yielded  some  results. 

♦Issued  by  the  Council  on  Industrial  Health  of  the  American 
Medical  Association. 
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Period  of  Infectivity:  It  is  not  yet  known  how  long 
the  danger  of  transmission  to  others  exists.  At 
present  for  practical  purposes  a sufferer  from  Epi- 
demic Kerato-conjunctivitis  may  be  allowed  to  re- 
turn to  work  when  the  active  conjunctivitis  has 
disappeared. 

Preventive  Measures:  At  present  the  only  pre- 

ventive measure  known  is  complete  isolation  of  in- 
fected persons.  Inasmuch  as  the  disease  has  been 
transmitted  through  medical  personnel,  the  most 
meticulous  asespsis  must  be  insisted  upon.  Not  only 
must  physicians  and  nurses  wash  their  hands  thor- 
oughly with  soap  and  water  after  each  patient,  but 
also  eye  droppers,  solutions,  instruments,  etc.,  must 
be  sterilized  to  prevent  infection  of  non-contam- 
inated  persons.  The  infected  individual  must  be  told 
of  the  danger  of  transmission  of  this  disease  to 
others,  not  only  in  the  plant,  but  even  in  the  home 
surroundings.  It  is  suggested  that  in  industrial 
plants  where  Epidemic  Kerato-conjunctivitis  has 
made  its  appearance  the  following  methods  of  pro- 
cedure be  adopted: 

1.  In  smaller  plants  with  a limited  personnel, 
every  individual  with  a red  eye  should  be  stopped  at 
the  entrance  of  the  plant  and  sent  direct  to  the  plant 
physician  to  determine  whether  or  not  Epidemic 
Kerato-conjunctivitis  is  present. 

In  larger  plants  where  such  a procedure  is  not 
possible,  supervisors  and  foremen  should  be  in- 
structed in  detail  to  make  rounds  immediately  when 
a fresh  shift  starts,  and  send  any  individual  with 
a red  eye  to  the  medical  office. 

2.  If  the  cases  are  to  be  treated  at  the  medical 
department  of  the  plant,  a separate  room  should  be 
set  aside  for  such  cases  and  in  that  room  there  must 
be  exercised  the  most  scrupulous  asespsis  even  to 
washing  off  the  arms  of  the  chairs  in  which  the 
patients  sit.  Aside  from  the  aseptic  and  separate 
care  of  the  recognized  cases  of  the  disease,  special 
cleanliness  of  the  hands  of  the  physician  in  the  gen- 
eral clinic  should  be  maintained,  with  the  use  of  an 
effective  disinfectant  between  cases,  lest  the  infec- 
tion be  spread  by  means  of  undiagnosed  cases,  espe- 
cially those  suspected  of  having  foreign  bodies  in 
the  eye. 

3.  Every  case  of  Epidemic  Kerato-conjunctivitis 
should  be  excluded  from  the  communal  facilities  of 
the  plant  until  the  inflammation  has  subsided  to 
the  point  where  the  plant  physician  considers  it 
no  longer  transmissible. 

4.  Explicit  instructions  should  be  given  to  every 
individual  regarding  the  danger  of  transmission, 
and  emphasizing  the  decrease  in  the  war  effort  as  a 
result  of  the  time  lost  from  Epidemic  Kerato-con- 
junctivitis. 

5.  The  local  health  authorities  should  be  notified 
immediately  of  the  existence  of  individual  cases. 

This  statement  has  been  prepared  jointly  by  the 
United  States  Public  Health  Service  and  the  Com- 
mittee on  Industrial  Ophthalmology  of  the  Ameri- 
can Medical  Association,  for  distribution  to  all 
physicians. 


Recommendations  for  a Venereal  Disease 
Control  Program  in  Industry 

Report  of  the  Advisory  Committee  on  the  Control  of 
Venereal  Diseases 

OTIS  L.  ANDERSON,  Chairman 


In  order  to  assemble  current  authoritative  in- 
formation and  to  formulate  basic  principles  ap- 
plicable to  a program  of  venereal  disease  control  in 
industry,  the  Surgeon  General  has  appointed  an 
Advisory  Committee  to  the  United  States  Public 
Health  Service.  This  Committee  has  outlined  the 
objectives  of  such  a program  as: 

A.  Medical  and  Public  Health: 

1.  To  find  and  refer  for  proper  medical  manage- 
ment all  cases  of  venereal  diseases  among  workers 
in  industry. 

2.  To  establish  equitable  policies  for  the  employ- 
ment of  applicants  and  continuation  of  services  of 
employees  who  have  venereal  diseases. 

3.  To  coordinate  the  community  and  industrial 
venereal  disease  control  programs. 

B.  Employee: 

1.  To  improve  the  physical  condition  of  employees. 

2.  To  reduce  the  number  of  workdays  lost  through 
illness  or  injury. 

3.  To  provide  job  placement. 

4.  To  prolong  and  increase  the  earning  power  of 
employees. 

C.  Employer: 

1.  To  reduce  compensation  costs. 

2.  To  lessen  work  interruptions  and  labor  turn- 
over. 

3.  To  enhance  production  by  increasing  the  effi- 
ciency of  workers. 

4.  To  minimize  personnel  problems. 

In  order  to  assure  agreement  on  all  phases  of 
fundamental  policy,  the  committee  recommends  that 
certain  agencies  be  consulted  in  carrying  out  this 
program:  the  State  labor  department,  industrial 
commission  or  similar  department  of  State  govern- 
ment; the  appropriate  committee  of  the  State  medi- 
cal society;  the  association  representing  employers; 
the  labor  organizations;  appropriate  voluntary 
health  and  welfare  associations. 

Responsibility  for  the  administration  of  the  pro- 
gram should  be  shared  by  the  industrial  hygiene 
and  venereal  disease  divisions  of  the  State  health 
department.  The  program  should  not  be  inaugur- 
ated without  a complete  educational  program.  The 
employee  should  be  convinced  that  adequate  treat- 
ment protects  both  his  health  and  his  ability  to  earn 
a living,  and  the  employer  that  not  all  cases  of  ven- 
ereal disease  are  infectious,  through  an  educational 
program  before  venereal  disease  control  measures 
are  introduced. 

In  order  that  the  control  program  may  be  effec- 
tive, preemployment  examinations  should  be  man- 
datory for  all  workers.  Laboratory  tests  for 
syphilis  and  gonorrhea  should  be  made  a part  of  the 
periodic,  reemployment  or  “return  from  illness’' 
physical  examinations  which  are  the  policy  of  the 


industry.  The  interval  between  examination  should 
under  no  circumstances  be  more  than  three  years. 

It  is  of  utmost  importance  that  the  results  of 
the  medical  examination  be  considered  confidential 
between  the  worker  and  the  medical  staff.  Informa- 
tion should  be  furnished  to  others  only  with  the  con- 
sent of  the  individual  concerned  or,  failing  this,  on 
legal  advice.  The  medical  staff  should  make  proper 
recommendations  to  the  management  as  to  the 
physical  fitness  of  the  employee  for  work.  When 
the  usual  clinical  record  is  kept  in  an  open  file, 
venereal  disease  forms  should  be  filed  in  the  medical 
departments  for  the  use  of  the  medical  staff  only. 

There  is  no  reason  for  denying  employment  to  an 
applicant  or  for  discharging  an  employee  because 
an  examination  has  revealed  evidence  of  syphilis  or 
gonorrhea,  provided: 

1.  That  the  employee  agrees  to  place  himself  un- 
der competent  medical  management; 

2.  That,  if  the  disease  is  in  the  infectious  stage, 
employment  should  be  delayed  or  interrupted  until 
such  time  as  a non-infectious  state  is  established 
through  treatment  and  open  lesions  are  healed; 

3.  That  when  syphilis  exists  in  a latent  stage, 
employment  should  not  be  delayed  nor  interrupted; 

4.  That  employment  may  be  deferred  or  denied 
when  the  individual  is  an  industrial  hazard; 

5.  That  occupational  readjustments  of  employees 
be  made  of  individuals  developing  disabling  mani- 
festations; 

6.  That  workers  with  syphilis  in  any  of  its  stages 
be  excluded  from  areas  where  there  is  exposure  to 
chemicals  which  may  produce  toxic  reactions,  and 
those  having  cardiovascular  syphilis  or  neuro- 
syphilis should  not  be  exposed  to  physiologic 
stresses; 

7.  That  workers  with  gonorrhea  should  be  allowed 
to  work  only  under  special  medical  observation  dur- 
ing the  administration  of  sulfonamide  drugs. 

The  applicant  or  the  employee  whose  examination 
reveals  evidence  of  a venereal  disease  should  be 
called  to  the  industrial  physician’s  office  for  a 
conference.  He  should  be  instructed  as  to  the  na- 
ture of  the  disease  which  he  has  in  order  that  he 
may  cooperate  intelligently  with  the  requirements 
of  the  program.  He  should  be  referred  to  a re- 
putable source  for  medical  attention  and  be  fur- 
nished with  a letter  directed  to  his  physician  stating 
the  results  of  the  examination  and  what  is  expected 
of  the  employee  as  to  regularity  of  treatment  if 
he  is  to  be  employed.  The  industrial  physician 
should  receive  a record  of  treatment  at  about  month- 
ly intervals.  The  names  of  individuals  who  have 
neglected  or  refused  treatment  should  be  turned 
over  to  the  health  department  for  appropriate  action 
in  bringing  them  back  to  treatment. 

The  plant  physician  making  a tentative  diagnosis 
of  communicable  syphilis  or  gonorrhea  should  with- 
out delay  acquaint  the  appropriate  health  authority 
with  the  facts. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


The  House  of  Delegates  and  the  Coun- 
cil of  the  Nebraska  State  Medical  As- 
sociation will  meet  in  the  Hotel  Lin- 
coln, Lincoln,  on  Tuesday,  May  4,  1943. 
The  Delegates  and  Council  members, 
and  all  others  who  wish  to  attend  the 
sessions  should  be  there  early.  Sessions 
will  start  at  9 o’clock. 


NEBRASKA  PUBLIC  HEALTH 
CONFERENCE 

Nebraska  is  to  have  a rare  opportunity  to 
hear  outstanding  national  and  international 
authorities  in  Public  Health  on  the  evening  of 
May  16th,  and  on  May  17th. 

The  Nebraska  Public  Health  Conference  is 
being  sponsored  by  the  State  Health  Plan- 
ning Committee  and  the  State  Health  De- 
partment. It  will  be  held  at  the  Cornhusker 
Hotel.  Sessions  will  start  Sunday  evening. 

A team  of  experts  sponsored  by  the  Amer- 
ican Public  Health  Association  will  hold  four 
such  conferences  in  cities  in  the  middle  and 
far  west.  They  have  accepted  Lincoln’s  in- 
vitation for  one  of  these  conferences. 

Those  taking  part  will  be  Dr.  Robert 
Hughes  Parry,  Health  Officer  of  Bristol, 
England;  Dr.  John  L.  Rice,  former  Commis- 
sioner of  Health  for  New  York  City;  Dr. 
Reginald  M.  Atwater,  Executive  Secretary 
of  the  American  Public  Health  Association; 
Dr.  Don  W.  Gudakunst,  Medical  Director  of 
the  National  Foundation  for  Infantile  Paraly- 
sis; Miss  Dorothy  Deming,  Public  Health 
Nurse  Consultant  and  Staff  Merit  System 
Specialist  of  the  American  Public  Health 
Association,  and  representatives  from  the 
U.  S.  P.  H.  S.  and  Children’s  Bureau.  Public 
Health  problems  in  Nebraska  will  be  dis- 
cussed. 

The  meetings  will  be  open  to  the  public 
and  a large  representation  from  Lincoln, 
Omaha  and  over  the  state  are  expected  to 
avail  themselves  of  this  unusual  opportunity. 

Make  your  plans  now  to  have  your  town, 
city  or  district  represented. 
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SYMPOSIUM  ON  OBSTETRICAL 
ANALGESIA  AND  ANESTHESIA 

The  Department  of  Obstetrics  and  Gyne- 
cology of  the  University  of  Nebraska  Col- 
lege of  Medicine  presents  a symposium  on  ob- 
stetrical analgesia  and  anesthesia  at  the  Uni- 
versity Hospital,  42nd  and  Dewey  Avenue, 
Omaha,  Nebraska,  on  May  28,  1943,  in  coop- 
eration with  the  Nebraska  State  Medical  As- 
sociation and  the  Division  of  Maternal  and 
Child  Health,  State  Department  of  Health. 

GUEST  SPEAKERS 

F.  S.  Hartman,  M.  D.,  Pathologist  Henry  Ford 
Hospital,  Detroit,  Michigan. 

R.  A.  Hingson,  M.  D.,  Anesthetist  P.  A.  Surgeon, 
USPHS  Staten  Island,  N.  Y. 

N.  R.  Kretzschmar,  M.  D.,  Obstetrician,  Associate- 
Professor  of  Obstetrics  and  Gynecology  University 
Hospital,  Ann  Arbor,  Michigan. 

A.  H.  Parmalee,  M.  D.,  Pediatrist,  Associate- 
Professor  of  Pediatrics  Rush  Medical  College,  Chi- 
cago, Illinois. 

And  members  of  the  faculty  of  the  University 
of  Nebraska  College  of  Medicine. 

LOCAL  ARRANGEMENTS 

Registration — University  of  Nebraska  College  of 
Medicine. 

Information,  Telephone  Calls,  Etc. — Office  of  Dr. 
W.  E.  Brown,  Third  Floor  University  Hospital. 

Operative  Clinics — Surgical  Amphitheatre,  Uni- 
versity Hospital. 

For  further  information  write  to:  Willis  E.  Brown, 
M.  D.,  University  Hospital,  Omaha,  Nebraska. 

PROGRAM 

Friday  Morning,  May  28,  1943 
Chairman,  Dr.  King 
9:00  Registration. 

9:30  Continuous  Caudal  Analgesia  and  Anes- 
thesia in  Obstetrics,  Dr.  Hingson. 

10:00  Demonstration  of  Technique  of  Caudal  Anes- 
thesia, Dr.  Hingson. 

10:45  Operative  Clinic  (Caesarean  Section  Under 
Caudal  Anesthesia),  Dr.  Kretzschmar. 
12:30  Luncheon,  Blackstone  Hotel  — Entertain- 
ment. 

Friday  Afternoon,  May  28,  1943 

Chairman,  Dr.  Claude  Selby 
2:00  Clinical  and  Pharmacological  Consideration 
of  the  Choice  of  Drugs  in  Obstetrical 
Analgesia  and  Anesthesia,  Dr.  McIntyre. 
2:45  Tissue  Changes  Observed  Under  Deep  Seda- 
tion and  Anoxemia,  Dr.  Hartman. 

3:30  The  Obstetrician’s  Point  of  View  of  Anal- 
gesia and  Anesthesia,  Dr.  Kretzschmar. 
4:15  The  Experience  at  the  University  Hospital 
in  Continuous  Caudal  Analgesia  and  Anes- 
thesia, Dr.  Brown. 

5:00  Cocktails. 

Friday  Night,  May  28,  1943 
Chairman,  Dr.  C.  W.  M.  Poynter 
6:30  Dinner,  Blackstone  Hotel  — Entertainment. 


8:00  “Painless  Labor,  Please.”  Moderator,  Dr.  E. 
C.  Sage. 

Panel — Dr.  Hartman,  Pathologist;  Dr.  Hing- 
son, Anesthetist;  Dr.  Kretzschmar,  Ob- 
stetrician; Dr.  McIntyre,  Pharmacologist; 
Dr.  Parmalee,  Pediatrist. 

8:30  Continuous  Caudal  Anesthesia  in  Surgery, 

Dr.  Hingson. 

9:00  Colored  Moving  Pictures  of  Intra-Uterine 
Fetal  Respiratory  Movements  and  the 
Effect  of  Drugs  on  These  Movements,  Dr. 

Kretzschmar. 

9:30  The  Pediatrist  Looks  at  Obstetric  Analgesia 
and  Anesthesia,  Dr.  Parmalee. 

Saturday  Morning,  May  29,  1943 

Demonstration  of  Continuous  Caudal  Anes- 
thesia in  Obstetrical  Surgery,  Dr.  Hingson. 

Hospitals  and  cases  to  be  announced. 

Advance  Registration 

In  order  to  make  arrangements  and  to 
expedite  the  meeting  the  Committee  would 
appreciate  advance  notification  of  the  physi- 
cians who  plan  to  attend.  Please  indicate  on 
a postcard  your  intention  of  attending  this 
symposium  and  forward  to:  Willis  E.  Brown, 
M.  D.,  University  Hospital,  Omaha,  Nebras- 
ka. 


REGIONAL  MEETING  OF  THE 
AMERICAN  COLLEGE 
OF  PHYSICIANS 

The  Regional  Meeting  of  the  American 
College  of  Physicians  consisting  of  the  Mid- 
Central  states  of  Kansas,  Missouri,  Nebraska 
and  Oklahoma  will  meet  at  the  President 
Hotel,  Kansas  City,  Mo.,  Saturday,  May  8, 
1943. 

A cordial  invitation  is  extended  not  only 
to  Fellows  and  Associates  of  the  College,  but 
also  to  all  Medical  Officers  of  the  Armed 
Forces,  and  to  other  qualified  physicians. 

There  is  no  charge  of  any  nature  for  registra- 
tion and  attendance  at  the  scientific  sessions.  The 
combined  fee  for  the  Luncheon,  Cocktail  Party  and 
Dinner  will  be  $5.50.  Reservations  with  remittance 
should  be  sent  immediately  to  Dr.  Harry  L.  Jones, 
1107  Bryant  Building,  Kansas  City,  Mo. 

Hotel  Reservations  — Physicians  should  make 
reservations  at  the  President  Hotel,  or  other  hotel 
of  choice,  without  delay. 

PROGRAM 

Saturday,  May  8,  1943 
MORNING  SESSION 
10:00  a.  m.  - 12:30  p.  m. 

Ballroom,  President  Hotel 

Introduction 

A.  C.  GRIFFITH,  F.  A.  C.  P. 

Third  Vice  President 
American  College  of  Physicians 
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A.  M. 
10:00 


10:20 


10:40 


11:00 


11:20 


11:30 


11:50 


12:10 


12:30 


P.  M. 
2:00 


2:20 


2:40 


3:00 


3:20 


Presiding  Officer 

RALPH  A.  KINSELLA,  F.  A.  C.  P. 
Governor  for  Missouri 

“Systolic  Murmurs,  Functional  or  Organic,” 
Peter  T.  Bohan,  F.  A.  C.  P.,  Professor  of 
Clinical  Medicine,  University  of  Kansas 
School  of  Medicine,  Kansas  City,  Mo. 

“The  Management  of  Paroxysmal  Tachy- 
cardia Including  the  Use  of  Mecholyl,” 
Philip  W.  Morgan,  F.A.  C.  P.,  Chairman, 
Committee  for  the  Study  of  Heart  Disease, 
Kansas  State  Medical  Society,  Emporia, 
Kan. 

“Hypertension  in  the  War,”  Edgar  V.  Al- 
len, F.  A.  C.  P.,  Lieutenant  Colonel,  (MC), 
U.  S.  A.  Medical  Consultant,  Seventh 
Service  Command,  Omaha,  Nebr. 

“Hemoptysis  in  Tuberculosis  with  a Differ- 
ential Discussion  of  Other  Causes,”  Lewis 
J.  Moorman,  F.  A.  C.  P.,  President,  Na- 
tional Tuberculosis  Association,  Oklahoma 
City,  Okla. 

Intermission. 

Presiding  Officer 
HAROLD  H.  JONES,  F.  A.  C.  P. 

Governor  for  Kansas 

“Treatment  of  Gastric  Hemorrhage,”  Maurice 
C.  Howard,  F.  A.  C.  P.,  Associate  Profes- 
sor of  Medicine,  Creighton  University 
School  of  Medicine,  Omaha,  Nebr. 

“Pneumonia — A Discussion  of  the  Changing 
Point  of  View,”  Edward  L.  Bortz,  F.  A. 
C.  P.,  Commander,  (MC),  U.  S.  N.  R„  U.  S. 
Naval  Hospital,  Philadelphia,  Pa. 

“War  and  Medical  Education,”  Father  Al- 
phonse Schwitalla,  S.  J.  (by  invitation), 
Dean,  St.  Louis  University  School  of  Medi- 
cine, St.  Louis,  Mo. 

Luncheon,  President  Hotel. 

AFTERNOON  SESSION 
2:00  p.  m.  - 5:10  p.  m. 

Ballroom,  President  Hotel 

Presiding  Officer 

WARREN  THOMPSON,  F.  A.  C.  P. 
Governor  for  Nebraska 

“Shock — Traumatic,”  Ferdinand  C.  Helwig, 
F.  A.  C.  P.,  Major,  (M.  C.),  U.  S.  A.,  Chief 
of  Laboratory  Service,  Station  Hospital, 
Lincoln,  Nebr. 

“Why  Plasma?”  Raymond  O.  Muether, 
F.  A.  C.  P.,  Senior  Instructor  in  Internal 
Medicine  and  Instructor  in  Charge  of 
Laboratory  Diagnosis,  St.  Louis  Univer- 
sity School  of  Medicine,  St.  Louis,  Mo. 

“Dermatoses  Incident  to  Industrial  and  Do- 
mestic Occupations,”  Everett  S.  Lain, 
F.  A.  C.  P.,  Emeritus  Professor  of  Derma- 
tology and  Syphilology,  University  of  Ok- 
lahoma School  of  Medicine,  Oklahoma 
City,  Okla. 

“Experimental  Procedures  in  the  Treatment 
of  Early  Syphilis,”  Udo  J.  Wile,  F.  A.  C.  P., 
Medical  Director  (R),  U.  S.  Public  Health 
Service,  Ann  Arbor,  Mich. 

“Gonorrheal  Infection,”  J.  H.  Gordon  (by  in- 
vitation), Major,  (MC),  U.  S.  A.,  Venereal 


Disease  Control  Officer,  Seventh  Service 
Command,  Omaha,  Nebr. 

3:40  Intermission. 

Presiding  Officer 
LEA  A.  RIELY,  F.  A.  C.  P. 

Governor  for  Oklahoma 

3:50  “Mosquito  Borne  Diseases  as  They  Affect 
the  W a r,”  Edgar  Erskine  Hume, 
F.  A.  C.  P.,  Colonel,  (MC),  U.  S.  A.,  Com- 
manding Officer,  Winter  Memorial  Hos- 
pital, Topeka,  Kan. 

4:10  “The  Physician  and  Civilian  Nutrition  Prob- 
lem,” F.  Lowell  Dunn,  F.  A.  C.  P.,  As- 
sistant Professor  of  Clinical  Physiology 
and  Associate  Professor  of  Medicine,  Uni- 
versity of  Nebraska  College  of  Medicine, 
Omaha,  Nebr. 

4:30  “The  Hyperventilation  Syndrome,”  Alfred 
Goldman,  F.  A.  C.  P.,  Instructor  in  Clinical 
Medicine,  Washington  University  School 
of  Medicine,  St.  Louis,  Mo. 

4:50  “The  Flight  Surgeon,”  David  N.  W.  Grant 
(by  invitation),  Brigadier  General,  (MC), 
U.  S.  A.,  The  Air  Surgeon,  Army  Air 
Forces,  Washington,  D.  C. 


Michael  Reese  Hospital,  Cardiovascular  Depart- 
ment, offers  a full-time  intensive  course  in  Elec- 
trocardiography, two  weeks,  August  16  to  August 
28,  1943. 

This  is  an  intensive  course  offered  to  the  general 
practitioner.  There  will  be  practice  on  several  elec- 
trocardiographic machines  and  discussion  of  the 
principles  of  their  construction  and  use.  There  will 
be  sessions  on  interpretations  of  electrocardiograms 
illustrated  by  lantern  slides,  and  practice  by  the 
student  with  unknown  records.  Routine  records  tak- 
en during  the  time  of  the  course  will  be  discussed. 
Emphasis  will  be  placed  on  chest  leads  and  on  the 
importance  of  the  electrocardiogram  in  coronary 
sclerosis  and  myocardial  infarction.  The  mechanism 
and  interpretation  of  heart  irregularities  will  be 
developed. 

The  fee  for  the  course  is  $100.00.  Reservations 
may  be  made  upon  receipt  of  $10.00  which  will  be 
applied  on  the  tuition.  An  hourly  program  of  the 
course  will  be  sent  on  request. 

For  further  information  address:  Michael  Reese 
Hospital,  Cardiovascular  Department,  29th  and  Ellis 
Ave.,  Chicago,  Illinois. 

WAR-TIME  GRADUATE  MEDICAL 
MEETINGS 

Preliminary  Statement  of  Organization 

After  study  of  methods  whereby  medical  authori- 
ties might  be  utilized  in  an  educational  program  for 
the  benefit  of  doctors  in  the  armed  services,  offi- 
cials of  the  American  Medical  Association,  American 
College  of  Surgeons  and  American  College  of  Physi- 
cians have  appropriated  the  sum  of  $20,000  and  ap- 
pointed a committee  of  three,  one  man  from  each 
organization,  to  proceed  with  the  work  of  organiza- 
tion and  action. 

The  teaching  schedule  will  include  ward  walks, 
clinics,  practical  demonstrations,  moving  pictures, 
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lectures  and  conferences  offered  to  medical  installa- 
tions throughout  the  entire  nation. 

In  carrying  out  the  plans  of  the  Committee,  no 
single  pattern  can  be  strictly  followed.  However, 
suggested  methods  of  approach  are  herewith  listed: 

(a)  Meetings  such  as  those  already  held  in  Bos- 
ton, Philadelphia  and  Chicago  where  lecturers  ad- 
dressed groups  in  various  camps  on  successive 
nights.  Or,  a one-day  meeting  at  a central  point 
with  several  outstanding  speakers  embracing  topics 
of  vital  interest. 

(b)  The  organization  of  teams  which  may  ar- 
range to  visit  one  or  more  camps  in  nearby  areas 
to  put  on  a one-day  and  evening  program.  Such 
teams  may  appear  at  two  or  three  adjacent  camps 
on  successive  days. 

(c)  In  areas  where  five  or  six  service  hospitals 
are  within  reasonable  distance  from  a central  dis- 
tributing center,  a complete  six-day  post-graduate 
program  may  be  offered  on  the  following  basis: 

The  organization  of  six  teams  of  two  or  more 
authorities  each,  from  different  medical  specialties, 
to  appear  at  the  five  or  six  hospitals  in  that  area, 
each  team  on  one  particular  day  for  five  or  six 
consecutive  weeks.  The  program  may  include  teach- 
ing ward  rounds  and  laboratory  demonstrations  for 
small  groups  in  the  morning  hours.  Motion  pic- 
ture exhibits  and  one  lecture  with  a question  and 
answer  period  may  be  presented  in  the  afternoon 
and  a further  lecture,  seminar  or  round  table  con- 
ference in  the  evening. 

It  is  evident  that  any  of  the  above  plans,  all  of 
which  are  tentative  and  illustrative  only,  might 
have  to  be  modified  to  meet  local  conditions.  How- 
ever, teams  of  teachers  should  be  available  in  the 
various  medical  concentration  areas  throughout  the 
country  to  conduct  full  courses  of  instruction,  where 
needed.  Also,  it  may  be  expedient,  at  occasional  in- 
tervals, to  repeat  this  circular  or  peripatetic  plan 
two  or  even  three  times  per  year,  depending  on  the 
change  of  medical  personnel  in  the  service  hos- 
pitals. 


SUPPLY  AND  DISTRIBUTION 
OF  NURSES 

The  Nebraska  State  Nursing  Council  for 
War  Service  has  appointed  a state  committee 
on  the  Supply  and  Distribution  of  Nurses. 
Miss  Feme  Reever,  chairman  of  this  com- 
mittee, states  that  its  purposes  are  to  help 
supply  nurses  for  the  American  Red  Cross 
Nursing  Service,  for  civilian  needs,  and  to 
assist  with  the  distribution  of  the  right  nurse 
in  the  right  war  job. 

In  order  to  meet  these  requirements  the 
hidden  and  inactive  nurses  must  be  found, 
and  be  made  to  feel  their  responsibility  to- 
ward meeting  the  nursing  needs  of  the  civil- 
ian population.  Their  services  are  needed 
in  order  to  release  other  nurses  so  that  they 
may  accept  those  positions  for  which  they 
have  been  prepared  and  for  which  they  are 
vitally  needed. 


The  Omaha  hospitals  have  felt  the  need 
for  refresher  courses  and  have  given  two 
courses  to  prepare  these  nurses  for  hospital 
service.  There  are  still  many  inactive  nurses 
in  and  around  the  Omaha  area  who  should 
make  themselves  available  for  these  war  jobs 
by  taking  a refresher  course. 

If  you  live  in  District  No.  2 and  are  inter- 
ested in  such  a course,  contact  Miss  Halcie 
Boyer  at  AT.  1827,  626  Electric  Bldg.,  Oma- 
ha, Nebraska.  Any  inactive  nurses  from 
other  Districts  may  contact  the  Directors 
of  Schools  of  Nursing  for  the  District  in 
which  they  live,  and  arrange  for  return  to 
active  duty. 


PHYSICIAN’S  HANDBOOK  ON  RHEUMATIC 
FEVER 

Rheumatic  Fever  in  Children — Its  Recognition  and 
Management,  a 32-page  clinical  handbook  written 
for  the  practicing  physician,  has  just  been  released 
by  the  Metropolitan  Life  Insurance  Company.  It 
assembles  under  one  cover  the  modern  concepts  of 
the  disease;  its  nature,  diagnosis  and  prognosis  and 
the  individual  and  community  problems  involved  in 
the  care  of  the  patient.  A group  of  distinguished 
clinicians  and  the  following  organizations  assisted 
in  its  preparation:  the  American  Heart  Association, 
the  American  Academy  of  Pediatrics,  the  Children’s 
Bureau  of  the  United  States  Department  of  Labor 
and  the  United  States  Public  Health  Service.  Other 
educational  material  has  been  developed  by  the 
Company  in  connection  with  its  national  program  to 
reach  the  general  public  and  the  medical  profession 
with  information  on  this  disease. 

Single  copies  of  the  handbook  are  being  made 
available  to  physicians,  without  charge,  chiefly 
through  the  16,000  Field  Representatives  of  the 
Metropolitan  Life  Insurance  Company.  Physicians 
who  wish  a copy,  and  who  have  not  secured  one  by 
June  1st,  should  write  to  Dr.  George  M.  Wheatley, 
Assistant  Medical  Director,  Metropolitan  Life  In- 
surance Company,  1 Madison  Avenue,  New  York, 
N.  Y. 


NOTICE 

LB  40  and  LB  41  have  passed  the 
State  Legislature  and  will  go  into  effect 
as  laws  90  days  after  the  Legislature 
adjourns.  These  bills  relate  to  pre- 
marital and  prenatal  blood  tests.  A 
portion  of  the  duties  which  these  bills 
impose  on  the  State  Department  of 
Health  require  that  laboratories  within 
the  state  be  approved  for  this  purpose 
and  that  a list  of  approved  laboratories 
be  furnished  County  Judges  and  physi- 
cians. Laboratories  operating  in  the 
state  and  desiring  to  be  included  on  this 
list  should  communicate  with  the  State 
Department  of  Health  without  delay. 
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I 1 r OMAN’S  A UXILI ARY—  TUBERCULOSIS  ABSTRA CTS  Nebr.  S„M-  jour. 

May,  1943 


WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane,  Lincoln,  Nebr. 

President-elect — Mrs.  A.  L.  Miller 

Kimball,  Nebr. 

First  Vice-President — Mrs.  Herbert  Davis 


Second  Vice-President — Mrs.  Charles  Arnold 

2480  Lake,  Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 

2833  Sheridan,  Lincoln.  Nebr. 

Treasurer — Mrs.  K.  F.  McDermott 


112  South  Elmwood  Road,  Omaha,  Nebr.  518  South  Clay,  Grand  Island,  Nebr. 

Historian — Mrs.  Floyd  Rogers 
3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  Chas.  P.  Baker  is  State  Chair- 
man for  the  Bulletin. 


An  Executive  Board  meeting  of  the  Wom- 
an’s Auxiliary  to  the  State  Medical  Associa- 
tion will  be  held  at  the  Hotel  Lincoln,  on 
Tuesday,  May  4th,  at  10  a.  m.  An  informal 
luncheon  at  12  o’clock  and  a general  meeting 
at  1:00  p.  m.,  to  which  all  Auxiliary  mem- 
bers are  cordially  invited. 


The  Omaha-Douglas  County  Medical  Aux- 
iliary met  Tuesday,  March  9th,  at  the  home 


of  Mrs.  W.  A.  Cassidy  for  their  annual  meet- 
ing. Luncheon  was  served  at  one  o’clock. 
The  following  officers  were  elected  for  the 
coming  year.  Mrs.  Howard  Morrison,  presi- 
dent; Mrs.  J.  J.  O’Hearn,  president-elect; 
Mrs.  Clyde  Moore,  vice  president;  Mrs.  John 
Nilsson,  Jr.,  secretary;  Mrs.  Chester  Q. 
Thompson,  treasurer,  and  Mrs.  J.  A.  Borg- 
hoff,  Mrs.  A.  D.  Cloyd,  Jr.,  Mrs.  John  Kleyla 
and  Mrs.  Charles  P.  Baker,  directors. 


TUBERCULOSIS  ABSTRACTS 

The  intensification  of  “early  diagnosis”  cam- 
paigns and  the  widespread  use  of  mass  x-raying  in 
war  industry  and  armed  service  can  result  only  in 
the  discovery  of  more  and  more  tuberculosis  among 
the  apparently  healthy.  It  is  obvious  that  a large 
proportion  of  these  cases  will  be  preclinical,  in  the 
old  meaning  of  the  term.  Today  we  must  modify 
our  terminology  to  acknowledge  that  tuberculosis 
found  early  deserves  and  demands  early  treatment. 
Finding  the  disease  in  a stage  devoid  of  symptoms 
imposes  on  us  the  obligation  so  to  appraise  cases 
and  so  to  select  treatment  that  development  of 
symptoms  will  not  occur  and  spread  of  tuberculosis 
will  be  prevented. 

PNEUMOTHORAX  IN  THE  TREATMENT  OF 
ACUTE  MINIMAL  TUBERCULOSIS 

In  its  most  characteristic  connotation,  the  term 
acute  minimal  tuberculosis  implies  a recent,  or  rela- 
tively recent  small  area  of  pulmonary  infiltration 
without  cavitation.  This  lesion  is  most  often  found 
beneath  the  clavicle  or  in  the  first  or  second  an- 
terior interspace  and  is  described  by  the  roentgen- 
ologist as  “soft.” 

Typically,  we  might  expect  the  patient  to  be  a 
healthy-appearing  adolescent  or  young  adult  who 
has  been  in  direct  contact  with  a case  of  active 
tuberculosis.  Cough,  sputum,  hemoptysis  or  other 
classical  symptoms  have  usually  not  appeared.  Con- 
stitutional symptoms  are  absent  or  are  limited  to 
malaise,  anorexia  or  slight  weight  loss.  Careful 
physical  examination  of  the  chest  is  usually  nega- 
tive. The  Mantoux  test  is  positive,  while  the  spu- 
tum or  gastric  contents  may  or  may  not  be  positive. 

Although  the  foregoing  might  be  described  as 
“typical,”  each  individual  case  represents  a prob- 
lem for  the  physician  to  solve,  not  only  on  the 
basis  of  his  experience  in  the  usual  methods  of 
treatment,  but  also  on  his  knowledge  of  the  social 


background,  economic  status  and  psychological 
make-up  of  his  patient.  Such  important  considera- 
tions as  age,  sex,  race,  occupation,  co-existing  dis- 
eases and  length  of  exposure  to  tuberculosis  must 
be  carefully  weighed. 

To  obtain  this  information,  a period  of  observa- 
tion at  basal  conditions,  i.  e.,  absolute  bed  rest,  is 
essential.  Whenever  possible  this  period  should  be 
spent  in  a hospital  for  the  tuberculosis,  away  from 
the  distracting  influences  of  the  family.  This  period 
should  be  measured  in  terms  of  weeks  rather  than 
months. 

Occasionally,  a lesion  which  roentgenologically 
seems  entirely  typical,  will  clear  in  the  space  of  two 
or  three  weeks,  indicating  a mistaken  diagnosis. 

The  acute  early  infiltrate  is  always  an  unstable 
lesion,  it  soon  regresses  or  progresses.  Absorption 
or  fibrosis  may  follow;  or  there  may  be  rapid  or 
slow  progression  with  caseation,  liquefaction  and 
excavation. 

The  indications  for  pneumothorax  are  numerous 
but,  in  the  opinion  of  the  author,  the  following  are 
the  most  important.  The  production  of  positive 
sputum  indicates  that  tissue  necrosis  has  already 
occurred,  and  for  this  reason,  these  cases  should  be 
given  pneumothorax  promptly.  Likewise,  lesions 
with  x-ray  evidence  of  beginning  breakdown  should 
be  collapsed  immediately. 

If  the  lesion  continues  to  progress  on  bed  rest, 
immediate  collapse  is  indicated,  even  though  the 
sputum  remains  negative.  In  addition  to  serial 
x-rays;  careful  pulse,  temperature  and  respiration 
records,  sedimentation  index  and  differential  white 
count  are  valuable  indices  of  the  patient’s  course 
under  therapy. 

There  are  supplementary,  more  personal  indica- 
tions for  pneumothorax  which  have  not  been  men- 
tioned so  prominently  in  the  literature.  The  fam- 
ily wage-earner  may  prefer  immediate  collapse  and 
the  attendant  shorter  period  of  hospitalization  and 
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disability  to  the  more  conservative,  if  equally  effec- 
tive, period  of  absolute  bed  rest. 

Likewise,  the  non-cooperative,  the  unintelligent, 
or  the  trouble-making  patient  may  be  much  better 
controlled  by  pneumothorax.  In  the  experience  of 
the  author  the  most  difficult  patient  to  handle  in 
the  sanatorium  is  the  apparently  healthy  individual 
with  no  symptoms.  He  finds  it  boring  to  maintain 
himself  at  bed  rest  and  all  too  frequently  leaves 
the  hospital  against  medical  advice.  Many  times 
pneumothorax  has  been  instituted  because  it  seemed 
the  only  way  to  control  both  the  patient  and  his 
lesion. 

The  adolescent  girl  with  minimal  tuberculosis 
requires  especially  close  observation,  and  if  there  is 
any  question  as  to  lack  of  satisfactory  progress, 
pneumothorax  should  be  done. 

Others  have  listed  as  advantages  of  pneumo- 
thorax in  these  cases,  the  shorter  period  of  hospitali- 
zation and  disability,  the  shorter  conversion  time  in 
case  the  sputum  is  positive  and  the  fact  that,  in 
their  opinion,  the  end  results  are  better.  It  should 
also  be  emphasized  that  the  doctor  sees  his  pneu- 
mothorax cases  oftener  and  any  change  will  be  de- 
tected sooner.  He  is  likewise  in  a better  position  to 
regulate  their  social  and  vocational  activities. 

The  chief  arguments  against  pneumothorax  are: 
the  inconvenience  to  the  patient,  the  necessity  for 
the  long  and  expensive  period  of  treatment  and, 
most  important,  the  danger  of  complications.  While 
the  latter  are  rare  in  minimal  cases,  pleural  effu- 
sions, empyema,  spontaneous  pneumothorax,  bron- 
chopleural fistula  and  non-expansile  lung  do  occur. 

— Pneumothorax  in  the  Treatment  of  Acute  Minimal 
Tuberculosis,  Edwin  G.  Kirby,  M.  D.,  Tuberculosis 
Supplement  to  California  and  Western  Medicine, 
July,  1942. 
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Walter  Joseph  Wherry,  Omaha.  Born  in  Omaha 
in  1905.  Graduated  from  University  of  Nebraska 
in  1935.  Following  his  intership  in  Portland,  Ore- 
gon, he  accepted  a residency  at  the  Massachusetts 


Eye  and  Ear  Infirmary  in  Boston.  In  1939  he  re- 
turned to  Omaha  to  become  associated  with  his 
father,  the  late  Dr.  William  P.  Wherry.  In  the 


short  time  of  his  active  career  Dr.  Wherry  had 
achieved  recognition  as  an  excellent  teacher  and 
bronchoscopist,  and  otolaryngologist.  He  was  a 
member  of  the  Nebraska  State  Medical  Association, 
and  a Fellow  of  the  Academy  of  Ophthalomology  and 
Otolaryngology.  He  was  a member  of  the  faculty 
of  the  University  of  Nebraska  Medical  College,  in 
the  Department  of  Otolaryngology.  He  died  of  a 
hypernephroma,  April  1,  1943. 

Surviving  are  his  wife  and  two  children. 


Dr.  Edwin  C.  Henry,  Omaha.  Born  in  Iowa, 
1870.  Graduated  from  Creighton  Medical  College 
in  1895.  Following  post  graduate  work  in  this 
country  and  in  Europe  he  located  in  Omaha  in  1898. 
He  was  a major  in  the  first  World  War  serving  as 
surgeon  in  a base  hospital  in  France.  In  1914  Dr. 
Henry  took  over  the  old  Omaha  General  Hospital, 
changing  the  name  to  Lord  Lister  hospital.  In 
1920  a new  structure  was  built  at  Twenty-sixth 
Street  and  Dewey  Ave.  Dr.  Henry  operated  the 
Lord  Lister  hospital  until  several  years  ago  when 
it  was  sold  to  the  Bishop  Clarkson  hospital. 

Dr.  Henry  always  took  an  active  part  in  profes- 


sional and  social  phases  of  medicine.  He  served  on 
the  Council  and  was  past  president  of  the  Omaha- 
Douglas  County  Medical  Society.  The  weekly 
clinics  at  the  Lord  Lister  hospital  for  many  years 
contributed  greatly  to  facilities  for  education  of 
physicians  in  and  around  Omaha.  Dr.  Henry  al- 
ways took  a great  deal  of  interest  in  civic  affairs 
of  the  community,  serving  on  governing  boards  of 
such  organizations  as  the  Boy  Scouts  of  America, 
the  American  Legion,  the  Young  Men’s  Christian 
Association,  etc. 

Ever  congenial  he  had  a host  of  friends  in  and 
outside  the  profession.  The  bow  tie  and  the  flower 
in  his  lapel  were  a part  of  him.  Death  came  after 
a prolonged  illness,  on  April  2,  1943,  following 
cerebral  hemorrhage. 

He  is  survived  by  his  wife. 
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SOCIETIES 

Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  Adams  County  Medical  Society  held  its 
monthly  meeting  on  the  evening  of  March  10th  at 
the  home  of  Dr.  0.  A.  Kostal,  Hastings,  Nebr. 
A hot  dish  dinner  was  had  together  with  the  Medical 
Auxiliary  at  7 :00  p.  m.  Twenty-four  doctors  were 
present. 

Minutes  of  the  February  meeting  were  read  and 
approved  as  read.  Four  new  applications  were  ac- 
cepted for  membership,  Doctors  D.  L.  Hibberd, 
W.  L.  Johnson,  James  F.  Kearney  and  Wm.  J.  Yott. 

The  scientific  program  consisted  of  a talk  by  Dr. 
A.  E.  Bernett  of  Omaha,  Nebr.,  his  subject  being 
“Present  Status  of  Electro-Encephalography.”  Dr. 
Bennett  discussed  the  technic  of  the  E.  E.  G.;  showed 
slides  of  the  normal  and  abnormal  patterns,  and  a 
very  instructive  film  showing  the  findings  in  or- 
ganic brain  disease  and  epilepsy.  The  speaker  em- 
phasized that  the  E.  E.  G.  has  found  to  be  a def- 
inite guide  in  diagnosis,  prognosis  and  in  evaluat- 
ing the  efficiency  of  treatment.  There  followed 
discussion  by  various  members  on  the  subject.  Meet- 
ing adjourned  at  9:45  p.  m. 

The  next  meeting  will  be  held  in  the  classroom, 
Mary  Lanning  Hospital  Nurses  Home,  April  7th  at 
7:30  p.  m.  Dr.  Albertson  of  Kearney  will  speak  on 
diagnosis  and  treatment  of  pulmonary  tuberculosis; 
Dr.  Johann  Marx  of  Ingleside  on  Pathology  of  Tu- 
berculosis. 


The  Sixth  Councilor  District  Medical  Society  met 
in  York  Thursday,  March  25.  The  program  was  as 
follows: 

— Lutheran  Hospital  — 

4:00  “Obstetric  Clinic.” 

5:00  “Pediatric  Clinic.” 

— McCloud  Hotel  — 

6:15  Dinner. 

7:30  “Dental  Caries,”  Henry  M.  Wilbur,  D.  D.  S. 

8:00  “Caudal  Anesthesia  in  Obstetrics,”  W.  E. 
Brown,  M.  D.,  University  of  Nebraska. 

9:00  “Virus  Pneumonitis,”  J.  L.  Gedgoud,  M.  D., 
University  of  Nebraska. 


The  Northeast  Nebraska  Medical  Society  and  Five 
and  Six  County  Societies  met  Tuesday,  March  16, 
1943  at  Hotel  Norfolk,  Norfolk,  Nebraska,  with  din- 
ner at  7:15  p.  m. 

The  program  follows: 

“The  Coronary  Heart”  was  discussed. 

The  Clinical  Aspects  were  presented  by  Dr. 
Rodney  Bliss,  Omaha. 


The  Pathological  Findings  were  given  by  Dr. 
Charles  T.  Baker,  Omaha. 

Following  is  the  program  of  the  recent  meeting 
of  the  Nebraska  Society  of  Medical  Technologists. 
Approximately  45  technologists  from  Nebraska  at- 
tended. The  newly  elected  officers  are: 

President — Wilma  Eicher,  345  N.  37th  St.,  Omaha. 

President-elect — Ramona  Forbes,  2411  S.  23,  Lin- 
coln. 

Vice  President — Florence  Tucker,  2751  Everett, 
Lincoln. 

Treasurer — Harriet  Paige,  4601  Florence  Blvd., 
Omaha. 

Sixth  Council  Member — Gertrude  Hughes,  721  W. 
14th,  Grand  Island. 


PROGRAM 
Friday,  April  2,  1943 

P.  M. 

4:00  “The  Development  of  Bacteriology,”  Dr.  L. 

Van  Es,  Chairman  of  the  Department  of 
Animal  Pathology  and  Hygiene,  Agricul- 
tural College,  University  of  Nebraska. 

4:45  “Prerequisite  Courses  for  Medical  Tech- 
nologists,” Dr.  George  L.  Peltier,  Chair- 
man of  the  Department  of  Bacteriology, 
Pre-technical  Advisor,  University  of  Ne- 
braska. 

5:30  Demonstration  of  Preparation  of  Blood 
Plasma,  Abbott  Co. 

7:30  “Virus  Diseases,”  Major  Ferdinand  C.  Hel- 
wig,  M.  C.,  Chief  of  the  Laboratory  Serv- 
ice, Army  Air  Base,  Lincoln,  Nebraska. 

Saturday,  April  13,  1943 

A.  M. 

9:00  “Demonstration  of  Acid  and  Alkaline  Phos- 
photase,”  Miss  Marjorie  Lundeen  and  Miss 
Virginia  Schamp,  technicians  at  Lincoln 
General  Hospital. 

9:20  “Series  of  Blood  Counts  During  Insulin 
Shock  Therapy,”  Miss  Rachael  C.  Hall, 
M.  T.,  Norfolk  State  Hospital,  Norfolk, 
Nebraska. 

9:40  “The  Webster  Test,”  Mrs.  Ruth  Frey,  Mead 
Ordnance  Plant,  Mead,  Nebraska. 

10:00  “Bacteriology  of  War  Wounds,”  Dr.  Paul 
Bancroft,  Lincoln.  Nebraska. 

11:00  “Demonstration  of  M.  Tuberculosis  by  Fluor- 
escent Microscopy,”  Dr.  F.  H.  Tanner, 
Pathologist  at  Lincoln  General  Hospital, 
Bryan  Memorial  Hospital,  and  Lincoln 
Orthopedic  Hospital. 

P.  M. 

2:30  “Amoebiasis,”  Dr.  M.  F.  Gunderson,  Pro- 
fessor of  Bacteriology,  Medical  College, 
University  of  Nebraska. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 
As  of  April  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Proffitt,  Jonas  A.,  Hastings 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy.  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng,  O.  L,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B..  Kearney 
Gass,  Chas.  C.,  Kearney 
Raasch,  Frank,  Kearney 
BURT  COUNTY 

Crellen,  Henry  G.,  Lyons 
Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Drasky,  Stanley,  Linwood 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.t  Louisville 
CEDAR  COUNTY 

Gibson,  Paul,  Laurel 
Hay,  Wm.,  Laurel 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Collison,  R.  L,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L L,  West  Point 
CUSTER  COUNTY 

Blair,  Jas.  B.,  Broken  Bow 
DAWES  COUNTY 

Chamberlain,  C.  L,  Chadron 
De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.(  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Harvey,  Bernard,  Gothenburg 
Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
Witham,  Roy  G.,  Chappell 
DODGE  COUNTY 

Borgmeyer,  Henry  J.,  Dodge 
Merrick,  A.  J.,  Fremont 
Merselis,  Harold  K.,  North  Bend 
Morrow,  H.  H.,  FYemont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alder,  Verne,  Int. 

Alliband,  Geo.  T. 

Arnsten,  L L 
Avery,  Hiram  Henry 
Ayers,  Le  Roy  J. 

Azorin,  Louis  A. 

Bach,  Stanley  M,  Int. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bohnen,  Loren  C.,  Int. 

Bowers,  Warren  F. 

Brazer,  John  C. 

Brown,  James  Matthew 
Burns,  B.  C. 

Carle,  Donald  Edgar 
Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Coder,  Harold  Eastman 
Cohen,  Louis  Allen 


Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 
Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 
Donelan,  James  P. 
Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 
Dillworth,  Warren  Miller 
Dingman,  Cecil  Walker 
Eagle,  Frank  Lewis 
Everitt,  Neill  J. 

Estill,  Robt.  Reeve 
Faier,  Samuel  Z. 

Fair,  Geo.  Kenneth 
Fairchild,  John,  Int. 

Fenton,  Bryan  C.  T. 
Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Finlayson,  Alister  I. 

Finley,  Robt.  Herbert 
Fogarty,  Chas.  James 
FYeed,  Albert  E. 

Freymann,  J.  J. 

Garcia,  Hector  P.,  Int. 
Gatewood.  John  W. 

Gore,  Arthur,  Int. 

Greco,  Anthony  S.,  Int. 
Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gridley,  L J.,  Int. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hankins,  Chas.  Robt. 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford.  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 
Heywood.  Leo  T. 
Hirschmann,  Jerome.  Int. 
Hoekstra,  Clarence  S.,  Int. 
Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 
Hungerford,  Wm.  E. 
Iwersen,  Frank  J. 

Jenkins,  Paul  Hamilton 
Jensen,  Marshall  Nelson 
Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley.  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 
Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 
Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Lempka,  Arnold,  Int. 
Levine.  Victor  E. 

Lierman,  C.  E.,  Int. 
Linsman.  Jos.  Francis,  Int. 
Longo,  Chas.  A.,  Int. 
Longo,  Jos.  A. 

Loudon,  Jas.  De  Loss 
Lovgren,  Robt.  Ellsworth 
Luscombe,  Harold  Bradley 
Mackenbrock,  F.  C. 
Maloney,  W.  Robt.,  Int. 
Mangiamell,  Carl  L. 
Mangimelli,  Sami.  T. 
Martin.  Paul  J. 

McLaughlin,  Chas.  W. 
Meehan,  John  William 
Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 
Morrow.  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 
Mossman,  FYank  D. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 
Neurnberger,  Robt.  E. 
Niemeyer.  Arnold  Carl 
O’Brien,  Donald  J. 

Oppen,  Ralph  L. 

Osheroff.  Hyman  R. 
Osheroff,  Wm. 


Owen,  D.  R. 

Patton,  John  Erwin 
Peck,  W.  R.,  Int. 

Perleman,  Harry,  Int. 

Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Reeh,  Merrill  John 
Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Scott,  Nathaniel  C.,  Int. 

Segard,  Edwin  Serenson 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 

Shook,  Chas.  Francis 
Steinberg,  M.  M. 

Sternhill.  Bernard,  Int. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Sydow,  Henry  A. 

Taber,  John  Henry 
Tamisiea.  John  A. 

Tanous,  Edward  M. 

Thompson,  Ralph  Matthew 
Threadgell,  Frank  Wilson 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Trobough.  Geo.  Eugene 
Turner,  Jas.  H. 

Victor,  Samuel  A. 

Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wendland,  John  P. 

Williams,  Russell  Irenus 
Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Ximenes,  Edward,  Int. 

Young,  Geo.  Alex.,  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  E’xeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  FYanklln 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
Mousel,  Lloyd,  Cambridge 
GAGE  COUNTY 

Brown,  R,  Beatrice 
Bryant.  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Strough.  La  Vern  C.,  Beatrice 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 

Chamberlain,  R.  M.,  Wolbach 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

Long,  Robert  S.,  Grand  Island 
McDermott.  K.  F..  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Rvder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOLT  COUNTY 

Biglin,  Robert  F.,  O’Neill 
Dailey,  Arthur  E^  Emmett 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 

JEFF’ERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Brott.  Clarence  Raymond,  Jansen 
Lvnch,  Geo.  M..  Fairbury 
Shupe.  Lester  L.  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 

KEARNEY  COUNTY 
Sutton.  Bruce,  Minden 
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KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green.  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Easley,  John 
Fechner,  A.  H. 

Fereiot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Katz,  Harry 
Lenhoff,  Henry  J. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger.  Horace 
Neely,  J.  Marshall 
Olson,  Edgar  L 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Rider,  Larry  D. 

Rogers,  Earl  Elvin 
Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes.  James  J. 

Spradling,  Richard  Lee 


Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood,  G.  R. 

Whitham,  R.  H. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
White,  Chas.  Marvin,  Sutherland 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Butterworth,  Nelson  St.  C.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
Slaughter,  Earl  C.,  Norfolk 
Slaughter,  Guy  Peter,  Norfolk 
Slaughter,  John  C.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
NANCE  COUNTY 

Purvis,  Donald  F.,  Fullerton 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
McCool,  S.  A.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 


Evans,  J.  North,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 
Deffer,  Philip  A.,  Indianola 
Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Crook,  Robert.  Falls  City 
Ketter,  W.  D„  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Winter,  Robt.  Carl,  Western 
SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Lauvetz,  Frank  E.,  Wahoo 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell.  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
Wise,  Ernest  Earl.  Ord 
WEBSTER  COUNTY 
Devers,  Wm.  E. 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Snyder,  Stuart  S.,  York 
Warner.  Geo.  M.,  Gresham 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  S.  Z.  Faier  of  Omaha,  stationed  at  Camp 
Hood  in  Texas,  was  home  on  ten  days  leave  in  April. 

Major  C.  C.  Hardy  and  Major  M.  M.  Greenberg, 
both  of  Omaha,  were  home  on  short  leave  in  April. 

Capt.  Guy  H.  Crook  of  Falls  City  is  stationed 
at  Camp  Howze,  Tex. 

Capt.  H.  H.  Morrow  of  Fremont  is  in  England. 

Majors  R.  Russell  Best  and  Joseph  Weinberg, 
of  Omaha,  are  in  North  Africa. 

Lt.  Com.  Charles  McLaughlin  of  Omaha,  sta- 
tioned at  Great  Lakes,  was  home  on  short  leave 
in  April. 

Major  G.  G.  Henning  of  Norfolk  is  at  Camp 
Adair,  Oregon. 

Capt.  Roger  G.  Clarke  of  Seward  is  at  Carlisle 
Barracks,  Pa. 

Dr.  James  P.  McGowan,  a native  of  Greeley,  who 
practiced  in  Harlan,  la.,  is  Lieutenant  Commander 
in  the  Navy,  stationed  in  San  Diego,  Calif. 

Dr.  William  M.  McGrath  of  Grand  Island  is  a 
lieutenant  (s.  g.)  in  the  Navy,  stationed  in  San 
Diego. 

Capt.  Robert  Biglin  of  O’Neill  is  stationed  in 
Richmond,  Calif. 

Capt.  W.  D.  Ketter  of  Falls  City  is  at  Carlisle 
Barracks,  Pa. 


Capt.  H.  A.  Vandiver  of  Ogallala  is  in  charge 
of  two  wards  in  general  medicine  at  the  Station 
Hospital,  Camp  Barkeley,  Texas. 

Capt.  H.  H.  Zinneman  is  awaiting  orders  at  Camp 
Barkeley.  He  graduated  from  the  Medical  Field 
Service  School  at  Carlisle  Barracks,  April  18. 

Assistant  Director  in  the  Department  of  Logistics 
at  the  Medical  Field  Service  School  at  Carlisle  Bar- 
racks, Pa.,  is  Lt.  Col.  Ronald  F.  Kirk,  of  Plain- 
view,  Nebraska. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  D.  Howard  was  elected  president  of  the 
Rotary  Club  of  Blair. 

Dr.  A.  B.  Anderson  of  Pawnee  City  celebrated  his 
ninety-second  birthday  in  March. 

Mrs.  Katherine  C.  Allison,  widow  of  the  late 
Dr.  C.  C.  Allison,  of  Omaha,  died  in  Omaha,  March 
28. 

The  sympathy  of  the  Journal  goes  to  Dr.  Harry 
H.  Stiles  of  Lincoln  on  the  death  of  his  wife  the 
latter  part  of  March. 

Dr.  C.  T.  Ingham  celebrated  his  fiftieth  anniver- 
sary of  practicing  in  Wayne.  The  doctor  graduated 
from  Sioux  City  Medical  College  in  1893. 

Dr.  and  Mrs.  J.  A.  Waggener  celebrated  their 
65th  wedding  anniversary  at  their  Falls  City  home 
(Continued  on  page  xvi) 
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HOUSE  OF  DELEGATES— 1943 


County  Delegate 

Adams Geo.  Pinney,  Hastings 

Boone G.  W.  Sullivan, 

St.  Edward 

Box  Butte 

Buffalo L.  C.  Albertson, 

Kearney 

Burt L.  E.  Sauer.  Tekamah 

Butler D.  E.  Burdick, 

David  City 

Cass O.  E.  Liston,  Elmwood 

Cheyenne- Kim 

ball-Deuel__  S.  O.  Harris,  (Calif.) 

Clay H.  L.  McLeay,  Box  271, 

Lincoln 

Colfax Chas.  Eby.  Leigh 

Custer F.  A.  Burnham,  Arnold 


Dawson C.  H.  Sheets,  Cozad 

Dodge 

Fillmore J.  Bixby,  Geneva 

Five  Countv J.  D.  Bradley,  Pender 

J.  C.  Kildebeck, 
Emerson 

F.  P.  Dorsey,  Sr., 
Hartington 


Franklin Hal  Smith,  Franklin 

Four  County. _ 

Gage H.  M.  Hepperlin, 

Beatrice 

Garden-Keith- 

Perkins W.  G.  Seng,  Oshkosh 

Hall Earl  Farnsworth, 

Grand  Island 

Hamilton J.  M.  Woodard,  Aurora 

Harlan 

Holt  and 

Northwest.  _J-  W.  Gill.  Chambers 

Howard J.  Y.  Racines,  Palmer 

Jefferson D.  B.  Kantor,  Fairbury 

Johnson A.  P.  Fitzsimmons, 

Tecumseh 

Lancaster E.  W.  Hancock,  Lincoln 

F.  L.  Rogers,  Lincoln 
W.  C.  Becker,  Lincoln 
Lincoln Geo.  B.  Dent,  N.  Platte 


Madison  Six__.E.  E.  Curtis,  Neligh 
C.  A.  Pierson,  Beemer 


B.  R.  Farner.  Norfolk 
W.  E.  Wright,  Creighton 
W.  I.  Devers.  Pierce 
J.  D.  Reid,  Pilger 
Merrick A.  A.  Enos,  G.  Island 

Nance C.  D.  Williams,  Genoa 

Nemaha C.  A.  Lutgen,  Auburn 

Northwest 

Nebraska R.  L.  Hook,  Rushville 

Nuckolls J.  E.  Ingram,  Nelson 

Omaha- 

Douglas Jas.  F.  Kelley,  Omaha 

J.  J.  Keegan,  Omaha 
M.  E.  Grier,  Omaha 
O.  J.  Cameron,  Omaha 
Herb.  H.  Davis,  Omaha 

E.  M.  Walsh,  Omaha 

F.  Lowell  Dunn,  Omaha 

Otoe J.  P.  Gilligan,  Neb.  City 

Pawnee A.  Byford  Anderson, 

Pawnee  City 

Phelps Theo.  A.  Peterson, 

Holdrege 

Platte F.  H.  Morrow,  Columbus 

Polk H.  S.  Eklund,  Osceola 


Richardson H.  R.  Miner,  Falls  City 

Saline R.  K.  Johnson,  Friend 

Saunders W.  W.  Noyes,  Ceresco 

Scotts  Bluff 

Seward J.  E.  Meisenbach, 

Staplehurst 

Southwestern 

Nebraska Van  H.  Magill,  Curtis 

Fay  Morehouse, 
Benkelman 
E.  F.  Leininger, 
McCook 

R.  T.  Jones,  Culbertson 
Clarence  Minnick, 
Cambridge 
Fay  Smith,  Imperial 

Thayer F.  A.  Mountford, 

Davenport 

Washington 

Webster S.  H.  O'Neill,  Blue  Hill 

York H.  O.  Bell,  York 


Alternate 

L.  A.  Swanson,  Hastings 
J.  E.  Davis,  Albion 


M.  B.  Wilcox,  Kearney 

F.  M.  Heacock,  Lyons 
D.  E.  Burdick,  David  City 

R.  R.  Anderson,  Nehawka 

H.  A.  Cook,  Sidney 
H.  V.  Nuss,  Sutton 

H.  D.  Kuper,  Leigh 
Theo.  Koefoot, 

Broken  Bow 

T.  Y.  Dorwart,  Lexington 

A.  A.  Ashby,  Fairmont 
Walter  Benthack,  Wayne 
M.  Coe,  Wakefield 

R.  P.  Carroll,  Laurel 

F.  A.  Nail,  Franklin 

H.  D.  Runty,  DeWitt 


F.  M.  Bell.  Grant 

A.  P.  Synhorst,  G.  Island 

E.  A.  Steenburg,  Aurora 


M.  O.  Arnold,  St.  Paul 

D.  O.  Hughes,  Fairbury 
J.  A.  Lanspa,  Tecumseh 

E.  B.  Reed,  Lincoln 

E.  S.  Wegner,  Lincoln 

T.  C.  Moyer,  Lincoln 
L.  F.  Valentine, 

North  Platte 

U.  S.  Harrison.  Neligh 
A.  W.  Anderson, 

West  Point 

A.  N.  Howley,  Norfolk 
R.  E.  Johnson,  Wausa 
A.  E.  Mailliard,  Osmond 
H.  S.  Tennant,  Stanton 
J.  W.  Hutchinson, 
Central  City 

H.  E.  King,  Fullerton 

I.  W.  Irvin,  Auburn 

J.  S.  Anderson,  Gordon 

C.  F.  Mason,  Superior 

W.  J.  McMartin,  Omaha 

F.  C.  Hill,  Omaha 

A.  J.  Offerman,  Omaha 
J.  W.  Duncan.  Omaha 
E.  L.  MacQuiddy,  Omaha 
Chas.  F.  Moon,  Omaha 
L.  O.  Hoffman,  Omaha 

D.  D.  Stonecypher, 

Nebr.  City 

E.  L.  McCrea, 

Table  Rock 

H.  A.  McConahay, 
Holdrege 

A.  W.  Abts,  Humphrey 
C.  L.  Anderson, 
Stromsburg 

Wm.  Shepherd,  Falls  City 
L.  W.  Forney,  Crete 
E.  E.  Clark,  Lincoln 

C.  F.  Hille, 

Beaver  Crossing 


V.  D.  Douglas,  Carleton 


E.  V.  Lewis,  Red  Cloud 

F.  W.  Karrer,  Benedict 


The  chemical  compositions  and  caloric 
values  of  these  two  types  of  karo  are 
practically  identical. 

Therefore  the  slight  difference  in 
flavor  (hardly  noticeable  in  the  milk 
mixture)  in  no  way  affects  the  value  of 
karo  as  a milk  modifier. 

Either  type  may  be  prescribed  for 
prematures,  newborns  and  infants. 


How  much  KARO  for  Infant  Formulas? 

The  amount  of  KARO  prescribed  is  6 to  8 % of 
the  total  quantity  of  milk  used  in  the  formula  — 
one  ounce  of  KARO  in  the  newborn’s  formula  is 
gradually  increased  to  two  ounces  at  six  months. 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place  * New  York,  N.  Y. 
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Attention  “Doctors” 

Lincoln  Splint  and  Brace  Shop 

Braces  of  All  Kinds  Made  and 
Repaired 

PROMPT  SERVICE 

JAMES  CASEY,  Propr. 

Phone  B1644  327  Sharp  Bldg. 

LINCOLN,  NEBR. 


(^Manufacturers  and  dispens- 
ers of  glasses  to  meet  the 
exacting  requirements  of 
the  Medically  Trained  Eye 
Physician. 


PHYSICIANS 

OPTICAL  SERVICE 

W.  E.  CARLSON 

216-218  South  17th  St.,  OMAHA 


“Ethical  Service 
to  the  Profession” 

PUehuA.  Sutoiical  Co. 

1619  Howard  St. 

AQUILA  COURT 

Webster  3600  Omaha 


Dr.  E.  T.  Manning 

Clinical  Pathologist 

1407  Medical  Arts 
Building 

OMAHA  NEBRASKA 


HL^MAN  INTEREST  TALES  There  Is  No  Known  Method  of  Correcting 

(Continued  from  page  164)  Color  Blindness 


recently.  The  doctor  is  90  years  of  age.  On 
this  anniversary  he  went  to  his  office  and  made 
his  usual  calls.  He  has  been  a resident  of  Richard- 
son county  since  1878. 

Dr.  Marie  Simonsen,  for  the  past  several  years  a 
physician  in  Hastings  State  Hospital,  has  moved 
to  Sioux  City,  la.  The  Adams  County  Medical  So- 
ciety has  lost  a very  conscientious  secretary.  The 
editor  of  this  Journal  commends  her  for  diligence 
and  faithfulness  in  submitting  complete  but  con- 
cise minutes  of  the  meetings  from  the  first  day  she 
took  office. 


A Major  Medical  Victory 

In  an  editorial  pointing  out  the  safety  of  pooled 
human  plasma,  The  Journal  of  the  American  Medi- 
cal Association  says  in  its  March  20  issue  that  “The 
demonstration  of  the  surpassing  value  of  pooled 
human  plasma  in  shock  has  been  designated  ‘a  major 
medical  victory.’  ” The  Journal  points  out  that 
“From  a careful  analysis  of  extensive  data,  William 
Thalhimer  concludes  that  in  pools  of  plasma  or 
serum,  agglutinins  are  reduced  to  such  a low  level 
‘that  no  danger  can  result  to  patients  from  the  in- 
jection of  even  large  doses  from  these  pools.’  Large 
amounts  of  pooled  plasma  are  given  safely  without 
any  preliminary  tests  for  compatibility. 


Despite  unsubstantiated  claims  to  the  contrary, 
methods  of  correcting  color  blindness  are  unknown, 
The  Journal  of  the  American  Medical  Association 
for  March  20  warns.  The  Journal  says: 

“Newspaper  publicity  given  recently  to  an  alleged 
cure  for  color  blindness  seems  to  emanate  from  one 
J.  H.  Lepper,  optometrist,  of  Mason  City,  Iowa.  In 
reply  to  inquiries  concerning  his  procedure  for  cor- 
recting color  blindness,  a form  letter  is  sent  in  which 
it  is  stated  ‘Yes,  Your  Case  of  Color  Blindness  Can 
Be  Corrected.  If  We  Do  Not,  t Will  Be  the  First 
Case.’  The  statement  also  suggests  that  cases  take 
from  two  to  three  weeks  for  correction.  If  the  pa- 
tient comes  to  Mason  City,  $5  a day  is  charged.  If 
the  prospect  finds  it  impossible  to  come  to  Mason 
City,  Lepper  says  he  can  send  the  same  equipment, 
involving  two  pairs  of  special  colored  glasses  and 
one  color  vision  test  book,  for  a total  of  $25.  A lamp 
with  a reflector  and  a 60  watt  bulb  and  a flasher  if 
obtainable  are  also  required  for  home  treatment. 
The  form  letter  is  accompanied  by  a list  of  testi- 
monials, none  of  them  signed  by  the  writer’s  full 
name.  Color  blindness  is  a congenital  defect.  De- 
spite unsubstantiated  claims  to  the  contrary,  meth- 
ods of  correcting  this  condition  are  unknown.  Many 
letters  sent  to  the  headquarters  of  the  American 
Medical  Association  indicate  that  men  who  have 
had  difficulty  in  gaining  entrance  to  the  navy  or  the 
air  force  have  been  given  false  hopes  by  this  wholly 
unwarranted  publicity  for  an  unestablished  pro- 
cedure.” 
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EDITORIAL 


THE  NEW  MEDICAL  PRACTICE  ACT 

On  May  21  the  Nebraska  Senate  passed 
Legislative  Bill  139  sponsored  by  the  Ne- 
braska State  Medical  Association.  The  new 
Act  includes  so  many  improvements  over  the 
old  statutes  relating  to  licensure  for  the 
healing  arts  that  it  may  be  considered  a prac- 
tically new  and  better  code.  It  is  new  be- 
cause of  its  modified  definitions  of  qualify- 
ing terms.  It  is  better  because  the  Act 
goes  beyond  mere  definitions.  There  are 
provisions  for  enforcement  of  regulations 
pertaining  to  professional  and  ethical  con- 
duct of  the  licensee.  An  effort  will  be  made 
to  publish  in  full  the  text  of  the  Act  in  the 
next  issue  of  this  Journal. 

In  1927  Nebraska  was  among  the  first  few 
states  to  put  into  effect  the  Basic  Science 
Law  requiring  all  candidates  for  a license  in 
the  healing  arts  regardless  of  type  to  pass 
successfully  a written  examination  in  Anato- 
my, Physiology,  Bacteriology,  Chemistry, 
Pathology  and  Hygiene.  (Wisconsin  and 
Connecticut  passed  their  Basic  Science  Law 
in  1925).  The  Nebraska  Law  proved  so  ef- 
fective in  keeping  out  poorly  qualified  prac- 
titioners that  it  soon  became  a model  bill 
which  many  other  states  sought  to  adopt.  It 
is  reasonable  to  believe  that  the  new  Act  too, 
because  of  its  clarity  and  simplicity,  will  be- 
come a favorable  pattern  in  American  licen- 
sure. Devoid  of  ambiguity  and  circumlocu- 
tion which  characterizes  so  many  legal  docu- 
ments, the  new  Medical  Practice  Act  makes 
quackery  a precarious  business  in  this  state. 
Not  only  does  it  prohibit  the  luring  of  credu- 
lous victims  through  “free  examination”  bait 
but  it  also  provides  penalties  through  sus- 


pension or  revocation  of  licenses  for  bold  or 
misleading  advertisements. 

A new  feature  in  this  Act  pertains  to 
osteopathy.  Osteopaths  are  permitted  to 
take  the  regular  examination  given  by  the 
Board  of  Medical  Examiners.  The  success- 
ful candidates  will  be  authorized  to  practice 
medicine  and  surgery  on  a basis  similar  to 
that  of  regular  medical  practitioners.  This 
feature  refutes  the  perennial  charge  made  in 
some  quarters  of  discrimination  against 
osteopaths  who  under  the  old  statute  of 
necessity  had  to  hide  their  ability  or  prac- 
tice illegally. 

The  Senators  are  to  be  congratulated  upon 
their  judgment  in  passing  the  Bill.  A most 
encouraging  note  to  be  mentioned  is  that  all 
who  registered  their  vote  did  so  in  the  af- 
firmative.* In  addition  to  affording  the  peo- 
ple of  Nebraska  statutory  protection  against 
quacks  and  illegal  practitioners,  the  Senators 
have  gone  a long  way  toward  eliminating 
cultist  squabbles  which  for  years  intruded 
themselves  into  the  halls  and  corridors  of 
every  legislative  session.  The  medical  pro- 
fession of  Nebraska  is  deeply  appreciative  of 
the  courage  and  sincerity  displayed  by  the 
representatives  constituting  the  Fifty-sixth 
Legislative  Session  of  Nebraska. 

*The  vote  was  36  to  0.  Voting  “aye”  were:  Sen- 
ators Anderson,  James  H.;  Asimus,  Bowman,  Bro- 
dahl,  Burnham,  Carmody,  Conklin,  Crossland,  Cul- 
lingham,  Dooley,  Doyle,  Foster,  Gantz,  Garber, 
Greenamyre,  Gutoski,  Hanna,  Jeffords,  Jeppesen, 
Klaver,  Lee,  Matzke,  Mekota,  Mischke,  Mueller, 
Ogden,  Osborne,  Peterson,  Raecke,  Rakow,  Reavis, 
Sorrell,  Thomas,  Thompson,  Tvrdik,  Weborg. 

Senators  Craven  and  Hubka  were  excused.  It 
is  not  known  how  many  of  the  remaining  five  who 
did  not  vote  were  out  of  the  room  when  the  final 
vote  was  taken.  In  order  to  meet  the  deadline  of 
the  Journal  it  was  impossible  to  wait  for  the  final 
count. 
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PUBLIC  HEALTH  NEEDS  IN 
NEBRASKA 

As  the  Journal  goes  to  press  there  is  be- 
ing held  in  Lincoln  a conference  on  War- 
time Public  Health  Needs  in  Nebraska.  The 
Conference  is  sponsored  by  the  State  Health 
Department.  Whether  the  large  attendance 
is  due  to  the  prominent  guest  speakers  or 
to  the  appreciation  of  existing  deficiencies  in 
the  state  is  difficult  to  determine.  The  fact 
remains  that  the  meeting  halls  are  packed 
with  interested  listeners  diligently  taking 
notes.  Not  only  are  the  general  sessions 
crowded  but  the  smaller  divisions  of  the  Con- 
ference to  which  various  leaders  are  assigned 
are  equally  well  attended  by  groups  with  spe- 
cial interests  in  the  various  phases  of  health. 

There  is  an  encouraging  feature  in  this 
conference  which  remains  uniform  through- 
out the  sessions.  The  guest  speakers  and  the 
audience,  the  professional  and  the  lay  leaders 
of  the  smaller  groups  are  talking  common 
sense.  Unlike  the  customary  style  of  such 
mixed  meetings,  no  one  seems  to  be  patting 
the  other  fellow  on  the  back,  or  indulge  in 
the  facetious  art  of  politely  accusing  his  op- 
ponent of  suffering  from  mental  deficiency. 
On  the  contrary  this  appears  to  be  a con- 
sciencious  group  of  men  and  women  sincerely 
interested  in  improving  the  public  health 
status  of  Nebraska.  Subjects  are  discussed 
calmly  and  the  problems  are  carefully  evalu- 
ated. 

If  the  purpose  of  the  Conference  is  to 
create  a nucleus  from  which  may  ultimately 
develop  among  the  people  of  Nebraska  an 
enhanced  appreciation  for  public  health  the 
effort  was  indeed  worth  while. 


THE  TREATMENT  OF  HAY  FEVER 

Doctors  are  soon  to  be  confronted  with  an- 
other season  of  hay  fever  and  it  is  fitting 
at  this  time,  briefly  to  review  the  field  of 
allergy  as  it  pertains  to  this  particular  ail- 
ment. 

Heredity  plays  an  important  part  in  hay 
fever.  A large  percentage  with  this  afflic- 
tion can  trace  it  back  through  one  to  two 
generations,  while  in  some  cases  hereditary 
elements  may  be  lacking.  One  must  recog- 
nize that  there  are  other  forms  of  allergy 
than  hay  fever  and  these  may  have  ex- 
isted in  early  life  and  been  forgotten.  There 
are,  however,  cases  of  hay  fever  beginning 


each  year  in  which  it  is  impossible  to  ob- 
tain any  history  of  heredity. 

In  hay  fever,  the  skin  tests  are  of  greater 
value  than  in  any  other  form  of  allergy.  It 
is  quite  important  to  know  the  weeds  in  the 
locale  in  order  to  test  intelligently.  There 
are  four  distinct  seasons  in  Nebraska  and 
one  must  understand  this  in  order  to  prop- 
erly advise  his  patients.  Hemp  hay  fever, 
for  example,  begins  in  July.  Ragweed  can- 
not possibly  be  considered  as  a cause  of  this 
hay  fever,  for  the  giant  ragweed  does  not 
pollenate  until  about  August  10  and  short 
ragweed  about  August  20. 

While  the  skin  tests  are  of  value  in  hay 
fever,  these  tests  should  be  made  at  least 
every  other  year  because  all  hay  fever  pa- 
tients do  not  remain  stable  as  far  as  their 
sensitiveness  is  concerned.  It  is  not  un- 
usual for  a person  to  change  reactions.  Weed 
crops  may  vary  from  year  to  year.  A num- 
ber of  years  ago  saw  the  introduction  of 
hemp  into  this  state.  Within  the  past  five 
years  kochia  has  increased  to  an  alarming 
extent  and  in  the  next  few  years  it  will  un- 
doubtedly become  a common  cause  of  hay 
fever. 

The  injection  method  of  treatment  of  hay 
fever  has  never  been  universally  adopted. 
The  relatively  high  cost,  the  number  of  trips 
to  the  doctors  office  or  clinic,  and  the  in- 
herent dangers  incident  to  the  injections 
themselves,  are  potent  reasons. 

The  medical  profession  is  striving  hard 
to  find  methods  of  treatment  which  will  sup- 
plant those  already  in  use.  Some  patients 
are  able  to  take  pollen  capsules  and  obtain 
relief.  Much  work  is  being  done  with  the 
extract  by  mouth.  This  latter  work  is  en- 
couraging but  has  not  yet  reached  the  stage 
where  final  conclusions  can  be  drawn. 

Each  year  sees  the  rise  of  a new  cure  for 
hay  fever.  We  have  passed  through  the  cod 
liver  oil  and  calcium  period,  the  potassium 
chloride  period,  the  honey  period,  and  this 
year  it  is  vitamin  C. 

The  few  published  reports  on  vitamin  C 
are  encouraging  but  not  final.  Vitamin  C in 
daily  doses  of  500  mg.  to  1,000  mg.  as  ad- 
vocated, are  not  harmful. 

One  thing  must  be  remembered:  Patients 
with  hay  fever  can  be  suffering  from  other 
ailments,  which  if  present,  have  a tendency 
to  aggravate  hay  fever  symptoms.  If 
(Continued  on  page  168) 
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This  is  the  beginning  of  a new  year  for 
our  Nebraska  State  Medical  Association.  A 
few  changes  in  the  active  personnel  take 
place  as  a result.  However,  like  any  well 
regulated  and  efficient  organization,  these 
changes  mark  only  minor  shifts  incident  to 
some  new  names  and  faces  in  the  official 
family.  No  radical  or  rapid  changes  of  poli- 
cy or  activity  take  place  in  an  organization  so 
truly  democratic  as  ours,  where  each  in- 
dividual physician  helps  directly  determine 
the  progress  of  medicine. 

The  Global  War  affects  our  profession  and 
its  services,  probably  more  than  any  other 
vocation.  We  have  a responsibility  to  the 
armed  forces  and  to  the  civilian  population 
supporting  them  second  to  none  other,  and 
one  which  no  other  group  can  in  any  measure 
replace  effectively.  We,  with  the  dentists 
and  veterinarians,  have  within  our  own  mem- 
berships supplied  the  doctors  as  needed  to 
care  for  the  medical  services  of  the  war 
fronts  and  also  the  civil  population  at  home, 
often  at  great  personal  sacrifices.  That  we 
have  had  the  wholehearted  support  and  co- 
operation of  the  lay  population  in  this  suc- 
cessful undertaking,  emphasizes  the  fact  of 
its  accomplishments. 

Medicine  is  never  static.  It  continues  to 
make  real  progress  — the  most  constant 
characteristic  of  our  history.  Times  of 
great  and  widespread  human  emergency  only 


accelerate  this  progress.  We  are  passing 
through  one  of  these  eras  now — possibly  the 
greatest  of  all  time.  True  to  our  most  cher- 
ished traditions,  we  are  now  able  to  meet  the 
new  responsibilities,  and  make  the  needed 
adjustments.  That  Medicine  will  stand  in 
higher  esteem  in  the  knowledge  and  opinion 
of  all  peoples  as  a result,  is  a certainty. 

As  we  meet  successfully  our  individual 
professional  and  civil  problems,  will  we  col- 
lectively and  as  a profession  be  able  to  serve 
humanity  better  and  contribute  to  the  pres- 
ent task  of  saving  civilization  from  the  chaos 
and  tumult  which  characterize  the  present 
emergency. 

Your  new  president,  whom  you  have  hon- 
ored, hopes  only  that  he  will  be  equal  to  the 
tasks  of  leadership  this  high  office  entails. 
Like  all  leaders  worthy  of  such  honor,  how- 
ever, he  wishes  only  to  act  as  a coordinator 
of  effort,  and  will  try  to  unify  the  member- 
ship and  committee  work,  to  the  end  that 
greatest  good  may  come  out  of  it  all. 

Your  new  president  courts  your  counsel 
and  advice  at  all  times,  and  admonishes  you 
to  do  your  best  in  whatever  capacity  as  an 
individual  member,  on  the  County  Medical 
and  District  Medical  Society  units,  and  the 
Nebraska  Medical  Association. 

A.  L.  COOPER,  M.  D. 
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anemia  is  present  it  should  be  corrected.  In 
cases  of  hypo-thyroidism,  thyroid  should  be 
administered,  and  in  a woman  going  through 
her  menopause,  estrogenic  substances  should 
be  used.  If  no  attempt  is  made  to  treat  the 
hay  fever,  certainly,  the  other  conditions,  if 
present,  should  receive  optimum  attention. 

— E.  L.  MacQuiddy,  M.  D. 


MEDICAL  STUDENT  TRAINING 

A program  of  premedical  and  medical  edu- 
cation for  thousands  of  soldiers  and  sailors 
conducted  by  the  Army  and  Navy  is  expected 
to  be  in  full  operation  by  June,  1943.  The 
Army  plans  to  train  about  14,000  young  men 
and  the  Navy  about  4,750. 

To  maintain  a continuous  production  of 
4,100  medical  officers  every  nine  months,  fif- 
teen months  are  scheduled  for  premedical 
training,  followed  by  the  compressed  three- 
year  medical  course  now  in  operation,  with 
a following  year  of  internship.  Sixty-three 
months  from  larva  to  leech.  The  students 
will  be  uniformed,  will  be  under  military  dis- 
cipline, and  will  receive  pay,  allowances,  and 
equipment  from  the  government.  Certainly 
this  is  an  interesting  experiment  in  medical 
education  to  be  closely  watched  for  what  les- 
sons it  may  teach. 

Says  Medical  Economics: 

“A  picture  of  what  Army-style  premedical 
education  may  be  like  was  painted  in  a recent 
address  by  Brigadier  General  Joe  N.  Dalton : 

“ ‘Soldiers  will  be  under  the  direction  of  a 
commandant  who  will  be  responsible  for  dis- 
cipline and  control.  Housing,  feeding,  in- 
struction, and  other  services  will  be  provided 
by  contract  between  the  institution  and  the 
Army  . . . 

“ ‘Soldiers  will  arise  at  6:30  a.  m.  and  from 
then  until  taps  at  10:30  p.  m.  that  night 
their  day  will  be  as  rigorous  as  it  was  during 
the  basic  training  period.  A typical  week 
will  include  twenty-four  hours  of  academic 
classroom  work,  including  laboratory  periods, 
and  twenty-four  hours  of  supervised  study 
time.  In  addition,  there  will  be  six  hours  a 
week  of  supervised  physical  conditioning  and 
about  five  hours  a week  of  military  instruc- 
tion . . . There  will  be  sufficient  free  time 
each  day  for  personal  affairs,  and  the  men 
will  be  off  duty  from  late  afternoon  on  Sat- 
urday until  the  Sunday  evening  meal.’  ” 


It  should  not  be  forgotten  that  this  pro- 
gram is  designed  primarily  to  provide  doc- 
tors for  the  armed  forces.  Of  the  total  ca- 
pacity of  the  approved  medical  schools  in  the 
United  States,  about  18,750  of  the  possible 
23,000  students  will  be  service  men.  The 
balance  will  be  civilian  students,  roughly 
about  20  per  cent.  Intern  training  will  be 
largely  conducted,  we  understand,  in  civilian 
hospitals. 

A program  of  such  proportions  will  merit 
close  study  by  the  profession,  especially  with 
respect  to  the  choice  of  student  material 
selected  from  the  induction  and  training  cen- 
ters. This  choice  and  the  criteria  exercised 
should  be  of  vital  interest  and  importance  to 
the  profession  and  we  hope  that  the  men  best 
qualified  in  medical  education  will  be  freely 
consulted,  as  we  feel  they  will  be,  on  these 
matters.  The  shortened  premedical  course 
naturally  cuts  down  the  time  in  which  ob- 
servation of  the  character  and  capabilities  of 
the  students  can  be  scrutinized,  but  if  suffi- 
ciently expert  opinion  can  be  brought  to  bear 
during  this  time  in  the  final  selection  of  those 
who  will  be  permitted  to  continue,  the  ex- 
periment should  get  off  to  a good  start. 
Once  this  procedure  is  placed  upon  a sound 
and  reasonable  basis,  we  believe  that  further 
difficulties  will  be  overcome  without  too 
much  waste  and  that  educational  standards 
can  be  maintained.  Certainly,  it  is  to  the 
advantage  of  all  that  this  be  done.  Nobody 
wants  poorly  selected  students  or  poorly 
trained  physicians. — From  N.  Y.  State  Medi- 
cal Journal,  May  15,  1943. 


Ill  Effects  Need  Not  be  Expected  from  Blood 
Donations  by  War  Workers 

Industry  need  not  be  concerned  about  the  blood 
donations  on  the  part  of  war  workers  having  any  ef- 
fect on  absenteeism  or  lowered  production,  The 
Journal  of  the  American  Medical  Association  for 
May  15  explains.  The  Journal  says: 

“Industrial  concerns  recently  have  been  appre- 
hensive about  the  effect  of  blood  donations  on  war 
workers.  A number  of  medical  consultants  to  the 
Industrial  Hygiene  Foundation  have  concluded  that 
ill  effects  need  not  be  expected  if  standard  procedure 
is  followed  closely.  Although  there  may  be  some 
temporary  lassitude  on  the  part  of  indoor  sedentary 
workers,  eligible  donors  are  not  as  a rule  made 
weaker  nor  is  there  greater  susceptibility  to  upper 
respiratory  infections  or  other  complications  in  the 
immediate  period  following  the  donation.  It  was  the 
consensus  that  industry  need  not  be  concerned  about 
the  matter  from  the  point  of  view  of  absenteeism 
or  lowered  production.” 


President’s  Address* 

DEXTER  D.  KING,  M.  D. 


We  have  now  come  to  the  end  of  another 
year  in  the  history  of  the  Nebraska  State 
Medical  Association  and  never  before  and  we 
hope  never  again  will  the  Association  need 
experience  meeting  under  similar  conditions. 
We  have  attempted  in  every  possible  way  to 
aid  the  war  effort  and  it  was  with  this  in 
mind  that  the  Board  of  Councilors  recom- 
mended to  the  Committee  on  Scientific  As- 
sembly that  the  scientific  program  be  omit- 
ted and  only  a one  day  meeting  be  held  to 
transact  the  necessary  business  of  the  Asso- 
ciation. 

It  is  now  my  duty  to  report  to  you  on  the 
affairs  of  the  Association  during  my  term 
of  office  and  in  conformity  with  the  spirit 
of  the  day  this  report  will  be  brief.  Most  of 
the  work  accomplished  by  the  standing  com- 
mittees and  the  elective  officers  plus  a few 
scientific  committee  reports  have  already 
been  published  and  need  not  be  recapitulated. 
I would  like  however  to  call  your  attention 
to  the  editorial  in  the  May  Journal  regarding 
a recent  survey  of  medical  conditions  in  Ne- 
braska. 

That  the  Association  is  in  the  best  condi- 
tion in  its  history  as  to  membership,  fi- 
nances, and  general  efficiency  is  due  to  sev- 
eral factors:  First — the  employment  of  an 
Executive  Secretary  as  general  administra- 
tive officer  and  business  manager ; Second — 
the  establishment  of  the  Headquarters  of- 
fice; Third — the  adoption  of  the  new  By- 
Laws  and  Constitution  in  1938  and  1939 
which  authorized  the  Council  to  elect  a Board 
of  Trustees  to  handle  the  business  of  the  As- 
sociation during  the  interim  between  Council 
meetings.  All  of  these  factors  also  served  to 
relieve  the  Secretary-Treasurer  of  many  de- 
tails not  pertinent  to  his  office.  Consequent- 
ly we  have  an  organization  not  possible  prior 
to  these  changes  and  functioning  so  well  that 
we  no  longer  have  to  make  up  deficits  in  the 
Journal  and  Annual  Meeting  accounts. 

There  are  two  subjects  of  especial  history 
making  possibilities  that  I would  like  to  men- 
tion specifically:  The  new  Medical  Practice 
Act  for  Nebraska  and  a resolution  recently 
passed  by  the  National  Conference  on  Medi- 
cal Service. 

’Delivered  at  the  Annual  Business  Session  of  the  House  of 
Delegates  in  Lincoln,  Nebr.,  May  4,  1943. 


With  one  exception  it  has  been  about  25 
years  since  the  Medical  Profession  has  spon- 
sored and  obtained  any  constructive  legisla- 
tion in  this  State.  The  one  exception  was  the 
Basic  Science  Law  in  1927  and  this  is  the  one 
factor  which  has  acted  to  keep  our  standards 
at  the  present  level.  During  this  period  our 
committees  have  been  active  at  every  meet- 
ing of  the  Legislature  but  were  mostly  con- 
cerned with  combatting  adverse  legislation. 

Approximately  two  years  ago  the  Supreme 
Court  handed  down  a decision  denying  the 
osteopaths  the  right  to  practice  surgery  un- 
der the  existing  laws.  The  Legislature  was 
in  session  at  the  time  and  immediately  the 
osteopaths  introduced  a bill  to  legalize  this 
practice.  After  a hard  fight  enough  Sena- 
tors were  convinced  that  osteopathy  did  not 
embrace  the  practice  of  surgery  and  the  bill 
was  defeated.  This  event  also  served  to 
call  our  attention  to  the  sad  state  of  the  Medi- 
cal Practice  Act  in  Nebraska.  It  was  so  far 
behind  the  times  that  only  the  Basic  Science 
Law  served  to  maintain  and  protect  any  sem- 
blance of  proper  medical  standards. 

The  Committee  on  Medical  Economics  of 
which  Dr.  E.  W.  Rowe  is  Chairman  pro- 
ceeded to  study  the  situation,  the  details  of 
which  you  will  find  in  the  report  of  this 
Committee.  This  Committee  wanted  to  pre- 
pare an  Act  that  would  be  a model  for  any 
State  to  use  and  after  two  years  of  intensive 
study  this  Act  is  now  before  the  Legislature. 
I would  like  to  quote  one  paragraph  from 
the  report  of  the  Medical  Economics  Com- 
mittee: “Our  bill  is  not  drawn  merely  to 
controvert  the  osteopathic  group ; in  fact  the 
clarification  of  the  law  as  to  what  is  included 
in  the  practice  of  medicine  is  only  incidental. 
We  are  making  an  effort  to  take  another  step 
forward  in  a comprehensive  improvement  of 
the  Medical  Practice  Act.  It  is  now  nearly  a 
quarter  of  a century  since  there  were  any 
fundamental  changes.  Times  demand  nu- 
merous alterations  and  the  standards  of  yes- 
terday are  not  the  standards  of  today.”  At 
the  present  writing,  principally,  under  the 
guidance  of  our  Executive  Secretary,  M.  C. 
Smith,  the  bill  has  been  reported  out  of  the 
Committee  and  is  on  general  file  with  every 
assurance  that  it  will  be  passed  at  this  Ses- 
sion of  the  Legislature. 
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I cannot  leave  this  honorable  office  with- 
out calling  your  attention  to  the  present 
status  of  organized  medicine  in  the  eco- 
nomic spheres.  You  are  all  aware  that  the 
American  Medical  Association  stands  con- 
victed as  a trust  guilty  of  breaking  the  Sher- 
man Anti-Trust  Law.  From  all  directions 
there  is  focussed  upon  us  a constantly  gliding 
social  and  political  avalanche  which  threat- 
ens to  engulf  traditional  practice  and  sub- 
stitute for  it  a mass  production  system  un- 
der Federal  subsidy  and  State  control.  And 
this  is  not  all. 

The  crocodile  tears  shed  by  the  cultist  up- 
on the  shoulders  of  our  representatives  seem 
to  bear  increasingly  favorable  results.  What 
this  legislative  or  executive  recognition  of 
quackery  will  do  to  deteriorate  the  quality  of 
medicine  and  medical  care  is  too  obvious  to 
require  further  discussion  at  this  time. 

In  my  opinion  it  is  unfortunate  that  thus 
far  organized  medicine  as  represented  by  the 
American  Medical  Association  has  rested 
largely  upon  the  principle  that  modern  medi- 
cine with  its  dignity,  unselfishness  and 
idealism  is  immune  to  the  forces  exerted  by 
pressure  groups.  In  the  Bible  virtue  is  its 
own  reward.  It  has  to  be  neither  defined 
nor  popularized.  In  real  life,  however,  virtue, 
in  order  to  be  rewarded,  must  first  be  recog- 
nized. 


It  is  believed  by  many  of  our  constituents 
that  there  is  no  group  better  qualified  than 
our  own  A.  M.  A.  to  bring  before  the  legis- 
lators and  the  people  at  large  the  true  aims 
of  our  profession.  A resolution  to  this  ef- 
fect was  passed  recently  by  the  National 
Conference  on  Medical  Service.  This  resolu- 
tion will  be  brought  before  you  this  after- 
noon. May  I urge  you,  as  the  representative 
of  organized  medicine  in  this  State,  to  give 
the  recommendation  your  fullest  considera- 
tion. 

In  closing  I wish  to  again  thank  the  Ne- 
braska State  Medical  Association  for  having 
had  the  privilege  and  honor  of  serving  as  its 
President.  Also  to  express  my  appreciation 
for  the  loyal  support  extended  me  by  the 
officers  and  membership  and  the  many  kind- 
nesses I received  during  my  recent  illness. 

To  Dr.  Adams,  Dr.  Jahr,  and  M.  C.  Smith, 
I am  especially  indebted  for  their  guidance 
and  aid. 

To  my  successor,  Dr.  A.  L.  Cooper,  I ex- 
tend my  sincerest  congratulations  and  know- 
ing that  the  affairs  of  the  Association  will 
be  in  good  hands  it  is  with  pleasure  I now 
present  you  this  gavel  which  signifies  your 
assumption  to  office. 

Gentlemen,  your  President,  Dr.  A.  L. 
Cooper. 


^ ^ ^ 


Pediatric  Antiques  on  Tour 

It  has  been  well  said  that  more  progress  has  been 
made  in  pediatrics  during  the  past  three  or  four 
decades  than  in  all  the  time  before  that. 

As  applied  to  the  feeding  part  of  pediatrics,  the 
Mead  Johnson  Collection  of  Pediatric  Antiques  bears 
eloquent  witness  to  the  great  strides  made.  Without 
such  evidence,  it  would  be  difficult,  indeed,  to  im- 
agine our  own  grandparents  being  fed  from  some 
of  these  odd-shaped  utensils  that  defied  thorough 
cleansing.  To  be  sure,  sterilization  and  pasteuriza- 
tion were  not  then  in  vogue.  Not  all  babies  received 
breast  milk  in  abundance.  In  the  days  when  wet 
nurses  were  common,  some  of  these  enterprising 
women  literally  did  a wholesale  business,  managing 
to  nurse  three  or  four  infants. 

The  baby’s  cereal  of  a century  ago  was  simply 
stale  bread  lightly  boiled  in  water,  wine  or  beer. 
Butter  or  sugar  might  be  added  but  the  use  of  milk 
was  regarded  as  fraught  with  danger.  It  was 
thought,  according  to  Dr.  T.  G.  H.  Drake,  “Milk 


might  bring  on  the  watery  gripes,  or  the  infant 
might  imbibe  with  the  milk  the  evil  passions  and 
frisky  habits  of  the  animal  supplying  the  milk.” 

From  a personal  hobby  enjoyed  by  the  late  E. 
Mead  Johnson,  Jr.,  the  Collection  of  Pediatric  An- 
tiques, illustrated  in  the  pages  of  a catalogue  just 
issued,  has  evolved  into  one  of  considerable  histori- 
cal importance,  depicting  as  it  does  the  progression 
of  infants’  feeding  vessels  from  the  Greece  of  twen- 
ty-five centuries  ago  down  to  time  within  our  own 
memory. 

The  Collection  has  been  steadily  growing  in  size 
and  scope  and  is  of  increasing  interest  for  teaching 
purposes  via  the  historical  route.  The  destruction 
of  original  sources  caused  by  the  war  tends  to  add 
to  the  value  of  these  objects. 

Hence  it  is  that,  by  request,  the  Collection  now 
goes  on  an  annual  pilgrimage  to  colleges,  hospitals, 
museums,  libraries  and  other  institutions  of  learn- 
ing. Arrangements  may  be  made  for  “stop-overs” 
upon  application  to  the  curator.  Mead  Johnson  & 
Company,  Evansville,  Indiana,  U.  S.  A. 


Hypertensive  Encephalopathy* 

E.  BURKETT  REED,  M.  D.,  F.  A.  C.  P. 
Lincoln,  Nebraska 


The  consequences  of  cerebral  vascular  dis- 
ease are  relatively  common,  and  they  consti- 
tute an  especially  significant  class  of  compli- 
cations of  the  hypertensive  state.  Those 
particular  disturbances  of  cerebral  function 
that  occur  and  leave  no  residua,  such  as  con- 
vulsions. various  types  of  paralyses,  coma, 
blindness  and  the  like,  comprise  a clinical 
syndrome  called  by  many  hypertensive  en- 
cephalopathy. Since  this  disturbance  is  but 
the  expressed  manifestation  of  several  prob- 
able influences,  the  exact  clinical  interpreta- 
tion of  the  various  factors  at  play  often  be- 
comes difficult.  It  is  the  desire  of  the  author 
to  clarify  in  so  far  as  possible,  this  clinical 
syndrome  and  to  bring  to  you  the  accepted 
opinions  concerning  it.  An  exact  diagnosis 
of  hypertensive  encephalopathy  is  often  dif- 
ficult, but  from  a practical  therapeutic  and 
prognostic  standpoint  such  a diagnosis  is  ex- 
tremely important. 

This  cerebral  symptom-complex  is  asso- 
ciated with  arterial  hypertension  and  for 
this  reason  has  been  called  hypertensive  en- 
cephalopathy, by  Oppenheimer  and  Fish- 
berg(1>.  Many  of  the  early  writers  con- 
sidered these  episodes  as  being  due  to 
uremia,  and  as  a result  considered  them 
under  “acute  uremia.”  Volhard  distin- 
guishes between  true  and  false  uremia. 
His  idea  of  the  “eclamptic  pseudo-uremia”  is 
comparable  to  the  symptom-complex  of  hy- 
pertensive encephalopathy.  Some  (Grink- 
er)(2>  include  under  this  syndrome  those 
cerebral  episodes  occurring  in  hypertensive 
individuals  that  are  never  local  in  their 
manifestations.  Some  of  these  are  homony- 
mous hemianopsia,  which  may  last  for  sev- 
eral hours  and  disappear  as  quickly  as  it 
started.  Various  transient  motor  disturb- 
ances may  develop  as  monoplegias  and  hemi- 
plegias. Transient  sensory  changes  may 
occur,  last  for  several  hours  and  leave  no 
remnant  of  the  crisis.  Numbness  and  ting- 
ling in  one  part  or  on  one  whole  side  are 
relatively  common.  Other  focal  neurological 
symptoms  such  as  aphasia,  ataxia  and 
chorea  occur.  These  various  symptoms  cov- 
ering such  a wide  range  have  been  called 
cerebral  crises,  by  Pal.  It  was  his  opinion 
that  they  were  due  to  the  effects  of  gen- 
eralized angiospastic  phenomena  associated 

*Read  before  the  Lancaster  County  Medical  Society,  Lincoln* 
Nebraska,  January  19,  1943. 


with  increased  intracranial  tension.  These 
hypertensive  crises  are  usually  preceded  by 
or  are  concomitant  with  many  other  signs 
such  as  various  psychic  disturbances,  head- 
ache, which  is  often  occipital,  and  occasion- 
ally stiff  neck  and  Kemig’s  sign.  Later  on 
cases  will  be  cited  to  show  more  completely 
the  symptom  picture. 

The  whole  symptomatology  of  these  cere- 
bral episodes  is  similar  to  that  seen  in  lead 
encephalopathy  and  the  eclamptic  seizures. 
Fishberg  has  pointed  out  that  the  classical 
form  of  hypertensive  encephalopathy  closely 
resembles  an  epileptic  seizure,  even  to  the 
aura.  Repeated  convulsions  are  the  rule,  and 
as  many  as  200  in  24  hours  have  been  ob- 
served. Usually  the  seizure  is  generalized 
but  may  be  Jacksonian  in  type.  Various 
transient  focal  neurologic  symptoms  follow 
in  the  wake  of  the  convulsion. 

Hypertensive  encephalopathy  is  most  com- 
monly observed  during  the  course  of  active 
cases  of  acute  glomerular  nephritis,  or  in 
cases  of  an  acute  exacerbation  of  a latent,  or 
chronic  nephritis,  and  in  some  cases  of  ne- 
phrosis of  pregnancy.  No  doubt  many  of  you 
have  seen  cases  of  acute  glomerular  nephri- 
tis ushered  in  by  a severe  convulsive  seizure. 
And,  as  will  be  pointed  out  to  you,  this  epi- 
sode takes  place  with  no  elevation  of  the  non- 
protoin nitrogen  of  the  blood  and  also  before 
impairment  of  renal  function  can  be  demon- 
strated. This  syndrome  occurs  less  often 
and  takes  on  a slightly  different  character  in 
some  cases  of  essential  hypertension  and 
arteriosclerotics  with  hypertension.  The  con- 
stant finding  in  these  various  cases  develop- 
ing the  cerebral  symptom-complex  is  an  ele- 
vated blood  pressure  and  it  is  generally  true 
that  there  is  correlation  between  the  rapidity 
of  rise  and  the  severity  of  the  symptoms. 

Since  the  majority  of  these  cases  will  fall 
in  the  nephritic  group,  it  seems  worth  while 
to  review  the  cerebral  manifestations  of 
nephritis.  Fishberg' 1}  places  them  in  three 
general  groups: 

1.  Uremic  symptoms  resulting  from  renal 
insufficiency. 

2.  Cerebral  symptoms  due  to  structural 
alterations  in  the  cerebral  vessels. 
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3.  Various  cerebral  phenomena  which  are 
due  to  neither  of  the  two  previously  cited 
causes. 

Furthermore,  hypertensive  encephalopathy 
is  quite  apt  to  be  confused  with  true  uremia. 
So  it  seems  wise  at  this  time  to  review  the 
differential  diagnosis  of  uremia.  The  term 
uremia  has  now  come  to  include  all  of  the 
toxic  states  which  develop  as  a result  of 
functional  insufficiency  of  the  kidneys.  The 
clinical  picture  of  uremia  is  often  clouded  by 
symptoms  of  disorder  in  the  extra-renal  sys- 
tems. As  for  instance,  if  the  uremia  is  due 
to  arteriosclerotic  contraction  of  the  kidney 
secondary  to  hypertension,  the  picture  is 
complicated  by  the  generalized  vascular  dis- 
ease. The  chief  symptoms  of  uremia  are 
headache,  weakness,  somnolence,  muscular 
twitchings,  gastrointestinal  disturbances,  or 
coma.  These  symptoms  usually  come  on  in- 
sidously.  Certain  criteria  are  accepted  as 
diagnostic  of  uremia  but  these  should  include 
renal  decompensation  sufficient  to  produce  a 
blood  nitrogen  level  of  90  mg.  per  cent  or 
more,  various  urinary  abnormalities  and 
coma.  The  dogmatic  statement  just  made 
above  relative  to  the  azotemia  is  open  to 
some  criticism.  In  certain  active  cases  of 
uremia  severe  symptoms  may  be  manifested 
with  blood  urea  values  as  low  as  60  to  80  mg. 
per  100  cc.  While  in  a more  slowly  progres- 
sive case  with  slower  accumulation  of  meta- 
bolites, the  patient  may  not  show  untoward 
symptoms  with  -values  of  100  mg.  per  cent  or 
above.  It  is  well  known  that  as  the  total 
nitrogen  increases,  the  urea  fraction  makes 
up  the  greater  part  of  this  increase.  The 
urea  may  increase  from  the  normal  50  per 
cent  to  60-80  per  cent  of  the  total.  The  use 
of  absolute  diagnostic  criteria  often  leads  us 
astray,  but  they  are  useful  signposts  that 
aid  in  dispelling  the  obscuring  mists  of  dif- 
ficult medical  problems.  It  goes  without 
saying  that  they  must  be  buttressed  with 
clinical  common  sense.  The  point  that  needs 
to  be  emphasized  is  that  true  uremia  de- 
velops only  when  the  renal  function  fails  to 
the  point  that  nitrogen  retention  can  be 
demonstrated  in  the  blood. 

The  history  of  two  cases  recently  observed 
will  be  reviewed  because  they  show  the 
characteristic  symptomatology  that  may 
take  place  in  hypertensive  encephalopathy. 
The  first  case  is  one  of  essential  hyperten- 
sion in  the  late  stage,  in  which  hypertensive 
encephalopathy  has  occurred.  This  particu- 
lar case  is  presented  for  two  reasons:  In  the 


first  place,  in  cases  of  essential  hypertension 
it  often  becomes  difficult  to  decide  whether 
the  transient  cerebral  episode  is  due  to  hy- 
pertensive encephalopathy  or  to  small  hem- 
orrhages or  thromboses ; and  secondly  in 
cases  that  have  nervous  manifestations  and 
show  some  renal  insufficiency  we  may  be 
led  to  the  conclusion  that  the  symptoms  are 
due  to  uremia. 

CASE  REPORT 

Mrs.  M.  T.,  a housewife,  aged  73,  entered  Bryan 
Memorial  Hospital  February  10,  1940.  She  had  the 
following  complaints:  (1)  Headache;  (2)  restless- 
ness; (3)  disorientation;  (4)  inability  to  speak;  and 
(5)  loss  of  sensation  in  right  hand  on  the  ulnar  side. 
These  symptoms  came  on  more  or  less  suddenly  the 
day  of  admission.  The  patient  had  been  fairly  well 
in  the  past  few  weeks  except  for  headache.  This 
headache  had  been  present  off  and  on  for  some 
time  but  quite  severe  during  the  past  five  to  six 
days.  The  headache  was  described  as  a full  feel- 
ing with  real  pain  in  the  back  of  the  head,  which 
extended  into  the  neck.  In  addition  to  this  she  noted 
peculiar  “red  flashes”  in  her  vision,  which  came  as 
bursts  of  red  rays  of  a flame.  A few  hours  before 
admission  she  became  disoriented  and  rather  rest- 
less. More  or  less  concomitant  with  this  latter 
symptom,  numbness  was  noticed  in  the  right  hand. 
Later  on  she  became  delirious  and  was  unable  to 
talk. 

Her  past  history  has  been  a series  of  hypertensive 
episodes.  It  was  learned  that  14  years  ago  she  had 
a blood  pressure  of  over  200.  She  has  been  under 
medical  management  for  this  condition  off  and  on 
ever  since.  In  1936  she  developed  a cardiac  failure 
of  moderate  degree.  There  have  been  variable  de- 
grees of  albuminuria.  It  has  been  necessary  for  her 
to  remain  in  bed  much  of  the  time.  In  addition  to 
the  hypertension  she  has  had  considerable  gastroin- 
testinal complaint.  In  1926  an  appendectomy  and 
cholecystectomy  were  performed.  In  1930  she  had 
a diagnosis  of  colitis.  For  many  years  the  urinary 
findings  have  been  variable.  Albumin  has  been 
more  or  less  constant,  from  trace  to  a four  plus 
reading.  Usually  casts  were  present,  but  rarely 
were  any  red  cells  found.  Concentration  ranged 
from  1.004  to  1.022. 

At  the  time  of  admission  physical  findings  were 
those  of  a moderately  advanced  cardiovascular  dis- 
ease. Blood  pressure  was  242/100,  pulse  98,  temper- 
ature 99,  and  respiration  20.  The  lungs  were  clear 
to  percussion  and  auscultation.  Heart  findings  were 
characteristic  of  a hypertensive  heart  disease  but  it 
seemed  to  be  compensated.  Neurological  examina- 
tion was  not  particularly  remarkable  except  the 
pupils  were  dilated.  They  reacted  to  light.  The 
patellar  reflexes  were  exaggerated  and  both  were 
about  equal.  There  was  a positive  Babinski  on  the 
right.  The  patient  was  restless  and  not  able  to 
speak.  The  examination  of  the  eyegrounds  showed 
the  discs  to  be  slightly  swollen.  They  were  red- 
dened. The  veins  seemed  dilated  and  the  arteries 
markedly  narrowed. 

The  urine  was  scanty  in  amount.  Specific  grav- 
ity 1.012;  albumin  4+;  sugar  negative;  many  casts, 
chiefly  granular  type.  Blood  counts  were  not  re- 
markable except  for  a slight  leukocytosis.  Blood 
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Wassermann  was  checked  about  eight  months  be- 
fore admission,  and  was  negative.  Blood  urea  was 
54  mg.  per  cent.  Blood  creatinine  4.2  mg.  per  cent. 

Diagnosis:  Moderately  advanced  cardiovascular 

disease  (late  essential  hypertension)  and  hyperten- 
sive encephalopathy. 

Treatment  consisted  of  blood  letting,  glucose  solu- 
tion by  vein,  magnesium  sulphate  solution  intra- 
muscularly, and  sodium  phenobarbital  by  hypoder- 
mic injection. 

In  six  hours  she  was  relatively  clear  and  continued 
to  make  progress.  She  was  permitted  to  leave  the 
hospital  on  the  eighth  day. 

COMMENT 

There  are  a few  points  noted  in  this  case 
that  warrant  further  consideration.  This 
individual  showed  certain  prodromes  that 
are  common  in  these  cases.  Chief  among 
these  are : the  restlessness,  paresthesia, 

headache,  and  spots  before  the  eyes.  It  is 
generally  believed  that  restlessness  and  irra- 
tional states  are  dependent  upon  some  de- 
gree of  oxygen  want  in  the  brain  tissues 
caused  either  by  local  vascular  change  or  a 
general  circulatory  failure.  On  the  other 
hand,  stupor  and  coma  are  believed  to  be 
generally  due  to  toxic  substances  that  de- 
press the  higher  centers.  The  spots  before 
the  eyes  were  described  by  the  patient  as  be- 
ing bright  flashes.  Kollert  called  the  au- 
thor’s attention  to  this  symptom,  and  he 
looked  upon  it  as  warning  of  an  impending 
cerebral  accident  that  called  for  venesection. 
It  has  stood  me  in  good  stead  on  several 
occasions. 

The  neurological  findings  in  this  case  were 
not  striking,  but  they  pointed  to  upper  motor 
neurone  irritability.  The  blood  pressure  was 
definitely  higher  than  the  usual  level  of  this 
patient.  Elevated  blood  pressure  is  con- 
sidered by  Fishberg  as  a most  important 
diagnostic  aid.  The  oliguria  and  urine  find- 
ings plus  blood  chemistry  indicated  some 
renal  damage  but  it  did  not  depict  a true 
renal  insufficiency.  It  should  be  made  clear 
that  uremia  and  hypertensive  encephalo- 
pathy may  occur  in  the  same  individual.  In 
such  cases  it  is  difficult  to  correlate  this 
symptom  with  the  respective  pathogenetic 
factor.  It  seems  reasonable  to  conclude  that 
this  is  hypertensive  encephalopathy  of  the 
vascular  crisis  type  described  by  Pal. 

The  following  case  is  cited  to  bring  out  a 
few  characteristic  features  of  another  type 
of  cerebral  phenomenon  occurring  in  hyper- 
tensive forms  of  Bright’s  Disease. 


CASE  REPORT 

Mrs.  Anna  C.,  aged  19,  of  Grand  Rapids,  Mich- 
igan, a housewife,  was  admitted  to  the  hospital 
August  26,  1942,  for  treatment  of  an  acute  exacerba- 
tion of  a chronic  glomerular  nephritis.  She  had  her 
first  attack  when  she  was  eleven  years  of  age,  with- 
out a previous  known  systemic  infection.  She  con- 
sidered herself  well  until  April,  1941,  at  which  time 
she  began  to  have  generalized  edema.  At  that  time 
her  family  physician  made  a diagnosis  of  Bright’s 
Disease  and  sent  her  to  the  hospital  at  Grand 
Rapids,  Michigan,  for  treatment.  She  gradually  im- 
proved and  was  dismissed  from  the  hospital  June 
14,  1941,  after  a stay  of  eight  weeks.  The  edema 
had  disappeared  but  she  still  carried  a heavy  albumi- 
nuria. Shortly  after  leaving  the  hospital  she  mar- 
ried and  started  to  travel  about  the  country  with  her 
husband,  who  was  in  the  armed  forces. 

Upon  admission  to  the  hospital  here  she  com- 
plained of  blurring  vision,  headache,  nausea,  edema 
and  nocturia.  There  had  been  some  disturbance  of 
vision  for  many  weeks  but  it  had  grown  much  worse 
in  the  past  few  days.  The  same  might  be  said  for 
the  headache.  The  edema  had  been  gradually  com- 
ing on  during  the  past  three  weeks.  Nocturia  was 
marked,  but  only  small  amounts  of  urine  were 
passed. 

On  examination  she  showed  a rather  marked  gen- 
eralized edema.  There  was  considerable  ascites. 
External  examination  of  the  eyes  was  negative.  The 
media  was  clear.  There  were  massive  “cotton  wool” 
areas  throughout.  Veins  were  moderately  dilated. 
Arteries  moderately  constricted.  Many  flame-shaped 
hemorrhages  were  noted  throughout.  Nose  and 
throat  were  negative.  The  chest  was  clear  to  per- 
cussion and  auscultation.  The  heart  showed  signs 
characteristic  of  a hypertensive  heart  disease.  Blood 
pressure  was  184/120.  Pulse  108,  regular. 

Urine  showed  large  amounts  of  albumin.  Specific 
gravity  varied  from  1.003  to  1.015.  There  were  a 
few  red  cells  and  white  cells,  plus  many  casts,  seen 
in  the  microscopic.  The  Wassermann  was  negative. 
Sedimentation  of  red  cells  was  rapid  and  deep. 
There  was  a normocytic,  hypochromic  anemia  of 
moderate  degree.  Blood  urea  was  18.1  mg.  per 
cent.  Blood  creatinine  3.0  mg.  per  cent.  Plasma 
protein  4.8. 

For  the  first  five  davs  of  hospitalization  there 
was  no  great  change  in  her  signs  or  symptoms.  On 
the  sixth  day  she  had  a severe  headache  and  com- 
plained of  marked  blurring  of  sight.  There  was 
nausea  and  vomiting.  The  findings  were  much  the 
same  but  the  blood  pressure  was  220/130.  The 
onhthalmologist  reported  that  there  was  a marked 
edema  of  the  nerve  head,  and  the  retinal  arteries 
appeared  as  fine  threads.  On  the  evening  of  this 
change,  the  nurse  reported  that  the  patient  had  had 
a severe  convulsion.  She  continued  to  have  these 
seizures  at  frequent  intervals.  After  the  first  few 
seizures  the  blood  pressure  was  262/136.  These 
convulsions  started  suddenly  with  a tonic  spasm, 
the  eyes  were  held  shut,  the  back  was  arched,  the 
limbs  were  extended  and  the  fists  were  closed.  This 
tonic  effect  kept  up  for  several  seconds  and  then 
gradually  gave  way  to  clonic  movements.  There 
was  grinding  of  the  teeth  and  “frothy”  secretion  ap- 
peared at  the  corners  of  the  mouth.  At  first  the 
breathing  was  deep  and  stertorous,  which  gradual- 
ly seemed  to  cease  and  the  marked  pallor  gave  way 
to  cyanosis.  Then  there  was  a gradual  return  of 
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breathing  to  deep,  blowing  type  of  respiration.  The 
pupils  were  dilated.  The  seizures  lasted  from  one 
to  two  minutes  to  as  long  as  six  minutes.  They  re- 
curred at  variable  intervals,  getting  farther  apart 
as  time  went  on.  The  patient  seemed  to  be  in  pro- 
found coma  in  the  interval.  She  was  treated  by  the 
intravenous  injection  of  magnesium  sulphate,  seda- 
tion and  concentrated  glucose  soluton  by  vein.  When 
there  was  a lull  in  the  convulsive  storm,  a spinal 
puncture  was  performed.  The  fluid  dropped  freely. 
It  was  clear.  The  spinal  fluid  pressure  was  22  mg. 
of  mercury.  The  cell  count  was  normal  but  the 
globulin  was  slightly  increased.  After  this  episode 
she  gradually  improved  and  was  allowed  to  leave 
the  hospital  December,  5,  1942. 

COMMENT 

It  might  be  said  that  hypertensive  enceph- 
alopathy occurring  in  hypertensive  forms  of 
Bright’s  Disease  is  the  classical  form  of  this 
type  of  cerebral  phenomenon.  The  convul- 
sive seizure  was  typical  of  the  kind  seen  in 
epilepsy.  Convulsions  are  rarely  manifesta- 
tions of  the  “uremic  state.”  It  is  commonly 
believed  that  convulsions  are  probably  due  to 
edema  of  the  brain  or  to  local  circulatory  dis- 
turbance of  the  brain,  and  rarely  if  ever  due 
to  toxic  factors.  Since  circulatory  failure 
and  edema  are  frequently  associated  with 
toxic  retention,  convulsions  have  been  looked 
upon  as  a symptom  of  uremia. 

Certain  symptoms  were  present  in  this 
case  that  rather  indicate  the  approaching 
storm.  The  headache  was  more  marked. 
Blurring  of  sight  was  complained  of.  Nausea 
and  vomiting  developed.  In  addition  to  this 
there  was  an  increase  in  the  height  of  the 
blood  pressure  and  the  ophthalmologist  noted 
edema  of  the  optic  discs.  As  has  been  stated 
before,  a strong  rise  in  the  blood  pressure  is 
highly  significant  in  the  symptom-complex. 
There  was  a definite  increase  in  the  spinal 
fluid  pressure.  It  is  a very  common  finding 
but  in  some  cases  it  may  not  be  present. 
These  evidences  of  increased  intracranial 
pressure  lead  to  the  supposition  that  edema 
of  the  brain  is  present.  Many  investigators, 
and  particularly  Blackfan  and  McKhann(3>, 
report  cerebral  edema  commonly  present  in 
hypertensive  encephalopathy.  In  some  of 
their  cases  the  brain  weighted  20-30  per  cent 
above  the  expected  weight. 

The  pathogenesis  of  this  condition  becomes 
so  involved  that  I am  loath  to  open  the  sub- 
ject for  discussion.  Fishberg(1>  so  ably  dis- 
cusses this  subject  that  I would  recommend 
that  you  review  it  in  his  textbook  on  Hyper- 
tension and  Nephritis.  For  our  practical 
needs  as  clinicians,  I think  that  I might 
briefly  outline  the  generally  accepted  the- 


ories of  the  cause  of  this  syndrome  for  your 
consideration.  Since  so  many  of  these  cases 
occur  in  conditions  where  the  kidney  is  im- 
paired, to  a greater  or  lesser  degree,  many 
have  considered  it  to  be  a manifestation 
of  intoxication  due  to  renal  insufficiency. 
Blackfan  and  McKhann(3>  were  among  the 
first  to  call  attention  to  the  fact  that  the 
development  of  these  symptoms  was  not  re- 
lated to  the  retention  of  nitrogenous  meta- 
bolites, and  they  believed  the  term  uremia 
was  misleading  and  they  preferred  to  speak 
of  this  symptom  complex  as  the  cerebral 
manifestation  of  acute  glomerular  nephritis. 
FishbergD)  states  rather  conclusively  that, 
“the  cerebral  symptoms  in  question  are  not 
correlated  with  impairment  of  renal  func- 
tion but  rather  with  rise  in  blood  pressure.” 

The  constant  finding  of  hypertension,  with 
elevation  of  both  the  diastolic  and  systolic 
pressure,  in  these  cases  leads  to  the  supposi- 
tion that  it  plays  a chief  role  in  the  mech- 
anism of  the  condition.  A rising  blood  pres- 
sure level  usually  is  a signal  of  impending 
danger  and  the  pressure  may  continue  up- 
ward to  extreme  levels.  Blackfan  and  Mc- 
Khann(3>  observed  that  the  rapidity  of  rise 
was  comparable  in  importance  to  the  degree 
of  elevation.  This  question  becomes  further 
involved  when  one  applies  the  experiment  of 
Cushing,  in  which  he  was  able  to  show  a rise 
in  arterial  pressure  when  compression  of  the 
brain  was  produced.  In  other  words,  this 
would  indicate  that  the  arterial  hyperten- 
sion may  be  the  result  of  the  increased  intra- 
cranial pressure  and  that  the  rise  in  the 
blood  pressure  is  an  effect  of  compensation. 
In  any  event,  it  is  generally  accepted  that 
hypertension  is  important  in  the  mechanism 
of  this  condition. 

Cerebral  vasoconstriction  is  generally  asso- 
ciated with  the  pathogenesis  of  this  condi- 
tion. It  has  been  established  by  some  physi- 
ologists that  vasoconstricting  substances  are 
capable  of  causing  contractions  of  the  cere- 
bral vessels.  It  is  generally  conceded  that 
angio-spasms  may  occur  locally  in  cerebral 
vessels,  causing  an  ischemia,  hence  a vari- 
able degree  of  histonoxia  which  gives  rise  to 
a number  of  cerebral  symptoms  that  are  of 
short  duration.  Wilson  and  Bruce (4>  cast 
some  doubt  on  this  conclusion.  They  raise 
the  question  whether  angio-spasm  does 
occur,  even  though  it  is  physiologically  pos- 
sible. And,  even  if  it  does  occur,  does  it  pro- 
duce recognizable  symptoms  ? These  are 
very  pertinent  questions.  They  believe  that 
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the  angiospastic  theory  is  not  the  only  one 
capable  of  throwing  light  on  the  problem  of 
cellular  nutrition.  They  believe  that  falling 
pressure  or  slowing  of  the  blood  stream 
through  in-elastic  vessels  is  just  as  likely  to 
be  a cause  of  cerebral  anemia  as  is  vasomotor 
spasm.  It  is  suggested  by  others  that  angio- 
spasm need  not  result  from  active  vasomotor 
control,  but  may  result  from  local  meta- 
bolites acting  upon  irritable  smooth  muscle. 
Fishberg  cites  the  theory  of  Pal  in  which  he 
sets  forth  that  the  increased  tonus  of  the 
arterioles  present  in  hypertension  predis- 
poses to  localized  vascular  spasm.  As  has 
been  stated  before,  he  uses  the  term  vascu- 
lar crisis  to  include  these  angiospastic  epi- 
sodes. 

Traube  was  of  the  opinion  that  acute 
eclamptic  uremia  was  due  to  edema  of  the 
brain.  There  is  much  clinical  and  postmor- 
tem investigation  to  support  this  contention. 
The  edema  of  the  brain  may  or  may  not  be 
associated  with  a generalized  edema.  How 
the  edema  of  the  brain  is  produced  is  not 
well  understood.  It  is  generally  accepted 
that  it  is  related  to  the  arterial  hyperten- 
sion in  which  a disturbance  of  filtration  is 
brought  about. 

The  care  of  this  condition  usually  demands 
that  the  particular  patient  be  treated  accord- 
ing to  his  needs.  There  are  certain  well- 
known  general  practices.  The  patient  should 
be  made  as  comfortable  as  possible.  Tedious 
examinations  are  to  be  condemned.  Visitors 
must  be  excluded.  Oxygen  in  the  form  of 
fresh  air  is  helpful.  Nurses  must  move 
about  most  quietly.  A warm  soapsuds  enema 
seems  to  bring  some  relief  and  it  prepares 
the  bowel  for  medication  that  is  usually 
necessary.  The  convulsive  type  requires 
protection  against  injury.  These  patients 
should  not  be  actively  restrained.  The 
tongue  should  be  watched  and  mucus  re- 
moved as  it  collects.  This  is  best  accom- 
plished by  lowering  the  head  of  the  bed  and 
using  a suction  apparatus. 

The  more  active  treatment  comprises, 
chiefly,  measures  of  dehydration  and  seda- 
tion. The  rationale  of  this  therapy  seems 
well  founded.  Magnesium  sulphate  was  first 
used  by  Blackfan  and  his  associates(5>  in  the 
treatment  of  this  condition.  He  reported 
favorable  results  in  children  by  using  10  cc. 
per  kilo,  of  a 2%  solution,  intravenuously. 
The  rate  of  injection  should  not  exceed  2 cc. 
per  minute.  It  was  repeated  as  indicated. 
This  depended  upon  the  condition  of  the  pa- 


tient and  the  state  of  the  blood  pressure. 
Later,  Blackfan  and  McKhann  used  a 25% 
solution  of  magnesium  sulphate  intramuscu- 
larly, in  dosages  of  0.2  to  0.4  cc.  per  kilo,  of 
body  weight.  Since  that  time  this  drug  has 
had  wide  usage.  The  use  of  10  cc.  of  25% 
solution  of  magnesium  sulphate  intramuscu- 
larly seems  effective.  It  may  be  repeated 
every  two  hours  if  it  seems  to  be  indicated. 
This  may  be  supplemented  by  the  adminis- 
tration of  the  salt  by  rectum  or  by  mouth. 
One  to  two  ounces  of  a 50%  solution  can  be 
given  every  four  to  six  hours  in  the  early 
phases  of  treatment. 

The  above  therapy  seems  to  be  augmented 
by  the  administration  of  concentrated  glu- 
cose by  vein.  Various  concentrations  of 
hypertonic  glucose  have  been  recommended. 
It  probably  serves  many  purposes,  such  as 
its  liver-sparing  effect,  in  addition  to  its  de- 
hydration effect.  We  have  favored  the  slow 
administration  of  300  cc.  of  a 25%  solution. 
This  may  be  repeated  every  four  to  six  hours 
if  it  is  deemed  advisable. 

Lumbar  puncture  may  give  marked  relief. 
Because  of  the  hazard,  I have  never  liked  to 
perform  the  spinal  puncture  until  the  pro- 
gram of  treatment  is  well  under  way  and 
until  there  has  been  a lull  in  the  convulsive 
storm.  It  should  be  kept  in  mind  that  too 
active  drainage  may  cause  untoward  effects, 
and  occasionally  the  most  dreaded  of  all,  the 
herniation  of  the  edematous  brain  into  the 
foramen  magnum. 

The  choice  of  sedative  is  open  to  discus- 
sion. I would  recommend  the  use  of  sodium 
luminal  (grains  3)  as  the  first  choice.  This 
should  be  repeated  in  two  hours  if  there  is 
no  change  for  the  better.  This  is  to  be  fol- 
lowed by  20  to  40  grains  of  chloral  hydrate 
in  4 ounces  of  water,  per  rectum.  This  is 
equally  of  value  in  the  different  types  of  this 
condition.  In  the  convulsive  type  one  need 
not  hesitate  in  using  morphine  sulphate,  or 
the  intravenous  injection  of  sodium  amytal 
if  the  seizures  are  frequent  and  prolonged. 
Some  clinicians  recommend  their  use  early 
in  the  treatment  but  the  usual  case  does  not 
seem  to  demand  them. 

If  there  is  marked  hypertension  the  letting 
of  blood  is  indicated.  This  is  especially  true 
in  those  cases  of  essential  hypertension.  It 
is  particularly  indicated  in  any  case  showing 
signs  of  left-sided  heart  failure.  The  amount 
withdrawn  will  depend  upon  the  clinician’s 
judgment,  but  as  a rule  300  to  500  cc. 
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will  bring  the  desired  change.  Venesection 
should  be  kept  in  mind  as  a prophylactic 
measure  in  those  cases  showing  increased 
headache,  certain  eye  signs,  and  rising  blood 
pressure. 

By  way  of  conclusion,  I hope  that  this 
paper  will  encourage  more  study  of  this  con- 
dition. We  all  know  that  the  incidence  of 
the  hypertensive  state  seems  to  be  on  the  in- 
crease. Hypertensive  encephalopathy  is  a 
possible  accident  in  every  one  of  these  cases. 
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Indiscriminate  Use  of  Sedatives  Is  Assailed  by 
Writer  in  Hygeia 

“Our  people  will  survive  the  war,  devastating  as 
its  effects  may  be,  but  our  fitness  to  meet  the  de- 
mands of  the  present  and  the  future  efficiently  will 
be  helped  if  we  learn  to  control  our  nerves  by  more 
rational  methods  than  through  the  use  of  sedatives,” 
Willard  J.  Stone,  M.  D.,  Pasadena,  Calif.,  declares 
in  a recent  issue  of  Hygeia,  The  Health  Maga- 
zine. 

“The  present  war  has  brought  an  increase  in  the 
tension  of  our  lives,”  he  says.  “It  is  not  strange 
that  many  people  of  sedentary  habits  put  in  sleep- 
less nights  after  listening  to  the  war  news  on  the 
radio  all  day,  especially  if  they  have  husbands  or 
sons  in  the  service.  Such  people  should  listen  to 
less  war  news,  take  all  the  exercise  their  physical 
condition  permits  and  find  an  outlet  for  the  expendi- 
ture of  their  nervous  energy  in  some  useful  war 
work.  They  should  forego  the  use  of  stimulants, 
cultivate  a philosophic  attitude  toward  the  disturb- 
ing age  in  which  we  live  and  make  up  their  minds 
to  get  along  without  sedatives  ....  It  is  possible 
that  restriction  of  gasoline  may  be  a blessing  in 
disguise,  since  it  will  make  more  people  secure  their 
exercise  by  walking.  There  is  an  old  saying  in  medi- 
cine that  ‘health  flies  in  through  the  muscles  and 
out  through  the  nerves.’  It  is  worth  while  to  re- 
member this  truth.” 

Dr.  Stone  says  that  two  factors  account  for  the 
fact  that  more  people  are  taking  sedative  drugs  to- 
day than  at  any  other  time  in  our  history.  The  first 
is  that  subsequent  to  the  introduction  of  veronal  as 
a sedative  in  1903,  a large  number  of  derivatives  of 
the  basic  drug,  barbituric  acid,  have  been  made  easily 
available  by  manufacturing  chemists.  These  seda- 
tives, he  says,  are  easy  to  take  and  have  been  be- 
lieved by  many  physicians  to  be  harmless,  but  evi- 
dence has  been  accumulating  for  years  to  show  that 
the  continued  use  of  these  drugs  is  decidedly  harm- 
ful. 

The  second  reason  which  the  physician  advances 
for  the  widespread  use  of  sedatives  has  to  do  with 
the  more  rapid  and  intense  life  which  people  of  our 
generation,  especially  city  dwellers,  have  been 
obliged  to  lead.  He  says  that  the  transformation 


from  lives  of  comparative  quiet  to  the  present  pace 
has  been  too  cataclysmic  for  absorption  by  one  gen- 
eration. 

“Physicians  are  placed  many  times  in  difficult 
situations  when  confronted  with  overwrought  pa- 
tients who  do  not  sleep  well,”  Dr.  Stone  says.  “They 
know  many  such  patients  have  given  way  to  the 
stresses  of  modern  life.  They  know  that  it  is  easier 
to  talk  about  what  should  be  done  than  to  remedy 
the  fundamental  conditions  . . . When  a physician  is 
confronted  with  an  overwrought  patient  who  sleeps 
poorly,  he  may  come  to  the  conclusion  that  there 
will  be  fewer  harmful  results  from  the  sedative 
prescribed  than  from  a sleepless  night  which  may 
make  the  next  day  more  difficult.  So  he  prescribes 
a barbiturate  sedative.  Such  a course  would  not  be 
open  to  criticism  if  the  drug  were  to  be  used  for  a 
short  period  of  time,  or  with  periods  of  interruption. 
Its  continued  use,  however,  may  bring  about  an  ex- 
aggeration of  the  very  symptoms,  such  as  fatigue 
and  irritability,  for  which  relief  was  sought  . . . 

“Sleep  induced  by  sedatives  can  hardly  be  called 
natural  sleep  by  any  stretch  of  the  imagination,  de- 
spite many  statements  to  the  contrary.  It  takes  as 
long  as  eight  days  for  the  body  to  eliminate  some 
of  the  barbiturate  drugs.  If  these  drugs  are  taken 
for  long  periods  of  time,  their  effects  accumulate  in 
the  body  with  disturbance  of  the  function  of  certain 
organs,  especially  if  these  organs  are  affected  by 
disease.  It  is,  of  course,  the  duty  of  physicians  to 
help  their  patients  secure  rest  when  their  nervous- 
ness interferes  with  sleep.  The  thought  occurs  to 
them  that  the  better  course  for  such  patients  would 
be  found  in  an  adjustment  of  their  hours  of  relaxa- 
tion, if  such  is  possible,  which  would  enable  them 
to  secure  exercise  by  walking,  golfing,  swimming 
or  gardening,  and  in  the  restriction  of  coffee  and 
alcohol,  rather  than  in  the  use  of  sedatives.  This 
may  be  difficult  to  accomplish  for  many  patients. 

“There  are  many  definite  conditions  in  which 
physicians  find  that  their  patients  need  sedatives 
as  a necessary  part  of  the  treatment  of  the  under- 
lying disturbance.  . . . Certain  patients  are  helped 
by  the  added  rest  which  sedatives  may  give.  The 
harmful  effects  of  the  sedative  do  not  come  from 
their  use  under  supervision  but  from  their  long- 
continued,  indiscriminate  use.  . . .” 


The  Doctor  of  Medicine  and  His  Responsibility* 

ALFRED  W.  ADSON,  M.  D. 

Rochester,  Minnesota 


Members  of  the  North  Central  Medical 
Conference,  representing  the  states  of  North 
Dakota,  South  Dakota,  Minnesota,  Wisconsin, 
Nebraska,  and  Iowa,  have  entrusted  me  with 
the  responsibility  of  addressing  this  National 
Conference  on  Medical  Service  concerning 
medical  problems  that  are  of  both  local  and 
national  interest. 

It  is  the  duty  of  every  doctor  of  medicine 
to  prevent  illness,  to  supply  adequate  medical 
care  to  those  who  are  ill,  to  perpetuate  the 
science  of  medicine  and  to  encourage  medical 
investigation.  It  is  true  that  the  average 
physician  would  prefer  to  go  unregimented 
among  his  sick  and  administer  to  their  needs, 
irrespective  of  race,  color,  creed,  or  financial 
status,  rather  than  busy  himself  with  ad- 
ministrative and  political  problems.  How- 
ever, since  the  courts  have  ruled  that  group 
health  is  a business  and  have  found  that 
medical  societies  are  guilty  of  restraining 
trade  when  attempting  to  maintain  the 
standards  of  the  practice  of  medicine,  a chal- 
lenge has  been  issued  to  the  medical  profes- 
sion : Is  there  a necessity  for  lay  groups  and 
the  Federal  Government  to  take  over  the  con- 
trol of  the  practice  of  medicine. 

Has  the  science  of  medicine  reached  its 
zenith?  Have  the  men  and  women  of  medi- 
cine become  so  decadent  that  they  are  un- 
able to  assume  their  responsibilities?  Are 
the  doctors  of  medicine  no  longer  able  to  con- 
duct their  practice  without  government  con- 
trol ? Do  they  lack  ability  to  appreciate  their 
problems?  Or  are  they  incapable  of  con- 
structive leadership  in  the  solution  of  the 
numerous  responsibilities  that  are  confront- 
ing the  medical  profession  today  ? The  reply 
is,  “No.” 

The  science  of  medicine  has  been  nur- 
tured by  men  and  women  who  have  advanced 
the  knowledge  of  relieving  pain,  correcting 
deformities,  lowering  infant  mortality,  pro- 
longing life  and  preventing  illness  by  sani- 
tary and  public  health  measures.  This  prog- 
ress must  continue  if  civilization  is  to  sur- 
vive. 

The  medical  profession  is  conscious  of  so- 
cial and  economic  changes  and  stands  ready 
to  co-operate  with,  and  offer  leadership  to, 

*Read  at  the  meeting:  of  the  National  Conference  on  Medical 
Service,  February  14,  1943. 


state  and  federal  agencies  in  the  solution  of 
medical  problems.  It  further  believes  that 
better  medical  service  can  be  rendered  by 
offering  advice  and  leadership  to  welfare 
agencies  than  by  serving  as  a tool  under 
political  bureaus. 

The  medical  profession  recognizes  the 
necessity  of  state  and  federal  control  of 
communicable  diseases  and  medical  services 
to  inmates  of  state  and  federal  institutions. 
It  appreciates  its  responsibility  to  the  Armed 
Forces  and  expects  to  supply  the  needed  per- 
sonnel. It  is  willing  to  co-operate  with  wel- 
fare agencies  in  providing  adequate  medical 
care  for  the  low  income  and  indigent  groups 
of  the  population ; but  in  providing  this  care, 
it  believes  that  the  medical  service  is  aug- 
mented when  the  patient-physician  relation- 
ship can  be  maintained  by  permitting  the 
patient,  whenever  possible,  to  choose  his  own 
physician.  In  order  to  protect  the  public 
from  worthless,  so-called  medical  procedures 
and  unnecessary  operations  by  unscrupulous 
individuals,  it  likewise  believes  that  high 
standards  of  medical  education  and  prac- 
tice must  be  maintained.  This  applies  not 
only  to  the  practice  of  medicine  in  the  office ; 
it  applies  to  the  practice  of  medicine  in  the 
humble  home  or  in  the  most  modern  hospital. 

Although  medical  education  begins  in  the 
medical  school,  it  is  never  completed  as  long 
as  the  physician  continues  his  practice. 
Medical  schools  have  adopted  standards  of 
education  and  have  required  certain  courses 
of  study  in  order  that  the  public  might  avail 
itself  of  the  best  practices  of  medicine.  Medi- 
cal licensing  boards  have  further  protected 
the  public  by  requiring  of  their  candidates 
for  licensure  prescribed  courses  of  study. 
State  laws  governing  the  practice  of  medicine 
and  conduct  of  physicians  further  protect  the 
public  from  irregular  practices  and  char- 
latans. 

Medical  societies,  county,  state,  and  na- 
tional, have  been  organized  to  further  the 
education  of  the  physician  by  acquainting 
him  with  the  advances  and  new  discoveries  in 
the  science  of  medicine.  They  likewise  serve 
as  administrative  units  in  the  consideration 
and  solution  of  medical  problems.  It  is  ob- 
vious that  the  responsibilities  of  the  respec- 
tive state  organizations  are  greater  than 
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those  of  the  county  organizations,  and  that 
the  national  organization  is  charged  with 
greater  responsibilities  than  those  of  the 
state  organizations.  However,  it  is  also  ob- 
vious that  the  activities  of  all  groups  must 
be  integrated  if  medical  problems  are  to  be 
solved  effectively.  In  some  states,  such  as 
Minnesota,  the  administrative  and  the  legis- 
lative bodies  have  the  confidence  of  the  medi- 
cal profession.  Likewise  the  medical  profes- 
sion has  the  confidence  of  the  state  adminis- 
trative and  legislative  bodies.  This  confi- 
dence has  made  it  possible  for  representa- 
tives of  both  groups  to  attack  and  solve  the 
medical  problems  which  are  of  mutual  inter- 
est. 

The  national  organization,  through  its  re- 
spective bodies  and  committees,  has  con- 
ducted an  excellent  program  in  furthering 
medical  education.  It  has  crystallized  the 
standards  of  medical  education  for  the  medi- 
cal student  as  well  as  for  the  practitioner  of 
medicine;  it  has  investigated  the  claims  of 
new  and  nonofficial  remedies,  foods  and 
therapeutic  measures  and  has  further  pro- 
tected the  public  by  approval  or  disapproval 
of  the  articles  investigated.  It  has  taken 
active  steps  through  its  Procurement  and 
Assignment  Committee  in  providing  medical 
men  for  the  Armed  Forces  without  robbing 
communities  of  adequate  medical  personnel 
and  has  made  provisions  for  relocation  of 
physicians  where  more  medical  service  is 
needed.  It  has  acquainted  the  public  with 
the  important  role  that  the  science  of  medi- 
cine plays  in  their  daily  lives,  but  apparently 
it  has  not  gained  the  confidence  of  the  na- 
tional administrative  and  legislative  bodies 
that  some  of  the  state  medical  societies 
have  attained.  The  National  Physicians’ 
Committee  has  made  some  progress  in  ac- 
quainting the  public  with  the  necessity  of 
medical  science,  but  it,  too,  had  not  obtained 
the  confidence  of  the  national  administrative 
and  legislative  branches  of  our  government. 
Therefore,  the  recent  court  decision  has  em- 
phasized the  weakness  of  conducting  a pro- 
gram of  education  to  acquaint  the  public,  the 
administrative  and  legislative  bodies  of  cer- 
tain states,  and  the  national  institutions  with 
the  important  function  of  the  science  of 
medicine  in  our  civilization.  It  is  our  duty, 
as  physicians  and  citizens,  to  assure  those  in 
administrative  positions  and  legislative 
bodies  that  we  are  familiar  with  the  social 
and  economic  changes  that  have  thrown 
greater  responsibilities  on  the  medical  pro- 


fession and  that  we  stand  ready  to  co-oper- 
ate with  these  agencies  in  offering  leader- 
ship in  the  solution  of  the  numerous  prob- 
lems which  nonmedical  personnel  are  trying 
to  solve. 

The  chief  medical  problem  that  concerns 
doctors  of  medicine  and  welfare  agencies  is 
that  of  providing  adequate  medical  care  to 
those  who  are  financially  unable  to  procure 
this  care.  This  group  includes  those  who  are 
indigent  and  those  with  low  incomes.  Medi- 
cal care,  in  its  true  sense,  embraces  more 
than  emergency  treatment  for  a particular 
illness,  since  it  should  include  a rehabilita- 
tion program,  such  as  the  correction  of  de- 
formities and  ailments  that  impair  the  effi- 
ciency of  individuals.  The  rehabilitation  pro- 
gram, also  should  include  adequate  and 
proper  diets,  physical  training,  recreation, 
protective  clothing  and  housing.  In  most  of 
the  cities  the  indigent  are  provided  with 
proper  medical  care  through  the  charity  hos- 
pitals, where  competent  physicians  give  of 
their  services.  This  same  group  in  the  rural 
districts  is  not  always  so  fortunate,  since 
local  welfare  boards  are  reluctant  to  provide 
this  care.  It  is  in  these  situations  that  the 
physicians  have  been  overburdened  in  as- 
suming all  of  the  responsibilities  in  provid- 
ing the  necessary  medical  care.  Prior  to  the 
more  recent  economic  changes,  physicians 
were  willing  to  assume  this  obligation  be- 
cause those  who  could  afford  to  pay  for  pro- 
fessional services  attempted  to  meet  their 
obligations.  However,  as  a result  of  the  re- 
cent social  and  economic  changes,  the  govern- 
ment has  taken  over  more  and  more  control 
of  the  civilian’s  activities,  and  those  with 
moderate  and  low  incomes  have  been  less 
willing  to  assume  their  obligations  of  medical 
care  and  are  insisting  that  it  is  the  govern- 
ment’s duty  to  provide  medical  care  and  that 
it  is  the  individual’s  privilege  to  squander 
his  extra  change. 

The  problems  of  this  group  cannot  be 
solved  by  physicians  alone  or  by  federal, 
state,  and  local  welfare  agencies  alone.  Ours 
is  a joint  responsibility.  Conscientious  lead- 
ership by  physicians  working  in  co-operation 
with  county,  state  and  federal  agencies  can 
and  will  bring  forth  a solution  of  the  prob- 
lem. Medical  service  must  be  rendered,  and 
the  physician  is  willing  to  give  a good  portion 
of  his  services.  But  the  government  must 
provide  reasonable  funds  for  the  care  of  its 
indigent,  as  it  must  provide  for  catastrophic 
illness  in  the  low  income  group.  Neverthe- 
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less,  those  who  come  within  the  low  income 
group  should  likewise  be  made  to  realize  that 
they,  too,  owe  a responsibility  to  their  local, 
state  and  federal  governments  and  should  be 
encouraged  and  advised  in  budgeting  their 
income  and  expense. 

Industrial  compensation  has  accomplished 
much  in  providing  proper  medical  care  and 
the  necessities  of  life,  during  illness,  for 
those  employed  in  industrial  institutions. 
However,  there  still  remain  a large  group  of 
individuals  who  receive  moderate  or  low  in- 
comes and  are  desirous  of  securing  the  as- 
surance of  adequate  medical  service  in  the 
event  of  illness.  Insurance  companies  have 
offered  this  protection  through  policies  cov- 
ering accident  and  illness  disabilities,  but 
again  this  protection  only  partially  solves  the 
problem,  since  many  an  insuree  expects  more 
for  his  premium  than  the  insurer  is  able  to 
give.  In  several  states  medical  societies  have 
attempted  to  develop  medical  service  plans 
whereby  the  insuree  may  purchase  from  the 
doctors  within  the  group  full  medical  pro- 
tection or  medical  protection  for  unexpected, 
serious  illnesses.  In  some  states  under  the 
farm  security  program,  experimental  medical 
service  plans  are  being  tested  out  by  use  in 
an  attempt  to  find  the  solution  of  the  prob- 
lem of  supplying  medical  care  to  the  farmers 
and  their  families  who  are  being  rehabili- 
tated. In  some  instances  physicians  are 
hired  to  render  medical  service  to  indigent 
and  co-operative  groups.  Even  though 
physicians,  welfare  agencies  and  low  income 
groups  are  struggling  with  the  problems  of 
njedical  service  plans,  as  yet  a satisfactory 
plan  for  all  classes  has  not  been  developed. 
The  recipients  expect  more  than  the  vendors 
can  supply  for  the  premiums  paid. 

These  controversies  give  rise  to  discus- 
sions on  the  necessity  of  compulsory  medical 
insurance.  Should  such  a program  evolve, 
results  would  be  disappointing  from  the  pa- 
tient’s as  well  as  the  physician’s  points  of 
view  if  placed  under  the  control  of  political 
bureaus,  and  the  patient  would  be  deprived 
of  his  free  choice  of  physician. 

Therefore,  we  as  physicians  believe  that  a 
more  equitable  solution  of  the  perplexing 
medical  problems  referred  to  will  be  reached 
if  we  are  permitted  to  consult  and  advise  ad- 
ministrative officials,  legislative  bodies,  and 
welfare  agencies,  since  we  are  more  familiar 
with  the  medical  needs  of  our  respective 
communities  than  are  those  who  have  a 
casual  knowledge  of  the  medical  necessities. 


It  is  befitting  to  quote  the  statement  found 
in  the  opinion  written  by  Justice  Miller,  of 
the  United  States  Court  of  Appeals,  of  the 
District  of  Columbia,  in  the  case  of  the 
United  States  of  America  versus  the  Ameri- 
can Medical  Association,  and  the  case  of  the 
United  States  of  America  versus  the  Medical 
society  of  the  District  of  Columbia.  The 
blackface  is  mine. 

“It  may  be  regrettable  that  Congress  chose  to 
take  over  in  the  Sherman  Act  the  common  law  con- 
cept of  trade,  at  least  to  the  extent  of  including 
therein  the  practice  of  medicine.  Developments 
which  have  taken  place  during  recent  decades  in 
the  building  up  of  standards  of  professional  educa- 
tion and  licensure,  together  with  self-imposed  stand- 
ards of  discipline  and  professional  ethics,  have,  in 
the  belief  of  many  persons,  resulted  in  substantial 
differences  between  professional  practices  and  the 
generaly  accepted  methods  of  trade  and  business. 
As  we  pointed  out  in  our  earlier  decision,  the  Amer- 
ican Medical  Association  and  other  local  medical 
associations  have  undoubtedly  made  a profound  con- 
tribution to  this  development.  However,  our  task  is 
not  to  legislate  or  declare  policy  in  such  matters, 
but  rather,  to  interpret  and  apply  standards  and 
policies  which  have  been  declared  by  the  legislature. 
That  Congress  did  use  the  common  law  test  there 
is  no  doubt.  That  Congress  was  not  otherwise  ad- 
vised was  perhaps  because  of  the  failure  of  the  pro- 
fessional groups  to  insist  upon  the  distinction  and 
to  secure  its  legislative  recognition.” 

Does  the  medical  profession  of  this  coun- 
try need  a stronger  invitation,  or  a more  di- 
rect challenge  to  take  an  intelligent,  help- 
ful and  fair  stand  in  the  enactment  of  legis- 
lation that  not  only  concerns  the  public  wel- 
fare but  the  welfare  of  medicine  itself?  Does 
not  the  medical  profession  of  this  country,  as 
citizens  and  taxpayers,  have  a right  to  ex- 
press its  opinion  in  these  matters  before 
legislation  is  enacted  and  rules  and  regula- 
tions adopted  by  some  bureau?  I do  not 
share  the  opinion  that  the  time  for  the  medi- 
cal profession  to  speak  up  is  after  such 
things  have  taken  place.  Neither  do  I have 
the  opinion  that  Congress  would  be  resentful 
of  intelligent,  courageous  and  fair  advice  on 
such  matters.  What  better  proof  can  be 
asked  than  the  quotation  from  Justice  Mil- 
ler’s opinion  that  the  Court  is  not  responsible 
for  the  absence  of  advice  from  the  medical 
profession  when  Congress  is  drafting  a law. 

It  is  not  the  purpose  of  this  paper  to 
criticize  the  efforts  of  our  national  medical 
organization  nor  to  criticize  the  efforts  of 
the  National  Physicians’  Committee,  but  it  is 
the  desire  of  the  members  of  the  North 
Central  Medical  Conference  to  express  a 
wish  that  a more  active  program  be  con- 
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ducted  to  acquaint  the  public,  government  of- 
ficials, and  legislative  bodies  with  the  neces- 
sity of  medical  science  and  the  important  role 
it  plays  in  our  civilization.  It  is  essential 
that  we  as  physicians  dispel  the  fear  that 
government  administrative  agencies  and 
legislative  bodies  have  of  our  medical  organi- 
zations and  that  they  be  assured  of  our  co- 
operation in  solving  the  social  and  economic 
problems  that  confront  us  as  a nation. 

The  functions  of  acquainting  the  public 
on  matters  of  medical  interest,  assisting  bu- 
reaus in  formulating  plans  on  medical  care 
and  offering  constructive  advice  on  proposed 
medical  legislation  rightfully  belong  to  the 
national  organization  known  as  the  American 
Medical  Association.  They  could  be  assigned 
to  the  National  Physicians’  Committee,  or 
they  might  even  be  undertaken  by  unifying 
the  activities  of  the  various  state  committees 
on  public  policy  and  legislation.  Representa- 
tive committees  could  be  appointed  for  each 
of  the  component  societies,  county,  state,  and 
national.  These  could  all  be  so  integrated 
that  national  opinion  and  advice  could  be  ob- 
tained and  made  available  for  committee 
hearings  on  legislation  within  a few  hours’ 
time.  Through  the  national,  state,  and  coun- 
ty committees  the  entire  profession  could  be 


informed  of  proposed  medical  legislation. 
Thus,  the  local  constituents  of  the  respective 
state  and  federal  legislators  could  express 
their  views  before  legislation  is  enacted. 
Some  states  already  have  medical  advisory 
committees  from  each  county.  They  also 
have  state  medical  committees  on  public  poli- 
cy with  a physician  as  part-time  executive 
chairman  assisted  by  legal  counsel.  A na- 
tional committee  constructed  on  the  same 
plan  as  these  state  committees  would  have  to 
be  created.  A physician  who  has  practiced 
medicine  should  be  chosen  as  the  executive 
chairman.  Both  he  and  his  legal  counsel 
would  need  to  be  stationed  in  our  national 
capital.  The  expense  of  the  national  com- 
mittee on  public  policy  could  be  financed  by 
one  of  three  agencies,  the  American  Medical 
Association,  the  National  Physicians’  Com- 
mittee, or  the  respective  state  organizations 
bearing  the  expense  jointly.  It  would  appear 
more  equitable  if  each  physician  would  be 
assessed  each  year  for  the  specific  purpose  of 
maintaining  a national  committee  on  public 
policy  and  legislation. 

Our  problems  are  not  unlike  those  of  den- 
tists and  hospital  associations.  Therefore, 
unified  effort  of  medical,  dental  and  hospital 
associations  should  further  the  welfare  of 
the  patient. 


* * * 


Sulfonamides  of  Distinct  Value  in  Treating 
Bacillary  Dysentery 

From  a study  of  28  cases  of  acute  bacillary  dysen- 
tery, C.  J.  Smyth,  M.  D.;  M.  B.  Finkelstein,  M.  D.; 
S.  E.  Gould,  M.  D.,  Eloise,  Mich.;  T.  M.  Koppa, 
M.  D.;  and  F.  S.  Leeder,  M.  D.,  Lansing,  Mich.,  re- 
port in  The  Journal  of  the  American  Medical  Asso- 
ciation for  April  24  that  both  sulfaguanidine  and 
succinylsulfathiazole  are  of  distinct  value  in  the 
treatment  of  this  disease.  Because  the  newer  sul- 
fonamide compound,  succinylsulfathiazole,  “is  equal- 
ly effective,”  the  authors  say,  “and  because  it  is 
without  the  potential  toxic  effects  of  sulfaguani- 
dine, we  believe  that  it  is  the  drug  of  choice  in  the 
treatment  of  acute  bacillary  dysentery  (Flexner) 

In  the  introduction  to  their  paper  the  five  physi- 
cians point  out  that  “The  control  of  acute  bacillary 
dysentery  is  becoming  increasingly  important  be- 
cause of  the  presence  of  troops  in  tropical  regions 
where  this  disease  is  common  and  also  because  of 
the  poor  housing  and  sanitary  conditions  which  in- 
evitably result  from  the  mass  shifting  of  civilian 


populations.  During  the  past  year  numerous  re- 
ports of  the  high  incidence  of  this  disease  have  come 
from  the  nations  long  at  war;  namely,  China,  Rus- 
sia, Japan,  Germany  and  Italy  . . 

From  their  study  the  authors  report  that  they 
consider  that  succinylsulfathiazole  given  in  specified 
doses  daily  for  at  least  six  consecutive  days  was  ade- 
quate to  effect  a cure  in  12  of  14,  or  85  per  cent,  of 
their  cases.  “We  observed,”  they  say,  “that  doses 
of  twice  this  amount  may  be  administered  without 
untoward  reactions  and  it  is  suggested  that  if  fever 
and  diarrhea  are  not  controlled  after  three  days  of 
therapy  with  the  smaller  doses  twice  the  amount 
of  the  original  dose  be  given. 

“We  wish  to  stress  the  importance  of  repeated 
stool  cultures  for  at  least  three  weeks  after  therapy 
has  been  discontinued.  Although  the  final  decision 
regarding  the  value  of  succinylsulfathiazole  will  re- 
quire further  clinical  use,  the  results  of  this  study 
indicate  that  it  is  a definite  advance  in  the  treat- 
ment of  this  important  enteric  disease  and  may 
prove  to  be  of  great  value  in  the  treatment  of  other 
types  of  bacillary  dysentery.” 


National  Headquarters  Selective  Service  System 

MEDICAL  CIRCULAR  NO.  3* 


The  purpose  of  this  circular  is  to  guide  physi- 
cians and  dentists  in  the  preliminary  physical  ex- 
amination of  registrants  to  the  end  that  all  selectees 
will  be  physically  examined  and  processed  locally  in 
like  manner.  The  following  pages  furnish  the  rea- 
sons for  the  adoption  of  the  present  system  of  ex- 
amination by  Selective  Service,  the  instructions  cov- 
ering the  preliminary  physical  examination,  section 
623.33  (revised)  of  the  regulations,  and  revised  List 
of  Defects  (DSS  Form  220).  It  is  hoped  that  each 
examining  physician  and  dentist  will  study  carefully 
his  personal  copy  of  the  circular — familiarize  him- 
self thoroughly  with  the  details  of  the  examination, 
as  well  as  with  the  lists,  and  then  adhere  rigidly  to 
the  regulations.  The  objective  is  to  disqualify  all 
registrants  locally  who  have  manifestly  disqualify- 
ing defects  and  forward  all  qualified  registrants  to 
the  examining  and  induction  station. 

This  Medical  Circular  No.  3 affords  the  welcomed 
opportunity  to  express  to  the  examining  physicians 
and  dentists  of  the  Selective  Service  System,  the 
appreciation  of  this  Headquarters  for  their  loyal 
and  valuable  professional  service  -which  has  proved 
of  the  utmost  importance  in  helping  the  Nation  to 
meet  its  wartime  needs. 

PRELIMINARY  PHYSICAL  EXAMINATION 
AS  OF  MARCH  1,  1943 

The  purpose  of  the  Selective  Service  physi- 
cal examination  of  registrants  is  to  dispose 
of  locally  and  classify  into  IV-F  all  regis- 
trants manifestly  unfit  for  military  service, 
thereby  saving  the  time  of  such  unfit  regis- 
trants, the  expense  incident  to  travel,  and 
the  time  of  the  physicians  and  dentists  at  the 
joint  induction  stations. 

The  character  of  the  Selective  Service 
physical  examination  was  changed  from  a 
complete  medical  examination  to  a prelimin- 
ary physical  examination  because  of  the 
great  increase  in  manpower  needed  by  the 
armed  forces,  because  of  accruing  shortage 
of  physicians,  and  because  final  authority 
for  physical  examination  is  vested  with  the 
armed  forces.  Now  additional  demands  are 
being  placed  on  local  boards  and  examining 
physicians  through  the  discontinuance  of  re- 
cruitment. Executive  Order  No.  9279,  dated 
December  5,  1942,  and  LBM  No.  178  route 
through  Selective  Service  channels  all  men 
between  18  and  38  years  of  age  who  enter 
the  armed  forces. 

It  seems  timely  to  call  attention  to  the 
present  regulations  dealing  with  the  charac- 
ter of  the  examination  and  to  the  occasional 
mistakes  on  the  part  of  the  local  board  exam- 
ining physicians  which  have  been  due  largely 
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to  failure  to  adhere  strictly  to  the  regula- 
tions. In  some  instances  registrants  have 
been  forwarded  to  recruiting  and  induction 
stations  with  only  one  leg,  with  a draining 
urinary  fistula,  or  with  marked  deformities 
of  advanced  Pott’s  Disease. 

Several  of  these  cases  were  photographed 
and  the  pictures  forwarded  to  the  War  De- 
partment constituting  incontrovertible  evi- 
dence that  Selective  Service  Regulations 
were  not  followed  in  these  instances  and  that 
the  registrants  had  not  been  examined  in  the 
nude  and  in  action.  The  preliminary  physi- 
cal examination  will  not  be  effective  unless 
the  registrant  is  examined  in  the  nude 
(stripped  of  all  clothing),  as  prescribed,  and 
unless  the  regulations  which  apply  to  the 
physical  examination  are  rigidly  followed 
(Sec.  623.33). 

Inspection  of  the  oral  cavity  is  still  an  in- 
tegral part  of  the  physical  examination.  Its 
purpose  is  to  disclose  dento-oral  defects 
which  would  manifestly  disqualify  a regis- 
trant for  military  or  naval  service,  as  speci- 
fied in  DSS  Form  220.  As  a matter  of  clin- 
ical and  statistical  interest  as  to  whether  or 
not  the  registrant  is  acceptable,  the  examin- 
ing physician  or  dentist  should  record  any 
unusual  anomalies  or  any  pathological  le- 
sions observed  during  the  examination. 

The  preliminary  physical  examination  as 
outlined  in  the  Selective  Service  Regula- 
tions should  be  given  only  by  a physician. 
Unfortunately,  some  have  erroneously  con- 
tended that,  because  it  consists  solely  of  in- 
spection, this  examination  may  be  given  just 
as  effectively  by  a lay  member  of  the  local 
board  and  that  it  does  not  call  for  the  pro- 
fessional judgment  of  a physician.  This  at- 
titude, no  doubt,  is  partially  responsible  for 
the  mistakes  that  have  been  committed. 
However,  it  should  be  obvious  that  only  a 
physician  is  capable  of  understanding  the 
medical  terminology  involved  in  DSS  Form 
220;  that  only  a physician  can  supply  the 
professional  judgment  called  for  in  DSS 
Form  220 ; and  that  only  a physician  through 
a careful  and  rigid  inspection,  is  capable  of 
determining  the  existence  of  many  of  the 
physical  defects,  deficiencies,  disorders,  and 
diseases  listed  in  DSS  Form  220. 

The  very  adoption  of  this  preliminary 
physical  examination  reflects  the  great  con- 
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fidence  of  Selective  Service  in  its  examining 
physicians.  Enthusiastic  acceptance  by  the 
examining  physicians  is  essential  to  the  suc- 
cess of  this  program — enthusiasm  such  as  is 
reflected  in  the  following  excerpt  from  a let- 
ter of  one  of  our  Selective  Service  examining 
physicians,  who  writes  the  following: 

“Many  of  the  examining  physicians  who 
are  members  of  my  Board  of  Examining 
Physicians  * * * and  who  have  in  their  prac- 
tice of  modern,  streamlined  medicine,  allowed 
the  ‘inspection’  phase  of  physical  examina- 
tion to  be  supplanted  by  the  x-ray  and  other 
laboratory  diagnostic  measures,  are  begin- 
ning to  develop  their  skill  of  diagnosing  de- 
fects * * * by  an  ever  improving  inspection 
ability.  My  examining  physicians,  partici- 
pating in  this  present  screening  type  of 
physical  examination,  have  become  enthusi- 
astic in  playing  the  game  of  ‘spotting’  path- 
ology. Examining  physicians  who  are  really 
interested  in  this  type  of  examination  owe  a 
debt  for  the  privilege  of  participating  in  this 
refresher  course  which  is  making  them  more 
alert  and  is  developing  their  senses  of  sight, 
hearing,  and  touch  in  the  detection  of  physi- 
cal defects.” 

To  meet  the  present  needs,  Selective  Serv- 
ice has  revised  the  regulations,  pertaining 
to  this  preliminary  physical  examination,  and 
the  List  of  Defects.  In  addition,  Selective 
Service  has  listed  in  DSS  Form  220  those 
defects,  deficiencies,  disorders,  and  diseases 
which,  though  not  manifest  in  character,  do 
nevertheless  disqualify  registrants,  if  prop- 
erly certified  by  affidavit  filed  as  prescribed 
in  section  623.33  of  the  Selective  Service 
Regulations.  However,  the  character  of  the 
physical  examination  remains  unchanged. 

The  three  requisites  to  complete  success  of 
this  preliminary  physical  examination  are — 

1.  Enthusiastic  acceptance  of  the  pro- 
gram. 

2.  Thorough  familiarity  with  the  revised 
regulations,  section  623.33,  and  the  revised 
List  of  Defects  (DSS  Form  220). 

3.  Strict  adherence  to  the  regulations. 

SECTION  623.33— SELECTIVE  SERVICE 
REGULATIONS 

Physical  Examination  by  Examining  Phys- 
ician. (a)  The  Director  of  Selective  Service, 
from  time  to  time,  will  issue  a List  of  De- 
fects (Form  220),  which  will  set  forth  de- 
fects which  manifestly  disqualify  the  regis- 
trant for  military  service. 


(b)  A registrant  shall  personally  appear 
before  the  examining  physician  and  shall  be 
examined  in  the  manner  provided  in  para- 
graph (c)  of  this  section  except  when  the 
examining  physician  or  the  local  board  is 
convinced  that  the  appearance  of  the  regis- 
trant for  physical  examination  before  the  ex- 
amining physician  will  be  injurious  to  the 
registrant’s  health  or  the  health  of  those 
who  might  be  brought  in  contact  with  him. 
When  the  registrant  appears  before  the  ex- 
amining physician,  his  physical  examination 
should  be  held  in  a well-lighted,  well-heated 
place.  It  should  be  held  while  the  registrant 
is  in  the  nude. 

(c)  The  physical  examination  should  con- 
sist of  observing  the  registrant  while  walk- 
ing toward,  standing  before,  and  walking 
away  from  the  examining  physician.  The 
registrant  may  be  required  to  go  through 
calisthenics  to  determine  the  mobility  of 
joints  or  to  furnish  a basis  for  determination 
of  his  alertness,  intelligence,  understanding 
of  commands,  postural  tensions,  tendencies 
to  incoordination,  and  tremors.  If  peculi- 
arities are  noted,  simple  questions  should  be 
asked  in  an  effort  to  bring  out  replies  bear- 
ing on  the  mental  health  and  personality 
characteristics  of  the  registrant.  The  exam- 
ining dentist,  or  if  he  is  not  available,  the 
examining  physician,  will  examine  the  mouth 
of  the  registrant.  The  examining  physician 
will  take  blood  from  the  registrant  for  a sero- 
logical test.  The  blood  specimen  will  be  col- 
lected in  a container  furnished  by  the  State 
health  officer  and  will  be  forwarded  to  the 
State  laboratory  or  other  laboratory  desig- 
nated by  the  State  Director  of  Selective  Serv- 
ice, together  with  the  accomplished  form  pre- 
scribed within  the  State  for  such  purpose. 
If  the  report  on  the  first  serological  test  of 
the  registrant  is  other  than  truly  negative, 
the  examining  physician  shall  take  addition- 
al blood  for  further  serological  tests  until  he 
is  satisfied  that  the  blood  is  truly  negative, 
truly  doubtful,  or  truly  positive.  Additional 
blood  for  further  serological  tests  will  not  be 
taken  if  distance  or  circumstances  over 
which  the  local  board  or  the  registrant  has 
no  control  make  it  impracticable  for  addi- 
tional tests  to  be  taken.  Serological  tests 
will  be  accomplished  without  expense  to  the 
Selective  Service  System,  unless  such  ex- 
pense is  specifically  authorized  by  the  Di- 
rector of  Selective  Service.  No  other  labora- 
tory procedures  will  be  undertaken  as  a part 
of  this  physical  examination. 
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(d)  Local  boards,  with  the  asistance  of  the 
examining  physician  and  such  agencies  that 
may  be  designated  by  the  State  Director  of 
Selective  Service,  should  seek  from  a n y 
source  possible,  information  bearing  on  a his- 
tory of  mental  disease  in  the  family  of  the 
registrant  or  social  maladjustment,  poor 
work  record,  other  mental  or  personality  dis- 
orders of  the  registrant,  or  any  physical  con- 
dition which  might  cause  the  armed  forces 
ultimately  to  reject  the  registrant.  This  in- 
formation may  be  secured  from  local  social 
agencies,  school  systems,  state  hospitals, 
training  schools  for  defectives,  and  any  other 
sources.  The  local  board  shall  submit  lists 
of  registrants  whose  physical  qualications 
are  being  considered  to  such  agencies  as  the 
Director  of  Selective  Service  or  State  Direc- 
tor of  Selective  Service  may  specify  to  assist 
in  securing  this  information.  The  examin- 
ing physician  shall  review  the  information 
thus  received,  and  the  local  board  shall  for- 
ward this  information  or  an  abstract  thereof 
to  the  induction  station  in  accordance  with 
arrangements  mutually  agreeable  to  the 
State  Director  of  Selective  Service  and  the 
induction  station  for  the  transmittal  of  such 
information.  When  such  information  is  be- 
ing forwarded,  a notation  to  that  effect  will 
be  entered  under  “Remarks,”  Item  25  of  the 
Report  of  Physical  Examination  and  Induc- 
tion (Form  221). 

(e)  The  examining  physician  may  report 
to  the  local  board  that  a registrant  is  suffer- 
ing from  a condition  listed  in  the  List  of  De- 
fects (Form  220) , basing  his  report  upon  one 
or  more  of  the  following:  (1)  the  physical 
examination  of  the  registrant  while  he  is 
before  him;  (2)  his  personal  professional 
knowledge  of  the  registrant’s  physical  con- 
dition; (3)  an  acceptable  affidavit  from  a re- 
putable physician  to  the  effect  that  such 
physician  has  personal  professional  knowl- 
edge of  the  registrant’s  physical  condition, 
provided  such  affidavit  is  filed  with  the  local 
board;  or  (4)  an  official  statement  from  a 
Government  or  State  agency  concerning  the 
physical  condition  of  the  registrant  (includ- 
ing a statement  concerning  a registrant  who 
has  been  cared  for  in  St.  Elizabeth’s  Hos- 
pital, Washington,  D.  C.,  or  in  a Veterans’ 
Administration  Facility),  provided  such 
statement  is  filed  with  the  local  board. 

(f)  The  examining  physician  shall  pro- 
cure from  the  registrant  the  necessary  in- 
formation and  shall  complete  Items  22  and 


23  of  the  Report  of  Physical  Examination 
and  Induction  (Form  221). 

(g)  The  examining  physician  shall  enter 
in  Item  24  on  the  Report  of  Physical  Exam- 
ination and  Induction  (Form  221)  the  result 
of  the  serological  tests  as  “Truly  Negative,” 
“Truly  Doubtful,”  or  “Truly  Positive.” 

(h)  The  examining  physician  will  enter  in 
Item  25  on  the  Report  of  Physical  Examina- 
tion and  Induction  (Form  221)  any  pertinent 
remarks  which  he  deems  advisable  for  the 
benefit  of  the  examiners  at  the  induction 
station. 

(i)  The  examining  physician,  in  Item  26 
on  the  Report  of  Physical  Examination  and 
Induction  (Form  221),  shall  complete  the  an- 
swer to  the  following  question: 

Do  you  find  that  the  above-named  regis- 
trant has  any  of  the  defects  set  forth  in  the 
List  of  Defects  (Form  226)  ? 

If  the  examining  physician’s  answer  is 
“Yes,”  he  shall  describe  the  defects  in  order 
of  their  significance.  If  the  examining 
physician  entertains  a doubt  as  to  whether 
he  should  answer  “Yes”  or  “No,”  his  answer 
shall  be  “No.”  No  other  information  should 
be  included  under  Item  26. 

LIST  OF  DEFECTS 

Registrants  having  any  of  the  following 
physical  defects  are  disqualified  for  service 
in  any  branch  of  the  armed  forces  and  shall 
be  classified  in  Class  IV-F. 

ALPHABETICAL  LIST 

Abscess  of  the  lung. 

Achondroplasia. 

Acromegaly  or  gigantism  if  markedly  disfiguring  or  if  asso- 
ciated with  other  symptoms  of  severe  pituitary  dysfunction. 
Actinomycosis. 

Acute  rheumatic  fever. 

Adhesions  of  the  lids  to  each  other  or  to  the  eyeball. 

Albino. 

Amputation  of  an  arm  or  leg.  or  complete  or  partial  loss  of 
a hand  or  a foot. 

Amputation  of  the  penis,  if  the  resulting  stump  is  insufficient 
to  permit  normal  function  of  micturition. 

Anus,  fistula  of. 

Anu3,  paralysis  of  the  sphincter  of. 

Aphonia. 

Alopecia  universalis. 

Arch,  transverse  of  foot,  obliteration  of,  associated  with  per- 
manent flexion  of  the  small  toes  (claw  toes)  or  with  symp- 
toms. 

Arm.  amputation  of. 

Arthritis,  chronic,  with  deformity,  disabling  or  with  symptoms. 
Asthma,  chronic. 

Atresia  of  one  or  both  external  auditory  canals. 

Atrophic  rhinitis,  chronic,  with  offensive  odor  (ozena). 
Atrophies,  and  dystrophies,  muscular,  which  are  obviously  dis- 
qualifying. 

Auditory  canals,  external,  atresia  of  one  or  both. 

Blindness,  total. 

Bone,  diseases  or  deformities  of,  which  seriously  interfere  with 
the  weight-bearing  function  of,  with  the  full  use  of  the 
limbs  or  which  would  prevent  the  performance  of  full  duty 
as  members  of  the  armed  forces. 

Bone,  tuberculosis  of. 

Brain,  disease  of. 

Breathlessness,  in  circulatory  failure. 

Bronchitis,  chronic,  with  emphysema. 
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Carcinoma  or  other  malignant  disease  of  any  organ  or  part  of 
the  body. 

Cardiovascular  syphilis. 

Cerebrospinal  syphilis. 

Chest  wall,  tuberculosis  of. 

Chronic  pemphigus. 

Circulatory  failure,  evidenced  by  definite  symptoms  such  as  a 
combination  of  breathlessness,  cyanosis,  and  edema. 

Cleft  palate,  with  or  without  prosthetic  appliance. 

Clubfoot,  if  marked  in  degree  or  which  interferes  with  the 
wearing  of  a military  shoe. 

Coloboma  of  iris,  severe. 

Contraction  of  muscle,  or  paralysis,  which  disturbs  function  to 
the  degree  of  interference  with  service. 

Contraction,  spastic,  of  the  muscles  of  the  neck  if  sufficient 
to  prevent  free  rotation. 

Cornea,  ulcer  of. 

Cretinism. 

Curvature  of  spine,  if  greater  than  three  inches  in  lateral  de- 
viation or  kyphosis  or  lordosis,  severe  enough  to  prevent 
wearing  of  equipment  or  uniform. 

Cyanosis,  in  circulatory  failure. 

Deaf  ness , total. 

Deformities,  congenital  or  due  to  fracture,  injury,  or  disease, 
which  seriously  interfere  with  function  and  weight-bearing 
power. 

Deformities,  of  the  nose,  throat,  and  mouth  which  interfere 
with  the  mastication  of  ordinary  fodd,  with  speech,  or  with 
breathing,  or  that  create  an  unsightly  condition. 

Deformities,  postural,  associated  with  disease  of  the  sacroiliac 
and  lumbosacral  joints,  obviously  associated  with  muscular 
spasm,  and  limitation  of  motion  in  the  lumbar  region  of  the 
spine,  and  if  malingering  is  definitely  excluded. 

Dermatitis  herpetiformis. 

Dilatation  of  heart,  and  hypertrophy  evidenced  by  displacement 
of  the  apex  impulse  to  the  left  of  the  midclavicular  line  or 
below  the  sixth  rib. 

Disease,  malignant,  of  any  organ  or  part  of  the  body. 

Dislocations,  old,  unreduced. 

Dwarfism. 

Dystrophies  and  atrophies,  muscular,  which  are  obviously  dis- 
qualifying. 

Edema,  in  circulatory  failure. 

Elephantiasis. 

Emphysema. 

Empyema. 

Enlargement  of  thyroid,  from  any  cause  associated  with  toxic 
symptoms,  or  not  associated  with  toxic  symptoms  but  of  suf- 
ficient size  to  interfere  with  wearing  of  uniform  or  equip- 
ment. 

Epidermolysis,  bullosa. 

Epilepsy. 

Epispadias,  if  of  a degree  to  interfere  with  normal  micturition. 

Esophagus,  destructive  lesions  of. 

Exophthalmic  goiter. 

Exostoses  of  skull,  large,  which  will  prevent  the  individual 
from  wearing  headgear  of  any  branch  of  the  armed  forces. 

Extremity,  loss  of. 

Eyelid  or  eyelids,  conditions  of,  such  as  inversion  or  eversion 
of  such  degree  that  forcible  closure  fails  to  cover  the  eyeball 
or  in  which  there  is  a resultant  conjunctival  inflammation, 
corneal  irritation,  or  a restriction  of  the  rotation  of  the  eye- 
ball. 

Eyes,  abnormal  conditions  of,  due  to  disease  of  the  brain. 

Eyes,  disfiguring  scars  of. 

Feces,  incontinence  of. 

Fingers,  loss  of  more  than  three  entire  fingers  of  one  hand. 

Fistula,  urinary,  abdominal,  osseous  or  post-operative. 

Fistula  of  the  anus. 

Flat  feet,  if  accompanied  by  marked  symptoms  and  deformity. 

Foot,  complete  or  partial  loss  of. 

Fractures,  of  the  vertebrae  or  pelvic  bones,  with  associated 
disqualifying  rigidity. 

Fractures,  ununited. 

Frohlich’s  Syndrome,  if  severe. 

Fungoides,  mycosis. 

Gigantism,  or  acromegaly  if  markedly  disfiguring  or  if  asso- 
ciated with  other  symptoms  of  severe  pituitary  dysfunction. 

Glaucoma. 

Goiter,  exophthalmic. 

Goiter,  nontoxic,  but  of  sufficient  size  to  interfere  with  wear- 
ing of  uniform  or  equipment. 

Hallux,  valgus  (displacement  of  great  toe  toward  the  other 
toes),  if  severe  and  associated  with  marked  exostosis  or 
bunion,  especially  when  there  are  signs  of  irritation  above 
the  joint. 

Hand,  complete  or  partial  loss  of. 

Heart,  dilatation  or  hypertrophy  of,  evidenced  by  displacement 
of  the  apex  impulse  to  the  left  of  the  midclavicular  line  or 
below  the  sixth  rib. 

Hemiplegia. 

Hemorrhoids,  external  or  internal,  associated  with  prolapse  of 
the  rectum. 

Hermaphroditism . 

Hernia,  complete,  operable  or  inoperable. 

Hernia  of  the  brain. 

Hip,  diseases  of,  which  seriously  interfere  with  function  and 
weight-bearing  power. 

Hodgkin’s  Disease. 

Hydrocephalus,  or  monstrosity  of  the  head. 

Hypertrophv  and  dilatation  of  the  heart  evidenced  by  displace- 
ment of  the  apex  impulse  to  the  left  of  the  midclavicular  line 
or  below  the  sixth  rib. 

Hypospadias,  when  opening  is  proximal  to  coronal  sulcus. 

Hysterical  paralysis. 

Idiocy. 


Imbecility. 

Immaturity  as  manifested  by  infantilism,  or  failure  of  develop- 
ment of  secondary  sex  characteristics.  Recheck  in  six  months. 

Impetigo,  chronic. 

Incontinence,  feces  or  urine. 

Insanity,  with  commitment,  or  history  or  commitment,  or  with 
authentic  medical  history  of  treatment  for  insanity  without 
commitment. 

Jaundice,  in  a degree  and  kind  beyond  any  question  of  doubt. 
Recheck  in  six  months. 

Jaws,  diseases  of,  and  of  associated  structures  which  are  likely 
to  incapacitate  the  individual  for  satisfactory  performance  of 
duty.  Extensive  loss  of  oral  tissue  in  an  amount  that  would 
prevent  replacement  of  missing  teeth  by  a satisfactory  den- 
ture. 

Joint,  tuberculosis  of. 

Keratitis. 

Knee,  diseases  of,  which  interfere  with  function  and  weight- 
bearing power. 

Kyphosis  of  a degree  sufficient  to  prevent  wearing  of  uniform 
and  equipment. 

Lagophthalmos,  if  associated  with  signs  of  hyperthyroidism. 

Laryngeal  paralysis,  due  to  any  cause. 

Larynx,  destructive  lesions  of. 

Leg,  amputation  of. 

Leprosy. 

Leukemia  of  any  type. 

Lordosis,  if  of  sufficient  degree  to  prevent  wearing  of  uniform 
or  equipment. 

Lumbosacral  and  sacroiliac  joints,  disease  of,  obviously  asso- 
ciated with  muscular  spasm,  postural  deformities,  or  limita- 
tion of  motion  in  the  lumbar  region  of  the  spine,  and  if 
malingering  is  definitely  excluded. 

Lung,  abscess  of. 

Lungs,  tuberculosis  of,  active,  or  authentic  history  of  treat- 
ment for,  within  preceding  five  years. 

Lupus  vulgaris. 

Lymph  nodes,  enlargement  of,  in  leukemia  or  Hodgkin’s  Dis- 
ease. 

Lymph  nodes,  tuberculosis. 

Lymphosarcoma. 

Malignant  disease  of  any  organ  or  part  of  the  body. 

Metallic  poisoning,  chronic,  except  argyria. 

Monstrosity,  of  the  head,  or  hydrocephalus. 

Mouth,  destructive  lesions  of. 

Mouth,  gross  abnormalities  which  interfere  with  mastication  of 
food,  with  speech,  or  with  breathing  or  create  an  unsightly 
condition. 

Multiple  sclerosis. 

Muscle,  contraction  or  paralysis  of,  which  disturbs  functions 
to  the  degree  of  interference  with  service  in  the  armed  forces. 

Muscular  atrophies  and  dystrophies,  which  are  obviously  dis- 
qualifying. 

Muscular  spasm,  associated  with  disease  of  the  sacroiliac  and 
lumbosacral  joints  obviously  associated  with  postural  de- 
formities, or  limitation  of  motion  in  the  lumbar  region  of 
the  spine,  and  if  malingering  is  definitely  excluded. 

Mutism. 

Mycosis  fungoides. 

Myxedema. 

Neck,  enlargement  of  lymph  nodes  of,  in  leukemia  or  Hodg- 
kin’s disease. 

Neck,  spastic  contraction  of  the  muscles  of,  if  sufficient  to 
prevent  free  rotation. 

Nephritis,  acute  or  chronic. 

Nose,  destructive  lesions  of. 

Nose,  deformities  of,  which  interfere  with  mastication  of  ordi- 
nary food,  with  speech,  or  with  breathing,  or  which  create  an 
unsightly  condition. 

Orbit,  any  tumor  of. 

Osteoarthritis,  complete  or  partial,  of  the  spinal  column. 

Osteomyelitis,  active,  of  any  bone  or  a substantiated  history  of 
osteomyelitis  of  any  of  the  long  bones  within  the  past  five 
years. 

Overweight,  excessive,  which  is  greatly  out  of  proportion  to 
the  height  if  sufficient  to  interfere  with  normal  activity  or 
with  proper  training. 

Ozena,  chronic  atrophic  rhinitis  with  offensive  odor. 

Paget’s  Disease  (osteitis  deformans). 

Palate,  cleft  with  or  without  prosthetic  appliance. 

Paralysis,  hysterical. 

Paralysis,  laryngeal,  due  to  any  cause. 

Paralysis,  or  contraction  of  muscle,  which  disturbs  function  to 
the  degree  of  interference  with  duty. 

Paralysis,  sphincter  of  the  anus. 

Paraplegia. 

Parkinsonian  syndrome,  marked. 

Pellagra. 

Pelvic  bones,  healed  fractures  of,  with  associated  disqualifying 
rigidity. 

Pemphigus,  chronic. 

Penis,  amputation  of,  if  the  resulting  stump  is  insufficient  to 
permit  normal  function  of  micturition. 

Peripheral  vascular  diseases  with  manifest  pathology. 

Pes  planus,  if  accompanied  by  marked  symptoms  and  deformity. 

Poisoning,  metallic,  chronic,  except  argyria. 

Postural  deformities,  accompanying  disease  of  the  sacroiliac 
and  lumbosacral  joints  obviously  associated  with  muscular 
spasm,  and  limitation  of  motion  in  the  lumbar  region  of  the 
spine,  and  if  malingering  is  definitely  excluded. 

Prolapse  of  the  rectum. 

Ptosis  of  eyelids  interfering  with  vision. 

Purpura. 

Rectum,  prolapse  of. 

Rheumatic  fever,  acute  or  chronic,  or  history  of  recurrent  at- 
tacks. 
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Rhinitis,  atrophic,  chronic,  with  offensive  odor  (ozena). 

Ribs,  tuberculosis  of,  and  other  parts  of  the  chest  wall. 
Sacroiliac  and  lumbosacral  joints,  disease  of,  obviously  asso- 
ciated with  muscular  spasm,  postural  deformities,  or  limita- 
tions of  motion  in  the  lumbar  region  of  the  spine,  and  if 
malingering  is  definitely  excluded. 

Scars,  adherent,  of  skin  or  soft  tissue  to  a degree  which  seri- 
ously interfere  with  function. 

Scars,  disfiguring  to  such  an  extent  as  to  be  unsightly  or  which 
interfere  with  function  of  a limb  or  part  to  such  a degree 
as  to  prevent  satisfactory  performance  of  service  in  the 
armed  forces. 

Sclerosis,  multiple. 

Sinus  of  the  abdominal  or  chest  wall. 

Skin,  adherent  scars  of,  or  soft  tissues,  to  a degree  which  seri- 
ously interfere  with  function. 

Skin,  chronic  ulcers  of,  if  severe  in  degree  or  associated  with 
varicose  veins. 

Skull,  deformities  of.  of  any  degree  associated  with  evidences 
of  diseases  of  the  brain,  spinal  cord,  or  peripheral  nerves. 
Skull,  depression  of,  of  a serious  degree. 

Skull,  exostoses,  large,  which  will  prevent  the  individual  from 
wearing  headgear  of  any  branch  of  the  armed  forces. 

Spasm,  muscular,  with  disease,  of  the  sacroiliac  and  lumbo- 
sacral joints,  obviously  associated  with  posteral  deformities 
or  limitation  of  motion  in  the  lumbar  region  of  the  spine, 
and  if  malingering  is  definitely  excluded. 

Sphincter  of  the  anus  or  urethra,  paralysis  of. 

Spinal  column,  osteoarthritis  of,  partial  or  complete. 

Spine  curvature  of.  if  greater  than  three  inches  in  lateral 
deviation,  kyphosis  or  lordosis,  severe  enough  to  prevent 
wearing  of  uniform  or  equipment. 

Spleen,  great  enlargement  of.  from  any  cause. 

Spondylitis,  disabling  or  deforming. 

Stammering  or  stuttering,  to  such  a degree  that  the  registrant 
is  unable  to  express  himself  clearly  or  to  repeat  commands. 
Strabismus,  permanent,  or  well  marked. 

Syphilis,  cerebrospinal,  cardiovascular,  visceral. 

Sycosis  (barber’s  itch  or  other  types).  Reconsider  after  re- 
covery. 

Throat,  destructive  lesions  of. 

Throat,  gross  abnormalities  of,  which  interfere  with  mastica- 
tion of  food,  with  speech,  or  with  breathing,  or  create  an 
unsightly  condition. 

Thumbs,  loss  of  both. 

Thyroid  enlargement  from  any  cause  associated  with  toxic 
symptoms  or  not  associated  with  toxic  symptoms  but  of  suf- 
ficient size  to  interfere  with  wearing  of  uniform  or  equip- 
ment. 

Total  deafness. 

Tracheostomy. 

Trachoma. 

Transverse  arch  of  foot,  obliteration  of,  associated  with  per- 
manent flexion  of  the  small  toes  (claw  toes)  or  with  symp- 
toms. 

Tuberculosis,  active,  of  any  part  of  the  body. 

Tuberculosis,  healed,  of  any  portion  of  the  vertebral  column. 
Tumor  of  brain. 

Tumor  of  orbit. 

Ulcer  of  cornea. 

Ulcers,  chronic,  of  skin,  if  severe  in  degree,  or  if  associated 
with  varicose  veins. 

Urinary  fistula. 

Varicose  veins,  if  severe  in  degree  or  associated  with  edema,  or 
with  present  or  previous  ulcer  of  the  skin. 

Vascular  diseases,  peripheral,  with  manifest  pathology. 

Veins,  varicose,  if  severe  or  associated  with  edema  or  with 
present  or  previous  ulcer  of  the  skin. 

Vertebrae,  healed  fractures  of,  with  associated  disqualifying 
rigidity  or  deformity. 

Vertebral  column,  tuberculosis  of  any  portion,  healed. 

Viscera,  syphilis  of. 

Weight,  excessive  overweight  which  is  greatly  out  of  propor- 
tion to  height  if  sufficient  to  interfere  with  normal  physical 
activity  or  with  proper  training. 

Xerophthalmia. 

* * * * 

Conditions  which  may  not  be  manifest  but  which  may  be 
certified  as  disqualifying  a registrant  for  service  in  any  branch 
of  the  armed  forces  and  classified  as  IV-F,  when  thev  are 
known  to  the  examining  physician,  in  accordance  with  Section 
623.33  (e).  as  amended,  of  the  regulations: 

Acute  diseases,  other  than  venereal.  Reconsider  after  recovery. 
Addison’s  disease. 

Alcoholism,  chronic,  to  such  a degree  that  it  interferes  with 
earning  a living  in  civil  life. 

Anemia,  pernicious,  necessitating  the  constant  parenteral  ad- 
ministration of  liver  extract. 

Diabetes  Insipidus,  moderate  or  severe. 

Diabetes  mellitus.  if  severe  or  if  necessitating  the  constant  ad- 
ministration of  insulin. 

Drug  addiction. 

Enuresis,  continuous  from  childhood. 

Epilepsy. 

Hypoglycemia,  chronic,  persistent  to  such  a degree  that  it  in- 
terferes with  earning  a living  in  civil  life. 

Insanity  with  commitment  or  history  of  commitment  or  with 
authentic  medical  history  of  treatment  for  insanity  without 
commitment. 

Nephritis,  acute  or  chronic. 

Peptic  ulcer,  active,  confirmed  by  x-ray. 

Rheumatic  fever,  acute  or  chronic,  or  with  history  of  recurrent 
attacks. 

Sex  perversion. 

Tuberculosis  of  any  part,  active  within  five  years. 


LIST  OF  DEFECTS  BY  SYSTEMS 

GENERAL 

Actinomycosis. 

Acute  diseases,  other  than  venereal.  (Reconsider  after  re- 
covery). 

Acute  or  chronic  rheumatic  fever,  or  with  history  of  recurrent 
attacks. 

Addison’s  Disease. 

Albino. 

Alcoholism,  chronic,  to  such  a degree  that  it  interferes  with 
earning  a lifing  in  civil  life. 

Alopecia  universalis. 

Anemia,  pernicious. 

Aphonia. 

Arthritis,  chronic,  with  deformity,  disabling  or  with  symptoms. 

Atrophies  and  dystrophies,  muscular,  which  are  obviously  dis- 
qualifying. 

Carcinoma  or  other  malignant  disease  of  any  organ  or  part  of 
the  body. 

Disease,  malignant,  of  any  organ  or  part  of  the  body. 

Drug  addition. 

Fistula,  urinary,  abdominal,  osseous  or  post-operative. 

Fractures,  ununited. 

Goitre,  exophthalmic. 

Hodgkin’s  Disease. 

Immaturity  as  manifested  by  infantilism,  or  failure  of  develop- 
ment of  secondary  sex  characteristics.  Recheck  in  six  months. 

Jaundice  in  a degree  and  kind  beyond  any  question  of  a doubt. 
Recheck  in  six  months. 

Leprosy. 

Leukemia  of  any  type. 

Lymph  nodes,  enlargement  of,  in  leukemia  or  Hodgkin’s  Dis- 
ease. 

Lymph  nodes,  tuberculosis. 

Lymphosarcoma. 

Malignant  disease  of  any  organ  or  part  of  the  body. 

Metallic  poisoning,  chronic,  except  argyria. 

Myxedema. 

Osteomyelitis,  active,  of  any  bone  or  a substantial  history  of 
osteomyelitis  of  any  of  the  long  bones  within  the  past  five 
years. 

Paget’s  Disease  (osteitis  deformans). 

Pellagra. 

Purpura. 

Stammering  or  stuttering  to  such  a degree  that  the  registrant 
is  unable  to  express  himself  clearly  or  to  repeat  commands. 

Syphilis,  cerebrospinal,  cardiovascular,  visceral. 

Tuberculosis,  active,  of  any  part  of  the  body. 

WEIGHT 

Overweight,  excessive,  which  is  greatly  out  of  proportion  to 
the  height  if  sufficient  to  interfere  with  normal  activity  or 
with  proper  training. 

EYES 

Adhesions  of  the  lids  to  each  other  or  to  the  eyeball. 

Blindness,  total. 

Coloboma  of  iris,  severe. 

Cornea,  ulcer  of. 

Eyelid,  or  eyelids,  condition  of,  such  as  inversion  and  eversion 
of  such  degree  that  forcible  closure  failed  to  cover  the  eyeball 
or  in  which  there  is  a resultant  conjunctival  inflammation, 
corneal  irritation,  or  a restriction  of  the  rotation  of  the 
eyeball. 

Eyes,  abnormal  condition  of,  due  to  disease  of  the  brain. 

Eyes,  disfiguring  scars  of. 

Glaucoma. 

Keratitis. 

Lagophthalmos,  if  associated  with  signs  of  hyperthyroidism. 

Orbit,  any  tumor  of. 

Ptosis  of  eyelids  interfering  with  vision. 

Strabismus,  permanent,  or  well  marked. 

Trachoma. 

Xerophthalmia. 

EARS 

Atresia,  of  one  or  both  external  auditory  canals. 

Deafness,  total. 

MOUTH.  NOSE.  PHARYNX.  TRACHEA. 
ESOPHAGUS,  AND  LARYNX 

Aphonia. 

Atrophic  rhinitis,  chronic,  with  offensive  odor  (ozena). 

Cleft  palate,  with  or  without  prosthetic  appliance. 

Deformities  of  the  nose,  throat,  and  mouth,  which  interfere 
with  the  mastication  of  ordinary  food,  with  speech,  or  with 
breathing,  or  that  create  an  unsightly  condition. 

Esophagus,  destructive  lesions  of. 

Jaws,  diseases  of,  and  of  associated  structures  which  are  likely 
to  incapacitate  the  individual  for  satisfactory  performance  of 
duty.  Extensive  loss  of  oral  tissue  in  an  amount  that  would 
prevent  replacement  of  missing  teeth  by  a satisfactory  den- 
ture. 

Laryngeal  paralysis,  due  to  any  causes. 

Larynx,  destructive  lesions  of. 

Nose,  destructive  lesions  of. 

Nose,  deformities  of.  which  interfere  with  mastication  of  ordi- 
nary food,  with  speech,  or  with  breathing,  or  which  create 
an  unsightly  condition. 

Rhinitis,  atrophic,  chronic,  with  offensive  odor  (ozena). 

Throat,  destructive  lesions  of. 

Tracheostomy. 

SKIN 

Alopecia  universalis. 

Dermatitis  herpetiformis. 
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Elephantiasis. 

Epidermolysis,  bullosa. 

Fungoides,  mycosis. 

Impetigo,  chronic. 

Jaundice  in  a degree  and  kind  beyond  any  question  of  doubt. 
Recheck  in  six  months. 

Lupus  vulgaris. 

Pemphigus,  chronic. 

Purpura. 

Scars,  adherent  or  disfiguring  to  such  an  extent  as  to  be  un- 
sightly or  which  interfere  with  function  of  a limb  or  part  to 
such  a degree  as  to  prevent  satisfactory  performance  of  serv- 
ice in  the  armed  forces. 

Sycosis  (barber’s  itch  or  other  types).  Reconsider  after  re- 
covery. 

Ulcers,  chronic,  if  severe  in  degree  or  associated  with  varicose 
veins. 

HEAD 

Exostosis  of  skull,  large,  which  will  prevent  the  individual  from 
wearing  headgear  of  any  branch  of  the  armed  forces. 

Hernia  of  the  brain. 

Hydrocephalus  or  monstrosity  of  the  head. 

Skull,  deformities  of.  of  any  degree  associated  with  evidences 
of  diseases  of  the  brain,  spinal  cord  or  peripheral  nerves. 

Skull,  depression  of,  of  a serious  degree. 

Tumor  of  the  brain. 

SPINE,  SCAPULAE,  AND  SACROILIAC  JOINTS 

Curvature  of  spine,  if  greater  than  three  inches  in  lateral  de- 
viation, or  kyphosis  or  lordosis,  severe  enough  to  prevent 
wearing  of  equipment  or  uniform. 

Deformities,  postural,  associated  with  disease  of  the  sacroiliac 
and  lumbosacral  joints  obviously  associated  with  muscular 
spasm,  and  limitation  of  motion  in  the  lumbar  region  of  the 
spine,  and  if  malingering  is  definitely  excluded. 

Fractures  of  the  vertebrae  or  pelvic  bones,  with  associated  dis- 
qualifying rigidity. 

Hip.  diseases  of,  which  seriously  interfere  with  function  and 
weight-bearing  power. 

Osteoarthritis,  complete  or  partial,  of  the  spinal  column. 

Spondylitis,  disabling  or  deforming. 

Tuberculosis,  healed,  of  any  portion  of  the  vertebral  column. 
EXTREMITIES 

Amputation  of  an  arm  or  leg,  or  complete  or  partial  loss  of 
a hand  or  a foot. 

Arch,  transverse  of  foot,  obliteration  of,  associated  with  per- 
manent flexion  of  the  small  toes  (claw  toes)  or  with  symp- 
toms. 

Arm.  amputation  of. 

Atrophies  and  dystrophies,  muscular,  which  are  obviously  dis- 
qualifying. 

Bone,  diseases  or  deformities  of,  which  seriously  interfere  with 
the  weight-bearing  function,  with  the  full  use  of  the  limbs 
or  which  would  prevent  the  performance  of  full  duty  as 
members  of  the  armed  forces. 

Bone,  tuberculosis  of. 

Clubfoot,  if  marked  in  degree  or  which  interferes  with  the 
wearing  of  a military  shoe. 

Contraction  of  muscle,  or  paralysis,  which  disturbs  function  to 
the  degree  of  interference  with  service. 

Deformities,  congenital,  or  due  to  fracture,  injury,  or  disease, 
which  seriously  interfere  with  function  and  weight-bearing 
power. 

Dislocations,  old.  unreduced. 

Extremity,  loss  of. 

Fingers,  loss  of  more  than  three  entire  fingers  of  one  hand. 

Fractures,  ununited. 

Hallux  valgus  (displacement  of  great  toe  toward  the  other  toes) 
if  severe  and  associated  with  marked  exostosis  or  bunion, 
especially  when  there  are  signs  of  irritation  above  the  joint. 

Hand,  complete  or  partial  loss  of. 

Hemiplegia. 

Hip.  diseases  of.  which  seriously  interfere  with  function  and 
weight-hearing  power. 

Joint,  tuberculosis  of. 

Knee,  diseases  of.  which  interfere  with  function  and  weight- 
bearing power. 

Leg.  amputation  of. 

Paraplegia. 

Peripheral  vascular  diseases  with  manifest  pathology. 

Pes  planus  (flat  feet)  if  accompanied  by  marked  symptoms 
and  deformity. 

Thumbs,  loss  of  both. 

NECK 

Contraction,  spastic,  of  the  muscles  of  the  neck  if  sufficient  to 
prevent  free  rotation. 

Exophthalmic  goitre. 

Lymph  nodes,  enlargement  of,  in  leukemia  or  Hodgkin's  Dis- 
ease. 

Lymph  nodes,  tuberculous. 

Lymphosarcoma. 

Thyroid  enlargement  from  any  cause  associated  with  toxic 
symptoms,  or  not  associated  with  toxic  symptoms  but  of  suf- 
ficient size  to  interfere  with  wearing  of  uniform  or  equip- 
ment. 

Tracheostomy. 

LUNGS  AND  CHEST  WALL 

Asthma,  chronic. 

Abscess  of  the  lung. 

Bronchitis,  chronic,  with  emphysema. 

Chest  wall,  tuberculosis  of. 

Emphysema. 


Empyema. 

Lungs,  tuberculosis  of,  active  or  authentic  history  of  treat- 
ment for  within  preceding  five  years. 

Ribs,  tuberculosis  of,  and  other  parts  of  the  chest  wall. 

Sinus  of  the  chest  wall. 

HEART,  BLOOD  VESSELS,  AND  CIRCULATION 
Circulatory  failure,  evidenced  by  definite  symptoms  such  as  a 
combination  of  breathlessness,  cyanosis,  and  edema. 

Dilatation  of  the  heart,  and  hypertrophy  evidenced  by  displace- 
ment of  the  apex  impulse  to  the  left  of  the  midclavicular  line 
or  below  the  sixth  rib. 

Hemiplegia. 

Peripheral  vascular  diseases  with  manifest  pathology. 

Varicose  veins,  if  severe  in  degree  or  associated  with  edema, 
or  with  present  or  previous  ulcer  of  the  skin. 

ABDOMINAL  ORGANS  AND  WALLS 
Anus,  fistula  of. 

Feces,  incontinence  of. 

Hemorrhoids,  external  or  internal,  associated  with  prolapse  of 
the  rectum. 

Hernia,  complete,  operable,  or  inoperable. 

Paralysis,  sphincter  of  the  anus. 

Peptic  ulcer,  active,  confirmed  by  x-ray. 

Prolapse  of  the  rectum. 

Sinus  of  the  abdominal  wall. 

Spleen,  great  enlargement  of,  from  any  cause. 

GENITO-URINARY  ORGANS  AND 
VENEREAL  DISEASES 
Enuresis,  continuous  from  childhood. 

Epispadias,  if  of  a degree  to  interfere  with  normal  micturition. 
Hermaphroditism. 

Hypospadias,  when  opening  is  proximal  to  coronal  sulcus. 
Incontinence  of  urine. 

Nephritis,  acute  or  chronic. 

Penis,  amputation  of,  if  the  resulting  stump  is  insufficient  to 
permit  normal  function  of  micturition. 

Syphilis,  cerebrospinal,  cardiovascular,  visceral. 

Urinary  fistula. 

ENDOCRINE  AND  METABOLIC  DISORDERS 
Achondroplasia. 

Acromegaly  or  gigantism,  if  markedly  disfiguring  or  if  asso- 
ciated with  other  symptoms  of  severe  pituitary  dysfunction. 
Cretinism. 

Diabetes  insipidus,  moderate  or  severe. 

Diabetes  mellitus,  if  severe  or  if  necessitating  the  constant  ad- 
ministration of  insulin. 

Dwarfism. 

Frohlich’s  Syndrome,  if  severe. 

Hypoglycemia,  chronic,  persistent,  to  such  a degree  that  it 
interferes  with  earning  a living  in  civil  life. 

Immaturity  as  manifested  by  infantilism  or  failure  of  develop- 
ment of  secondary  sex  characteristics.  Recheck  in  six  months. 
Myxedema. 

Pellagra. 

Xerophthalmia. 

DISEASES  OF  BLOOD  AND  BLOOD-FORMING  TISSUES 
Anemia,  pernicious. 

Leukemia  of  any  type. 

Purpura. 

MENTAL  AND  NERVOUS  DISORDERS 

Aphonia. 

Brain,  disease  of. 

Enuresis,  continuous  from  childhood. 

Epilepsy. 

Hemiplegia. 

Hernia  of  the  brain. 

Idiocy. 

Imbecility. 

Insanity  with  commitment,  or  history  of  commitment,  or  with 
authentic  medical  history  of  treatment  for  insanity  without 
commitment. 

Multiple  sclerosis. 

Mutism. 

Paralysis,  hysterical. 

Paraplegia. 

Parkinsonian  syndrome,  marked. 

Sex  perversion. 

Stammering  or  stuttering  to  such  a degree  that  the  registrant 
is  unable  to  express  himself  clearly  or  to  repeat  commands. 
Tumor  of  the  brain. 


Pneumococcic  Meningitis 

The  mortality  rate  in  pneumococcic  meningitis  is 
not  so  high  as  some  authors  have  suggested,  Horace 
L.  Hodes,  M.  D.;  Margaret  H.  D.  Smith,  M.  D.,  and 
Howard  J.  Ickes,  M.  D.,  Baltimore,  declare  in  The 
Journal  of  the  American  Medical  Association  for 
April  24.  The  sulfonamides  bring  about  an  en- 
couraging proportion  of  cures,  except  in  patients 
under  2 years  of  age,  they  say.  Before  the  intro- 
duction of  sulfonamide  treatment  the  mortality  rate 
was  nearly  99  per  cent. 


Tuberculosis  Abstracts 


Why  sift  the  population  for  previously  un- 
diagnosed tuberculosis?  The  answer  usual- 
ly given  points  first  to  the  benefits  conferred 
on  the  individual  whose  tuberculosis  is  dis- 
covered early  and  treated  promptly,  next 
emphasizes  the  necessity  for  protecting  nub- 
lic  health  through  segregation  of  bacillary 
cases,  and  concludes  with  the  sound  economic 
principle  of  saving  the  money  and  resources 
of  everyone  concerned.  Now  that  war  de- 
mands threaten  existing  treatment  facilities 
and,  by  the  same  token,  might  become  rea- 
sons advanced  for  curtailing  mass  surveys, 
an  argument  is  advanced  that  says  the  con- 
tinued finding  of  cases  in  excess  of  available 
bed  capacity  is  the  best  possible  lever  to  use, 
not  merely  to  maintain  present  beds,  but  to 
secure  new  ones.  There  seems  to  be  no  good 
excuse  for  slackening  off  our  attack  on  the 
total  tuberculosis  problem  simply  because 
the  bed  problem  has  become  acute.  The  clear 
indication  is  that  if  we  blindly  allow  our- 
selves the  luxury  of  finding  less  tuberculosis 
now,  we  most  certainly  shall  find  more  tuber- 
culosis later  on. 

TIME  FOR  MORE  TUBERCULOSIS  CASE 
FINDING— NOT  LESS! 

Case  finding  is  the  major  activity  of  the 
Department  of  Health  in  New  York  City  in 
the  prosecution  of  its  campaign  to  control 
tuberculosis. 

In  consideration  of  the  known  overcrowd- 
ing in  institutions  in  the  city  and  the  number 
of  cases  at  home  but  in  need  of  some  form 
of  institutional  care,  it  is  estimated  that  New 
York  City  needs  3,000  additional  beds.  As 
important  as  adequate  beds  may  be  in  pro- 
viding treatment  or  isolation  for  the  active 
or  infectious  case,  there  is  no  cause  to  delay 
or  curtail  an  aggressive  case-finding  pro- 
gram. That  program  during  the  past  is  re- 
sponsible in  large  part  for  the  beds  now 
available  and  the  present  deficiency  will  only 
be  met  if  there  is  a demonstrated  need  for 
them. 

We  must  educate  the  lay  public  to  a reali- 
zation of  the  tuberculosis  problem  and  how 
to  solve  it.  People  known  to  have  been  ex- 
posed must  be  reached,  apparently  healthy 
citizens  must  be  screened  and  budget-making 
officials  must  be  impressed  and  their  sup- 
port secured.  Among  our  own  professional 
groups  nurses  and  physicians  have  to  be  won 
over,  in  many  instances,  to  a sympathetic 


consideration  of  the  problem  and  the  em- 
ployment of  modern  methods  of  discovery. 
Fortunately,  although  some  older  physicians 
remain  unconvinced,  medical  students  and 
younger  doctors  are  being  exposed  to  up-to- 
date  teaching  that  is  effective. 

The  basic  program  in  case  finding  must 
start  with  a search  for  disease  among  those 
in  close  contact  with  an  open  case.  This  prob- 
lem is  particularly  important  where  congest- 
ed housing  and  similar  opportunities  for  close 
contact  exist.  In  order  to  make  existing 
clinic  facilities  available  for  an  increasing 
load  of  screening  apparently  healthy  people 
drawn  from  groups  of  known  high  tubercu- 
losis incidence,  it  has  been  necessary  to  de- 
velop a system  that  will  do  so  without  de- 
creasing the  effectiveness  of  the  search 
among  contacts. 

Changes  resulting  in  a saving  of  about 
6,000  man-hours  of  labor  per  year  have  been 
introduced,  without  any  apparent  loss  of  ef- 
ficiency in  examining  contacts.  Previously, 
each  new  case  admitted  had  the  regulation 
history  form  completed,  was  given  a physical 
examination;  children  were  tuberculin  tested 
using  0.1  and  1.0  mg.  O.  T.  (Mantoux).  Re- 
actors were  x-rayed,  as  were  all  adults  above 
the  age  of  fifteen.  Rarely  did  more  than 
5-10  per  cent  reveal  findings  sufficient  to  call 
for  further  study. 

The  new  procedure  replaces  the  regular 
history  with  a 5 x 8-inch  card  providing 
space  for  contact  history  and  presenting 
symptoms.  A physician  sees  each  case 
briefly.  Complete  examination  is  made  only 
in  those  rare  cases  warranted  by  a suggestive 
history.  Most  cases  proceed  directly  to  the 
x-ray  department.  If  the  radiograph  is  nega- 
tive, further  examination  is  not  done  unless 
the  individual  is  over  10  years  of  age  and  re- 
cently exposed  to  open  tuberculosis.  Those 
with  suspicious  or  manifest  evidence  of  dis- 
ease by  radiograph  are  called  back  to  the 
clinic  for  complete  history,  physical  examina- 
tion and  other  investigation  and  are  super- 
vised appropriately.  Children  between  the 
ages  of  3 and  10  with  normal  x-ray  findings 
are  not  routinely  supervised  until  they  pass 
the  latter  age  and  then  in  accordance  with 
their  continued  exposure  to  a bacillary  case. 

The  application  of  these  principles  has  re- 
sulted in  reduction  of  the  case-load  carried 
in  all  clinics,  permitting  more  attention  to 
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the  significant  cases  and  extending  the  use 
of  clinic  facilities  in  reaching  others.  There 
has  been  noted  improved  staff  morale  and 
greater  satisfaction  among  the  patients. 

The  mass  survey,  as  a method  of  case 
finding,  has  been  developed  according  to  well 
conceived  ideas  based  on  demonstrated  mor- 
tality and  morbidity  figures.  Tuberculosis 
is  more  prevalent  in  tenement  house  areas 
and  among  the  poor  and  unemployed  than 
among  those  of  better  social  or  economic  sur- 
roundings. In  New  York  City  the  major 
problem  in  tuberculosis  exists  among  the 
colored  population.  The  mass  survey  of  the 
colored  of  all  ages  is  indicated. 

Information  gained  from  mass  surveys  in 
New  York  City  has  made  it  possible  to  indi- 
cate clearly  where  to  expect  most  tubercu- 
losis by  age,  sex,  color  and  economic  group- 
ings. Highest  yield  came  from  a group  of 
homeless  and  non-settled  males,  with  54 
cases  per  1,000,  while  the  lowest  was  only  one 
significant  case  per  1,000  among  the  pupils 
of  a high  school. 

Cooperating  with  the  Army  since  the  very 
beginning  of  the  draft  in  1940,  the  Depart- 
ment of  Health  first  carried  the  entire  re- 
sponsibility for  personnel  and  x-ray  examin- 
ations, soon  shifted  to  the  exclusive  function 
of  following  up  all  resident  men  rejected  at 
the  area  Induction  Centers  because  of  sus- 
pected pulmonary  tuberculosis.  This  has 
given  opportunity  for  seeing  that  proper  su- 
pervision is  provided  in  each  case,  and  has 
been  marked  by  close  cooperation  with  and 
by  the  local  draft  boards.  If  a man  fails  to 
report  after  the  induction  board  examination, 
a letter  to  the  chairman  of  the  board  results 
in  the  issuance  of  an  order  to  the  delinquent 
to  appear. 

Today,  national  existence  depends  on  na- 
tional defense  and  this,  in  turn,  on  national 
fitness.  One  of  the  most  serious  problems 
confronting  public  health  administrators  is 
tuberculosis,  a most  communicable  malady 
and  one  that  invariably  increases  during 
periods  of  war.  The  safest  defense,  so  far 
as  tuberculosis  is  concerned,  is  to  find  the 
cases  now  and  get  them  under  supervision 
so  that  there  will  be  less  opportunity  for  ad- 
vanced disease  to  develop  and,  thereby,  less 
chance  for  the  further  spread  of  infection 
to  others. 

There  are  thousands  of  men  and  women 
now  returning  to  jobs  in  industry  after 
months  or  years  of  inactivity  because  of  tu- 


berculosis or  because  of  other  reasons  such 
as  unemployment.  Sudden  return  to  regular 
work  may  cause  a relapse  or  stimulate  latent 
lesions  to  flare  up.  Increased  income,  with 
increased  recreational  activities  and  irregu- 
lar hours  supplementing  heavier  occupational 
demands,  may  upset  the  balance  in  favor  of 
tuberculosis.  Therefore,  it  is  of  the  utmost 
importance  that  case-finding  programs  be 
expanded  at  this  time. 

SUMMARY 

Case  finding  is  the  basis  of  tuberculosis 
control  in  the  program  of  the  New  York 
City  Department  of  Health.  Three  major  ef- 
forts in  case  finding  have  been  presented. 
Through  these  sources  799,659  persons  were 
examined  between  1933-40  with  the  result 
that  37,339,  or  5 per  cent,  were  found  to  have 
significant  lesions. 

In  order  to  speed  up  the  program,  many  of 
the  previously  standardized  procedures  were 
greatly  simplified,  permitting  greater  em- 
phasis on  the  important  contacts  and  cases 
rather  than  to  scatter  efforts  equally  among 
all  patients  admitted,  a large  majority  of 
whom  are  in  no  practical  need  of  intensive 
supervision.  The  mass  survey  principle  has 
been  applied  to  the  district  clinic. 

It  is  the  policy  of  the  Department  to  in- 
tensify its  case-finding  program  regardless 
of  the  availability  of  beds  for  all  cases  dis- 
covered. 

There  is  an  indicated  need  for  more  mass 
education  of  the  public  about  the  facts  of 
tuberculosis.  The  underground  medical 
student  and  nurse  need  more  education  in 
this  field,  and  the  practicing  physician,  if 
thoroughly  interested,  could  contribute  more 
in  the  control  program  than  is  the  experience 
at  this  time. 

Case  Finding  in  New  York  City,  Herbert  R.  Edwards,  M.  D.t 
American  Review  of  Tuberculosis,  March,  1943. 


Hair’s  Breadth  Is  Not  Uniform 

Using  the  term  “a  hair’s  breadth”  to  signify  an 
extremely  small  unit  of  measurement  means  noth- 
ing, scientifically  at  least,  since  recent  studies  on 
human  hair  made  by  Morris  Steggerda  and  Mrs. 
Ruth  Eckardt  of  the  Carnegie  Institution  at  Wash- 
ington, D.  C.,  prove  that  hairs  from  different  parts 
of  the  body  vary  greatly  in  their  width,  S.  R.  Win- 
ters of  the  same  city  reports  in  Hygeia,  The  Health 
Magazine  for  May. 

“Using  a wool  measuring  device  developed  by  J. 
I.  Hardy  of  the  United  States  Department  of  Agri- 
culture, Steggerda  and  Mrs.  Eckardt  are  able  for 
the  first  time  to  determine  quickly  and  adequately 
the  size  pattern  of  the  hairs  on  anybody’s  head,” 
Mr.  Winters  explains. 
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Urge  the  Rigid  Conservation  of  All  Supplies 
by  Hospitals 

The  waste  of  hospital  supplies,  however  slight, 
must  be  scrupulously  avoided  if  the  nation’s  civilian 
and  military  needs  in  this  regard  are  to  be  met,  the 
Committee  on  Drugs  and  Medical  Supplies  and  the 
Sub-committee  on  Hospital  and  Surgical  Supplies  of 
the  Division  of  Medical  Sciences  of  the  National  Re- 
search Council,  declare  in  a joint  statement  published 
in  a recent  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association.  The  statement  is  as  fol- 
lows: 

“The  medical  profession  and  hospitals  of  the 
country  must  practice  the  most  severe  economy  pos- 
sible in  the  use  of  supplies  containing  materials  es- 
sential to  the  conduct  of  the  war.  Rubber,  metals, 
fixed  equipment,  chemicals  and  drugs  must  be  con- 
served to  the  utmost  to  make  the  supply  last  for 
the  duration  of  the  war.  Rubber  gloves,  when  torn, 
should  be  patched;  rubber  drainage  material  should 
be  resterilized  and  used  again.  Adhesive  plaster 
contains  rubber.  Two  pieces  should  not  be  used  when 
one  will  suffice.  Better  yet,  none  at  all  should  be 
used  if  a cotton  bandage  will  be  an  adequate  substi- 
tute. Unnecessarily  large  dressings  should  be  avoid- 
ed. Catgut  must  be  conserved.  Alcohol  and  other 
chemicals  should  be  used  as  sparingly  as  possible. 

“It  is  expected  that  hospital  supplies  will  be 
available  in  sufficient  amount  to  meet  the  needs  of 
civilian  patients,  but  only  if  those  needs  are  re- 
duced to  a minimum.  Enormous  quantities  must  be 
supplied  to  the  military  hospitals  and  to  our  allies, 
despite  the  fact  that  the  materials  from  which  most 
of  the  articles  are  made  are  in  demand  for  other 
purposes.  Waste,  however  slight,  must  be  scrupu- 
lously avoided. 

“This  program  has  the  endorsement  of  the  Health 
Supplies  Branch  of  the  War  Production  Board. 

“Commitee  on  Drugs  and  Medical  Supplies — W. 
W.  Palmer,  Chairman;  Perrin  H.  Long,  Vice  Chair- 
man; Morris  Fishbein,  Evarts  A.  Graham  (ex-of- 
ficio),  Ernest  E.  Irons,  E.  F.  Kelly,  George  W. 
Merck,  0.  H.  Perry'  Pepper  (ex-officio),  John  G. 
Searle. 

“Subcommitte  on  Hospital  and  Surgical  Supplies — 
Evarts  A.  Graham,  Chairman;  C.  W.  Munger,  Mont 
R.  Reid,  Edward  J.  Sovatkin,  G.  W.  Wallerich.” 

Commenting  on  the  conservation  of  important 
materials  used  in  medical  practice,  The  Journal  in 
the  same  issue  says: 

“Eventually  a shortage  may  occur,  because  the 
supply  of  basic  materials  is  beginning  to  be  de- 
stricted.  Obviously  the  supply  of  all  materials  de- 
pending on  steel,  aluminum,  nickel,  rubber,  alcohol, 
glycerin,  quinine,  zinc  or  other  similarly  important 
elements  is  likely  to  be  restricted  because  these  are 
the  materials  that  find  such  specific  purposes  in  the 
production  of  the  instruments  of  warfare.  There  are 
innumerable  ways  in  which  the  staffs  of  hospitals 
and  physicians  in  their  offices  may  conserve  such 
materials  — most  important,  however,  being  the 
avoidance  of  wastage.  Far  too  often  doctors  and 
nurses  are  careless  in  their  use  of  adhesive  tape, 
withdrawing  from  spools  more  material  than  is  ac- 
tually going  to  be  needed.  Alcohol  may  be  wasted 
by  pouring  away  used  materials  that  can  be  easily 
reclaimed.  Rubber  gloves  with  the  proper  atten- 


tion will  outlast  by  double  the  time  of  their  usual 
life.  The  American  Hospital  Association  and  the 
staffs  of  various  institutions  should  aid  in  this  cam- 
paign in  every  way  possible.  Posters  may  be  pre- 
pared by  such  organizations  and  by  manufacturers 
of  such  products  which,  distributed  and  posted 
throughout  the  hospital,  will  serve  as  a constant  re- 
minder to  the  users  of  the  necessity  for  careful 
conservation.” 


Subnormal  Body  Temperature  Is  Better  Index 
for  Thyroid  Therapy 

“From  a study  of  over  1,000  cases  the  results  in- 
dicate that  subnormal  body  temperature  is  a bet- 
ter index  for  thyroid  therapy  than  the  basal  meta- 
bolic rate,”  Broda  Barnes,  M.  D.,  Denver,  contends 
in  a recent  issue  of  The  Journal  of  the  Ameri- 
can Medical  Association. 

Basal  metabolism  is  the  minimum  heat  produced 
by  an  individual  measure  from  fourteen  to  eighteen 
hours  after  eating  and  when  the  individual  is  at 
rest,  but  not  asleep.  It  represents  the  energy  ex- 
pended to  maintain  life  functions,  such  as  breath- 
ing, circulation,  body  temperature,  glandular  activ- 
ity, muscle  tonus  and  other  vegetative  functions. 

In  the  introduction  to  his  report,  Dr.  Barnes  ex- 
plains that  “Basal  temperature  is  defined  here  as 
the  body  temperature  taken  under  conditions  which 
are  usually  considered  as  necessary  for  determining 
basal  metabolism.  That  is  to  say,  the  individual 
should  have  had  a good  night’s  rest,  no  food  for 
twelve  hours  and  no  exercise  or  excitement.  Unless 
the  patient  is  in  the  hospital  or  the  test  is  run  in 
the  home  a true  basal  metabolic  rate  is  not  obtained, 
for  the  exercise  of  dressing  and  going  to  the  labora- 
tory will  have  an  appreciable  influence  on  the  oxida- 
tive rate.  The  half  hour  or  hour  rest  is  a poor 
compromise  for  basal  conditions.  This  is  not  the 
most  serious  criticism  of  the  determinations  of 
basal  metabolism,  however.  Many  more  errors  are 
made  when  the  patient  is  unable  to  relax  because 
of  nervous  tension.  Although  the  normal  person 
would  not  be  excited  by  such  an  examination,  the 
person  needing  such  a test  is  not  normal  and  many 
of  them  are  unable  to  relax  after  repeated  tests.  . . ” 

Dr.  Barnes  explains  that  nervous  tension  will  ele- 
vate the  body  temperature  and  that  it  has  been 
known  for  many  years  that  the  basal  metabolic  rate 
goes  up  as  the  body  temperature  rises. 

“It  is  well  established  clinically  that  the  hyper- 
thyroid patient  has  an  elevated  body  temperature,” 
Dr.  Barnes  says.  “Thus  it  appears  from  the  experi- 
mental data  and  from  clinical  observations  that  body 
temperature  might  serve  as  an  index  of  thyroid  ac- 
tivity in  hypothyroidism.” 


BOOK  RECEIVED 

Urology  in  General  Practice,  by  Nelse  F.  Ocker- 
blad,  B.  S.,  M.  D.,  F.  A.  C.  S.  Professor  of  Clinical 
Urology,  University  of  Kansas  School  of  Medicine; 
Consulting  Urologist  to  the  Children’s  Mercy  Hos- 
pital, Kansas  City,  Mo.,  and  Hjalmar  E.  Carlson, 
B.  S.,  A.  M.,  M.  D.,  F.  A.  C.  S.  Instructor  in  Urology, 
University  of  Kansas  School  of  Medicine;  Attending 
Urologist  to  St.  Luke’s  Hospital  and  Trinity  Hos- 
pital, Kansas  City,  Mo.;  383  pages,  illustrated.  The 
Year  Book  Publishers,  Inc.,  304  S.  Dearborn  St.,  Chi- 
cago. Price  $4.00. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY 

The  Omaha  Mid-West  Clinical  Society  will 
hold  its  eleventh  annual  meeting  October 
25th  to  29th,  inclusive,  in  Hotel  Paxton. 

Following  are  the  names  of  some  of  the 
guest  speakers  who  have  accepted  invita- 
tions to  participate  in  the  program. 

Basic  Sciences — Eben  J.  Carey,  M.  D., 
Milwaukee,  Wisconsin. 

Eye,  Ear,  Nose  and  Throat — Sanford  R. 
Gifford,  M.  D.,  Chicago,  Illinois. 

Genito-Urinary — Cyrus  E.  Burford,  M.  D., 
St.  Louis,  Missouri. 

Gynecology  and  Obstetrics — Jennings  C. 
Litzenberg,  M.  D.,  Minneapolis,  Minnesota. 

Medicine — James  Edgar  Paullin,  M.  D., 
Atlanta,  Georgia;  Tom  D.  Spies,  M.  D., 
Birmingham,  Alabama,  and  Cincinnati,  Ohio. 

Neurology — Harold  G.  Wolff,  M.  D.,  New 
York,  New  York. 

Orthopedic  Surgery — Frank  R.  Ober,  M. 
D.,  Boston,  Massachusetts. 

Pediatrics — L.  Emmett  Holt,  Jr.,  M.  D., 
Baltimore,  Maryland. 

Surgery — Raymond  W.  McNealy,  M.  D., 
Chicago,  Illinois ; Robert  Lee  Sanders,  M.  D., 
Memphis,  Tennessee. 

A symposium  on  War  Medicine  and  Sur- 
gery will  be  held  Friday,  October  25th.  from 
9:00  a.  m.  to  1:00  p.  m.  Officers  of  experi- 
ence in  the  Medical  Corps  of  the  United 
States  Navy  will  make  up  the  panel.  De- 
tailed arrangements  have  not  as  yet  been 
completed  but  will  be  included  in  the  next 
announcement. 

Scientific  and  technical  exhibits  will  be 
featured  again  this  year. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 
1943  EXAMINATIONS 
New  York  City,  June  4th  and  5th. 

Chicago,  October  8th  and  9th. 

Candidates  will  be  required  to  appear  for  exam- 
ination on  two  successive  days. 

Dr.  John  Green,  Secretary 
6830  Waterman  Avenue 
St.  Louis,  Mo. 
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INTERNATIONAL  COLLEGE  OF  SURGEONS 

At  the  coming  fourth  International  Assembly  of 
the  International  College  of  Surgeons  to  be  held  at 
the  Waldorf  Astoria  Hotel  in  New  York  City  on 
June  14,  15,  16,  dealing  with  the  subjects  of  “Re- 
habilitation” and  “War  Surgery,”  the  tentative  pro- 
gram arrangements  will  be  as  follows: 

1.  Papers  will  be  read  by  eminent  authorities  in 
the  Grand  Ballroom  during  both  morning  and  after- 
noon sessions. 

2.  Continuous  round-table  discussions  on  Re- 
habilitation, War  Surgery,  Care  of  Veterans  and 
Allied  Subjects  have  been  scheduled  to  run  for  the 
duration  of  the  Assembly. 

Visitors  to  the  Assembly  are  urged  to  view  the 
many  exhibits  which  will  be  set  up  to  demonstrate 
activities  in  military  medical  affairs  and  rehabilita- 
tion. Among  these  will  be  a visual  demonstration 
on  the  work  of  the  State  of  New  Jersey  Rehabilita- 
tion Commission,  John  J.  Toohey,  Jr.  Director,  pre- 
senting its  Curative  Workship  under  the  personal 
direction  of  Mr.  J.  C.  Kupper. 

The  Veterans  Administration,  Washington,  D.  C., 
of  which  Charles  M.  Griffith  is  Medical  Director, 
will  furnish  charts  showing  pictures  and  descrip- 
tions of  the  routine  and  special  measures  in  biblio- 
therapy,  occupational  therapy,  and  physical  therapy 
used  to  aid  in  the  treatment  of  patients  in  Veterans 
Administration  Hospitals. 

The  Medical  Detachment  of  the  17th  Regiment, 
New  York  State  Guard,  of  which  Major  Donald  R. 
Beck  is  Regimental  Surgeon,  will  set  up  a regi- 
mental aid  station.  The  personnel  will  consist  of 
members  of  the  medical  detachment  who  will  be  in 
daily  attendance. 

There  will  also  be  an  exhibit  by  the  New  York 
State  Department  of  Social  Welfare,  Bureau  of 
Services  for  the  Blind,  with  Ruth  B.  McCoy  in 
charge. 

A large  number  of  motion  pictures  in  color  will 
be  shown  on  Cranio  Cerebral  Surgery,  Bone  & Joint 
Surgery,  Plastic  Surgery  and  War  Surgery.  The 
medical  profession  is  cordially  invited  to  attend. 


L.  B.  417,  by  committee  on  labor,  provid- 
ing for  placement  of  spastic  persons  in  the 
Nebraska  institution  for  feeble  minded  at 
Beatrice,  was  approved.  It  is  estimated  that 
approximately  50  such  persons  who  have  lit- 
tle or  no  control  of  muscular  reactions,  will 
be  placed  there.  Heretofore  no  institution 
has  been  provided  for  them.  The  bill  pro- 
vides that  the  board  of  control  shall  furnish 
suitable  instruction. 


The  Associated  Hospital  Service,  the  Blue  Cross 
Hospital  Care  Plan  of  Nebraska,  hospitalized  its 
5,000th  member  recently  according  to  J.  H.  Pfeiffer, 
executive  director. 

Organized  in  January,  1939,  the  Association,  one 
of  77  non-profit  Blue  Cross  Plans  now  in  operation 
through  United  States  and  Canada,  has  approxi- 
mately 18,500  members  enrolled,  stated  Pfeiffer. 
The  employees  of  more  than  660  Nebraska  firms 
and  organizations  have  formed  Blue  Cross  Hospital 


Service  groups,  with  new  members  being  enrolled 
at  the  rate  of  nearly  600  monthly,  he  added. 

The  amount  of  money  returned  to  Blue  Cross 
members  nationally,  in  the  form  of  paid-up  hospital 
bills,  totaled  $47,862,357  during  the  past  year. 
Based  on  earned  premium  income,  this  represented 
74.6  per  cent  of  the  members’  dollar. 

Recently  the  St.  Elizabeth  Hospital  of  Lincoln 
affiliated  with  the  Associated  Hospital  Service  of 
Nebraska  as  one  of  its  18  participating  institutions. 
Several  more  hospital  additions  are  expected  short- 
ly, stated  Pfeiffer. 


STATEMENT  OF  THE  SURGEON  GENERAL 
OF  THE  UNITED  STATES  ARMY 

The  Army  is  increasing  in  size;  more  medical  of- 
ficers are  required.  New  units  are  being  formed 
and  many  new  general  hospitals  are  under  construc- 
tion at  many  points  in  the  United  States.  Some 
basic  training  must  be  given  to  medical  officers  be- 
fore they  are  assigned  to  purely  medico-military 
duties;  for  this  reason,  they  are  needed  one  or  two 
months  prior  to  actual  assignment.  For  the  protec- 
tion of  the  health  of  the  civilian  population,  the 
quotas  for  physicians  must  be  fairly  distributed 
throughout  the  country.  Certain  states  are  far  be- 
hind; they  will,  it  is  hoped,  do  everything  possible 
to  furnish  their  quotas  at  once. 


STATEMENT  OF  THE  SURGEON  GENERAL 
OF  THE  UNITED  STATES  NAVY 

In  order  to  plan  intelligently  I have  reviewed  the 
personnel  situation  in  the  Medical  Department  of 
the  Navy.  There  is  a deficit  of  approximately  nine 
hundred  medical  officers  for  the  next  six  months, 
based  on  minimal  requirements.  The  Bureau  of 
Medicine  and  Surgery  calls  medical  officers  to  ac- 
tive duty  when  billets  are  available,  does  not  build 
up  too  large  a reserve  at  any  time.  Consequently, 
procurement  must  go  on  in  an  orderly  fashion,  if 
we  are  to  meet  the  demands  that  will  be  placed  upon 
us  as  the  offensive  fighting  develops.  We  can  not 
afford  to  have  the  deficit  increase  beyond  its  pres- 
ent level;  if  it  does  we  will  not  be  able  to  give  first- 
class  medical  service  to  our  wounded. 

The  Medical  Department  of  the  Navy  is  charged 
with  maintaining  the  health  of  all  the  personnel  of 
the  Navy  and  the  Marine  Corps;  in  addition  it  must 
care  for  the  dependents  of  the  officers  and  men. 
We  look  to  the  medical  profession  of  our  nation  to 
come  forward  with  the  available  doctors  that  can 
be  spared  from  civil  life  to  aid  in  our  military 
necessity.  In  the  main,  the  profession  has  respond- 
ed nobly.  There  are  some  localities  where  this  is 
not  so.  In  those  localities  the  medical  profession 
should  cause  the  pressure  of  public  opinion  to  bear 
on  all  eligible  doctors  and  thereby  bring  to  their 
attention  the  seriousness  of  failing  to  do  their 
patriotic  duty. 

The  medical  profession  is  faced  with  a challenge 
of  furnishing  medical  service  to  the  Armed  Forces 
and  to  the  civil  population  during  the  active  state 
of  war  and  in  the  post  war  period,  which  we  hope 
is  not  too  far  distant.  Should  the  profession  fail  in 
either  regard  many  forces  may  develop  that  will 
destroy  the  practice  of  medicine  as  we  know  it. 
This  would  be  disastrous  and  it  is  something  that 
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we  can  not  afford  to  allow  to  come  about.  In  all 
seriousness,  the  doctors  of  medicine  in  the  United 
States  should  take  stock  carefully  of  their  own  im- 
mediate situations  and  should  give  every  assistance 
in  planning  to  see  that  medicine  plays  its  respon- 
sible part  in  this  and  coming  years. 


STATEMENT  OF  THE  SURGEON  GENERAL  OF 
THE  U.  S.  PUBLIC  HEALTH  SERVICE 

During  the  next  twelve  months,  the  Public  Health 
Service  will  require  approximately  600  medical  of- 
ficers for  full-time  active  duty  in  the  reserved  com- 
missioned corps.  These  physicians  will  be  recruited 
on  an  average  of  50  a month — 25  for  service  in  the 
U.  S.  Coast  Guard,  and  25  for  general  service. 

In  addition  to  the  medical  officers  assigned  to 
the  Coast  Guard,  physicians  are  needed  for  duty 
in  the  Marine  Hospitals  and  the  medical  program 
of  the  War  Shipping  Administration,  as  well  as  for 
detail  to  general  public  health  work  in  state  and 
local  health  departments,  and  for  such  specialized 
war  programs  of  the  Public  Health  Service  as 
tuberculosis  control,  venereal  disease  control,  indus- 
trial hygiene,  and  community  medical  services. 

The  Service  also  expects  this  year  to  commission 
some  5,000  physicians  in  the  inactive  reserve.  These 
doctors  will  be  available  for  active  duty  in  the  event 
of  acute  emergency  in  their  own  or  nearby  com- 
munities. They  will  not  be  called  for  active  duty 
unless  an  acute  emergency  exists,  and  will  be  re- 
tained only  for  the  duration  of  such  an  emergency. 
This  recruitment  of  inactive  officers  is  undertaken 
as  a part  of  the  cooperative  program  of  the  Public 
Health  Service  and  the  Office  of  Civilian  Defense. 

The  needs  of  state  and  local  health  departments 
for  physicians  have  increased  greatly  during  the 
past  year.  In  January,  1942,  it  was  estimated  that 
state  and  local  health  departments  would  need  600 
physicians.  As  of  January,  1943,  the  exact  needs 
have  not  been  determined,  but  the  Public  Health 
Service  has,  at  the  present  time,  requests  from  the 
states  for  185  medical  officers  to  be  assigned  to 
duty  in  war  areas  alone. 

According  to  reports  from  State  Procurement  and 
Assignment  chairmen,  as  of  March  23,  1943,  286  ad- 
ditional doctors  for  civilian  practice  are  needed  in 
176  counties  located  in  38  states.  Another  22  coun- 
ties in  the  same  states  report  a shortage  of  physi- 
cians but  do  not  specify  the  numbers  needed.  In 
the  remaining  10  states,  no  needs  were  reported. 

These  198  counties  reporting  immediate  needs 
represent  only  7 per  cent  of  the  2,654  counties  in 
the  38  states,  and  only  6 per  cent  of  all  counties  in 
the  country.  Nevertheless,  it  is  apparent  that  civil- 
ian communities  are  feeling  the  pinch  of  the  physi- 
cian-shortage increasingly,  since  experience  has 
shown  that  local  needs  become  acute  before  they  are 
expressed  in  formal  reports.  In  the  joint  studies 
made  in  42  areas  by  the  Public  Health  Service  and 
the  Procurement  and  Assignment  Service,  it  has 
been  determined  that  59  physicians  and  5 dentists, 
or  64  medical  and  dental  personnel,  are  needed  in 
these  areas — an  average  of  1.5  per  study.  The 
Public  Health  Service  has  been  requested  to  supply 
13  of  these  physicians  and  dentists,  or  23  per  cent 
of  the  determined  need. 

On  the  basis  of  these  42  studies,  it  is  estimated 
that  500  physicians  and  dentists  will  be  needed  in 


332  areas  to  be  surveyed  in  the  next  coming  four- 
teen months,  or  by  June  1,  1944.  It  is  anticipated 
that  80  per  cent  of  these,  or  400,  will  be  supplied 
by  voluntary  relocation  through  the  regular  chan- 
nels of  Procurement  and  Assignment,  and  that  the 
Public  Health  Service  will  be  requested  to  assist  in 
meeting  the  needs  for  the  remaining  20  per  cent,  or 
100  physicians  and  dentists.  This  may  be  done 
either  through  financial  assistance  to  physicians  de- 
siring to  relocate  in  areas  requiring  their  services, 
or  through  assignment  of  Public  Health  Service 
personnel  upon  request  of  the  proper  authorities. 

Although  it  is  impossible  to  project  with  accuracy 
the  1943  needs  of  civilian  communities,  we  must 
face  the  fact  that  the  shortage  undoubtedly  will  in- 
crease during  and  after  the  filling  of  the  1943  mili- 
tary quotas;  and  that  the  chances  of  meeting  civilian 
needs  as  well  as  replacing  physicians  who  die  or 
withdraw  from  practice  because  of  disability,  will 
correspondingly  decrease.  Furthermore,  we  cannot 
predict  at  this  time  the  possible  needs  of  certain 
rural  areas,  which  now  may  be  adequately  supplied 
but  which  will  require  additional  public  health  and 
medical  services  during  1943,  should  the  Govern- 
ment move  a large  number  of  farm  families  into 
these  areas  for  the  food  production  drive.  It  is 
believed  that  joint  action  of  the  Public  Health  Serv- 
ice and  the  Procurement  and  Assignment  Service 
will  serve  to  meet  urgent  needs  in  civilian  com- 
munities. 


STATEMENT  OF  CHAIRMAN,  DIRECTING 

BOARD  PROCUREMENT  AND  ASSIGNMENT 
SERVICE  FOR  PHYSICIANS,  DENTISTS 
AND  VETERINARIANS 

Figures  are  now  complete  on  the  1942  quotas  for 
supplying  physicians  of  the  various  states.  Forty 
states  have  exceeded  the  100  per  cent  figure  of  their 
quotas.  Five  states  were  above  90  per  cent  of  their 
quotas.  Four  states — New  York,  Connecticut,  Mas- 
sachusetts, and  Nevada  were  below  90  per  cent  of 
their  quotas. 

Nevada  is  the  lowest  state,  but  has  a total  quota 
of  but  35  doctors.  It  has  provided  23  and  deserves 
special  consideration  because  its  population  is  thin- 
ly scattered  over  wide  areas. 

This  statement  would  not  imply  any  reflection  on 
the  patriotism  of  those  members  of  the  medical  pro- 
fession who  have  been  marked  available  by  the 
Procurement  and  Assignment  Service  in  these  three 
states  and  who  have  not  sought  a commission.  I 
would  only  present  the  facts  and  let  each  one  draw 
from  these  facts  whatever  deductions  he  individual- 
ly chooses. 

Certain  unavoidable  considerations  must  be  faced 
in  these  figures.  Four  states  failed  to  provide  90 
per  cent  of  their  1942  quotas  of  doctors  for  the 
services.  Three  of  these  states — New  York,  Con- 
necticut, and  Massachusetts,  are  Eastern  Seaboard 
states  and  among  the  most  populous  ones  in  the 
Union.  These  populous  states  have  large  cities  in 
them  which  now  have  more  doctors  per  thousand 
persons  than  most  other  parts  of  the  country. 
Largely  because  those  doctors  marked  available  by 
the  Procurement  and  Assignment  Service  have  not 
soueht  commissions  these  states  are  below  their 
quotas. 

Unless  more  of  the  doctors  found  available  for 
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WOMAN'S  AUXILIARY 


President — Mrs.  W.  W.  Carveth 

3345  Grimsley  Lane.  Lincoln.  Nebr. 
President-elect — Mrs.  Herbert  Davis 
Omaha.  Nebr. 

First  Vice-President — Mrs.  Howard  Royer 


Second  Vice-President — Mrs.  Harry  E.  Flansburg 
Lincoln,  Nebr. 

Secretary — Mrs.  O.  A.  Reinhard 
2833  Sheridan,  Lincoln,  Nebr. 

Treasurer — Mrs.  J.  G.  Woodin 


Grand  Island,  Nebr. 


Grand  Island,  Nebr. 
Historian — Mrs.  Floyd  Rogers 


3015  Stratford,  Lincoln,  Nebr. 


THE  BULLETIN,  official  news  organ  of  the  Auxiliary,  is  $1.00  per  year.  It  affords  valuable  information  for  both 
State  and  County  Auxiliaries,  and  should  be  in  the  hands  of  every  doctor’s  wife.  Mrs.  A.  D.  Brown  of  Central  City  is 
State  Chairman  for  the  Bulletin. 


The  Auxiliary  to  the  Nebraska  State 
Medical  Association  held  their  annual  meet- 
ing Tuesday,  May  4,  1943,  at  the  Lincoln 
Hotel  in  Lincoln,  with  Mrs.  W.  W.  Carveth, 
President,  presiding.  The  Auxiliary  held  a 
one  day  meeting  this  year  in  conjunction 
with  the  meeting  of  the  Council  and  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association. 

An  Executive  Board  meeting  was  held  at 
10  a.  m.,  with  an  informal  luncheon  at  12:30, 
followed  by  the  general  business  meeting. 
Reports  were  given  by  the  Chairmen  of 
Standing  Committees  and  County  Presidents. 

Mrs.  W.  W.  Carveth  of  Lincoln  was  re- 
elected president  for  the  coming  year.  Other 
officers  named  were: 

President-elect — Mrs.  Herbert  H.  Davis,  Omaha. 

First  Vice  President — Mrs.  Howard  Royer,  Grand 
Island. 

Second  Vice  President — Mrs.  Harry  E.  Flans- 
burg, Lincoln. 


Secretary — Mrs.  O.  A.  Reinhard,  Lincoln. 

Treasurer — Mrs.  J.  G.  Woodin,  Grand  Island. 

One-year  Directors — Mrs.  D.  B.  Wengert,  Fre- 
mont; Mrs.  Clayton  Andrews,  Lincoln. 

Two-year  Directors — Mrs.  A.  L.  Cooper,  Scotts- 
bluff;  Mrs.  Clarence  Rubendall,  Omaha. 

The  Bulletin — Mrs.  A.  D.  Brown,  Central  City, 
Nebr.,  State  Chairman  for  the  Bulletin. 

The  following  resolutions  were  adopted: 

Be  it  resolved  by  the  Woman’s  Auxiliary  to  the 
Nebraska  State  Medical  Association  assembled  at 
the  Lincoln  Hotel  in  Lincoln,  on  May  4,  1943, 

That  thanks  be  extended  to  the  officers  of  the 
Auxiliary  for  their  excellent  service  in  maintaining 
the  organization  of  the  Auxiliary  during  the  past 
year. 

That  suitable  expression  of  sorrow  and  sympathy 
be  extended  to  the  family  of  the  late  Mrs.  Allan 
Campbell,  from  the  members  of  the  Auxiliary. 

That  expression  of  thanks  be  sent  to  the  manager 
of  the  Lincoln  Hotel  for  the  courtesy  extended  to 
the  Auxiliary  during  the  present  meeting. 

And  that  these  resolutions  be  spread  upon  the 
minutes  of  the  Auxiliary  and  within  the  public 
press. 


military  service  by  the  Procurement  and  Assign- 
ment Service  in  these  cities  apply  for  a commission 
in  the  armed  forces  with  reasonable  promptness  still 
more  doctors  must  come  from  rural  communities. 
This  will  greatly  complicate  the  problem  for  those 
communities  in  their  own  and  other  states  since 
many  rural  communities  are  already  none  too  well 
supplied  with  doctors.  Such  inequalities  in  medical 
service  as  now  exist  have  become  practically  insur- 
mountable for  the  Procurement  and  Assignment 
Service  with  its  present  limited  authority.  With  all 
these  facts  in  mind,  with  the  responsibility  of  medi- 
cine to  the  country  and  to  itself  such  as  it  is,  the 
quota  figures  particularly  in  New  York,  Connecti- 
cut, and  Massachusetts  should  be  brought  up  to  par 
by  an  intensive  effort  of  the  State  Medical  societies 
through  their  executive  bodies  preferably  by  an 
organized  State  Medical  society  campaign. 

The  provision  of  doctors  for  the  armed  forces  is 
not  only  the  special  obligation  of  medicine  but  a 
responsibility  which  it  acknowledges  and  accepts  as 
its  part  in  the  war  effort.  Each  state  that  has  not 
met  its  1942  quota  will  be  kept  informed  of  its  posi- 
tion in  relation  to  its  quota  and  its  position  in  rela- 
tion to  other  states.  Otherwise,  a state  is  denied 
the  pardonable  pride  of  satisfaction  in  meeting  its 
quota  or  pampered  against  facing  a distasteful  posi- 
tion in  relation  to  other  states. 


WHY  PUBLIC  HEALTH  NURSING? 

ELEANOR  PALMQUIST,  R.  N. 

Director  Division  of  Public  Health  Nursing, 
Nebraska  State  Department  of  Health 

Science  has  given  us  the  knowledge  that  have 
made  epidemics  of  yellow  fever,  cholera  and  per- 
nicious malaria  a thing  of  the  past.  Through  ad- 
vancements in  medical  science  the  average  length 
of  life  has  been  increased  from  18  or  20  years  in 
the  sixteenth  century  to  about  46  in  1900  and  to  61.2 
years  in  Nebraska  in  1942.  Apparently  the  gap 
between  what  medical  science  has  to  offer  and 
what  the  people  utilize  is  being  shortened.  The 
gap  is  still  wide  however,  as  evidenced  by  the  deaths 
from  preventable  causes,  and  defects  and  disabili- 
ties from  preventable  diseases.  Of  Nebraska’s  first 
50,000  young  men  examined  for  the  army  draft 
one  out  of  every  three  was  physically  unfit  to  carry 
on  full  wartime  responsibilities.  Physical  examina- 
tions made  by  the  N.  Y.  A.  of  4,047  Nebraska  young 
people  between  the  ages  of  17  and  25  showed  that: 
78%  were  physically  fit  for  any  kind  of  employ- 
ment; 18%  had  health  conditions  preventing  their 
doing  fulltime  work;  4%  were  already  unemployable. 
There  were  8 deaths  from  diphtheria  and  13  from 
whooping  cough  in  Nebraska  last  year. 
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A physician  called  to  conduct  a delivery  with  no 
opportunity  for  medical  supervision  during  the  pre- 
natal period  is  not  to  be  censured  if  he  cannot  save 
the  mother  or  baby.  A physician  called  to  care  for 
a seriously  ill  child  cannot  contribute  what  he  or 
the  family  wish  to  saving  the  life  of  that  child  at 
this  time.  Perhaps  he  could  have,  had  he  been 
given  the  opportunity  for  health  supervision  to 
avoid  unnecessary  illnesses  and  prepare  for  those 
that  cannot  be  prevented.  We  all  know  that  some 
mothers’  and  some  babies’  lives  can  not  be  saved 
regardless  of  the  best  medical  service  but  the 
physician  is  in  a better  position  to  give  satisfactory 
care  when  he  sees  the  patient  over  the  period  of 
time  when  his  services  could  do  the  most  good. 
Nor  is  a physician  to  be  criticized  by  a community 
struck  by  an  epidemic  of  small  pox,  diphtheria  or 
whooping  cough  when  that  community  has  not 
availed  itself  of  the  protection  offered  in  the  physi- 
cian’s office.  If  a family  or  a community  does  not 
avail  itself  of  the  services  offered,  there  is  not  too 
much  that  the  physician  can  do  about  the  situa- 
tion. Is  this  not  the  answer  to  “Why  a Public 
Health  Nurse?”  The  public  health  nurse  works 
with  the  physicians  but  is  not  paid  by  them.  The 
public  health  nurse  is  interested  in  the  health  of 
the  individual  but  can  be  objective  in  her  sugges- 
tion that  the  individual  see  the  physician.  Because 
of  her  sincere  interest  the  public  health  nurse  wins 
the  confidence  of  the  families  and  can  guide  them 
to  a consideration  of  previous  unfelt  needs  for  im- 
proving the  health  of  individuals,  families  or  com- 
munities. 

The  policies  and  program  of  public  health  nurs- 
ing in  Nebraska  that  are  basic  are  available  upon 
request  from  the  Division  of  Public  Health  Nursing. 
These  are  basic  rather  than  detailed  because  no  two 
areas  want  or  need  the  same  type  of  program.  The 
following  are  some  of  the  ways  in  which  Nebraska 
physicians  are  utilizing  Public  Health  Nurses: 

1.  Referring  all  antepartum  patients  to  the  pub- 
lic health  nurse  for  interpretation,  using  the  time 
of  the  office  call  for  medical  service  only. 

2.  Asking  help  of  the  public  health  nurses  in 
getting  all  children  immunized  and  stimulating  some 
means  of  getting  sufficient  protection  for  the  com- 
munity. 

3.  Referring  all  well  infants  and  preschool  chil- 
dren for  health  supervision  to  supplement  the  of- 
fice calls;  the  public  health  nurse  reporting  the 
condition  and  getting  new  orders  frequently. 

4.  Asking  the  public  health  nurses  to  see  the 
postpartum  patients  who  have  had  to  leave  the 
hospital  early  and  to  supervise  the  care  of  all  new 
mothers  to  assist  in  establishing  desirable  routines. 

5.  Referring  all  cases  of  communicable  disease 
so  that  the  public  health  nurse  may  help  the  family 
set  up  isolation  to  protect  other  members  of  the 
family  and  the  community. 

6.  Interpreting  and  demonstrating  the  carrying 
out  of  the  physicians  order. 

In  some  areas  certain  of  these  activities  are  car- 
ried on  a group  activity  basis;  in  others  they  are 
best  considered  on  an  individual  basis.  The  wishes 
of  the  physician  and  community  are  the  basis  for 
such  decisions.  Some  of  the  other  services  that 
the  public  health  nurses’  are  giving  that  are  factors 
in  the  total  program  are: 


1.  Getting  cases  of  venereal  disease  back  to 
treatment. 

2.  Getting  contacts  to  physicians  for  examina- 
tion. 

3.  Getting  tuberculosis  cases  and  contacts  to 
physicians  for  follow-up  examinations. 

4.  Teaching  women  in  Home  Nursing  Classes  to 
take  temperature,  give  bed  baths,  isolate  ill  pa- 
tients and  improvise  home  equipment. 

It  is  requested,  to  safeguard  physician,  patient 
and  public  health  nurse,  that  every  physician  re- 
ferring cases  give  the  public  health  nurse  his  orders 
for  that  case. 

The  place  of  the  public  health  nurse  in  the  com- 
munity is  not  described  by  the  foregoing  any  more 
than  the  work  of  a mother  is  described  by  saying 
she  prepares  meals,  cleans  the  home  and  cares  for 
the  children.  The  activities  of  a public  health  nurse 
add  up  to  an  educational  program  for  better  health, 
coordinating  the  activities  of  home,  school  and 
community. 

Needs  are  changing  in  these  times  of  stress  and 
the  Division  of  Public  Health  Nursing,  State  Health 
Department,  would  appreciate  being  informed  of 
the  needs  in  your  area.  We  cannot  guarantee  that 
we  will  meet  every  request  received  but  we  can  as- 
sure you  that  any  request  or  suggestion  will  be 
given  careful  consideration.  Plans  for  increasing 
the  nursing  service  in  spite  of  limited  personnel  are 
now  being  considered  and  we  would  appreciate  any 
suggestions  from  physicians  for  improving  public 
health  nursing  services  in  their  communities. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  regular  April  meeting  of  the  Five  and  Six- 
County  Medical  Societies  was  held  on  Thursday, 
April  15,  1943,  at  the  Stratton  Hotel,  Wayne,  Ne- 
braska. Sixty-five  members,  their  wives,  and  guests 
attended  the  special  dinner  and  program  commem- 
orating Dr.  C.  T.  Ingham’s  fifty  years  in  practice 
in  Northeast  Nebraska.  Dr.  Fred  G.  Dewey  of  Cole- 
ridge acted  as  toastmaster.  Among  the  speakers 
called  upon  were  Dr.  J.  T.  Anderson,  president  of 
the  State  Teachers  College  of  Wayne;  Dr.  J.  D. 
Lutton  of  Sioux  City;  Dr.  R.  P.  Carroll,  president 
of  the  Five-County  Medical  Society,  and  Dr.  Morris 
Nielsen  of  Blair.  During  the  course  of  the  program, 
a call  to  Dr.  and  Mrs.  Ingham’s  son,  who  is  sta- 
tioned with  the  army  in  California,  was  completed. 
Following  this,  Dr.  and  Mrs.  Ingham  spoke  to  the 
society. 

The  scientific  meeting  was  called  to  order  by 
President  Carroll.  It  was  moved  and  seconded  that 
the  Five  and  Six-County  Medical  Societies  go  on 
record  and  instruct  their  delegates  to  vote  for  a 
resolution  to  create  a committee  on  medical  service. 

The  scientific  program  was  in  charge  of  the 
Wayne  doctors  with  Dr.  Walter  Benthack  presiding 
chairman.  Following  is  the  program: 

“Early  Diagnosis  and  Treatment  of  Pulmonary 
Tuberculosis”  by  Dr.  L.  C.  Albertson,  Medical  Direc- 
tor, Hospital  for  Tuberculosis,  Kearney,  Nebraska. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  May  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Seng,  O.  Li.,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L.  L,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhom 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M„  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 


Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschmann,  Jerome,  Int. 
Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Oppen,  Ralph  L. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  EXeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 

GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 

GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 

HALL  COUNTY 

McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 


Ryder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood,  G.  R. 

Whitham,  R.  H. 

William.  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
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PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdregre 
Reeder,  R.  C.,  Holdreg-e 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 

RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 


RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering: 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 


Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Major  H.  D.  Myers  of  Schuyler  is  at  Station 
Hospital,  Jefferson  Barracks,  Missouri. 

Major  D.  W.  Kingsley  of  Hastings  is  at  Army  Air 
Base,  Dyersburg,  Tenn. 

Lt.  Neal  D.  Beckenhaur,  recently  of  Wahoo,  is 
at  Fort  Sam  Houston,  Tex. 

Major  Edward  Honke  of  Butte,  Nebraska,  is  at 
Palm  Spring,  Calif. 

Capt.  G.  L.  Porter  of  Fairmont,  is  stationed  at 
the  Army  Air  Base,  Pueblo,  Colo. 

Capt.  John  E.  Gilmore  of  Murray  is  somewhere 
in  New  Guinea. 

Capt.  William  D.  Ketter  of  Falls  City  graduated 
from  the  Medical  Field  Service  School  at  Carlisle 
Barracks,  Pa.,  in  May. 

Dr.  R.  R.  Anderson  of  Union  received  his  commis- 
sion and  is  to  enter  as  First  Lieutenant  in  the 
Army  early  in  June. 

Capt.  John  Modlin  of  Beaver  City  is  somewneie 
in  North  Africa. 

Capt.  Charles  A.  Longo  is  at  Camp  Roberts, 
Calif.  His  brother,  Major  Joseph  Longo  is  at  the 
induction  station,  Fort  Crook. 

Lt.  Com.  L.  L.  Arnsten  was  in  Omaha  on  a two 
weeks’  leave  in  April.  His  destination  was  not 
known  when  he  left  Omaha. 

Lt.  Col.  Warner  F.  Bowers  is  now  commanding 
officer  of  250th  Station  Hospital,  Camp  Phillips, 
Kansas. 


DEATHS 

Dr.  Edward  R.  Stuart,  Blair.  Born  in  1862.  Grad- 
uated from  Missouri  Medical  College  in  1897.  Prac- 
ticed in  Blair  for  over  forty  years  prior  to  retiring 
recently.  Died  May  1,  1943.  Surviving  are  the  wife 
a daughter  and  four  sons. 


Dr.  Kathleen  Sullivan,  Omaha.  Born  in  1881. 
Graduated  from  Creighton  Medical  School  in  1903. 
Died  May  6,  1943,  from  carcinoma  of  the  stomach. 
Surviving  is  a son,  Lt.  John  Sullivan. 


Dr.  G.  W.  Thume,  Lincoln.  Born  1877.  Graduated 
from  Kansas  City  Medical  College  in  1898.  Prac- 


ticed for  forty  years  prior  to  retiring  in  1940.  Served 
in  World  War  I where  he  took  part  in  the  battles 
of  St.  Mihiel  and  the  Meuse-Argonne.  Died  April 
10,  1943.  Surviving  is  the  widow. 


Dr.  Benjamin  Wade  Burleigh,  Ragan.  Born  in 
1863.  Graduated  from  Northwestern  University 
Medical  College  in  1905.  Died  April  9,  1943.  He 
is  survived  by  his  wife. 


Dr.  William  Thomas  Craft,  Niobrara.  Born  in 
Illinois  in  1869.  Came  to  the  Middle  West  early  in 
childhood.  Graduated  from  the  University  of  Ne- 
braska Medical  College  in  1902.  Practiced  in  the 
northeastern  part  of  the  state  until  his  death  April 
6,  1943.  Three  children  survive. 


BIRTHS 

To  Dr.  and  Mrs.  D.  M.  Flett  of  Kimball,  a son, 
May  4,  1943. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bide.,  Omaha. 


Dr.  J.  North  Evans  has  returned  to  Columbus  to 
practice. 

Dr.  Frank  Conlin  of  Omaha  spent  two  weeks  in 
New  York  City  in  April. 

Dr.  Earl  Sage  of  Omaha  returned  in  April  from  a 
trip  to  Mexico. 

Also  vacationing  in  Mexico  in  April  were  Dr.  and 
Mrs.  J.  J.  Bruce  of  Madison. 

Dr.  David  S.  Rausten,  formerly  of  Lincoln,  has 
moved  to  Niobrara. 

Dr.  A.  O.  Kostal  is  medical  officer  for  the  Air 
Crew  Detachment  in  Hastings. 

Dr.  Olga  Stastny  of  Omaha  was  named  medical 
director  of  Supreme  Forest  Woodmen  Circle. 

Dr.  C.  T.  Gritzka  of  Talmage  returned  from  a 
visit  with  his  son,  Dr.  T.  L.,  in  Portland,  Oregon. 

Dr.  W.  I.  Devers  of  Pierce  attended  a course  in 
obstetrics  at  Cook  County  Hospital,  Chicago,  in 
April. 

Dr.  Dorothy  Thompson  of  Omaha,  formerly  at 
Truesdale  Hospital,  Fall  River,  Massachusetts,  is 
now  anesthetist  at  Mercy  Hospital,  Council  Bluffs. 
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EDITORIAL 


POST  WAR  MEDICINE 

Attention  is  directed  to  the  Journal  of  the 
American  Medical  Association  of  May  1, 
1943.  The  issue  is  devoted  largely  to  papers 
read  at  the  National  Conference  on  Planning 
for  War  and  Post  War  Medical  Services  held 
in  New  York,  March  15,  of  this  year.  Though 
the  topics  discussed  are  few  in  comparison 
with  enormity  of  the  task  of  post  war  recon- 
struction, one  may  gain  at  least  an  idea  of 
the  medical  problems  which  are  certain  to 
present  themselves  on  cessation  of  hostilities 
and,  as  most  authorities  believe,  for  some 
years  thereafter. 

On  the  scientific  prospects  of  medicine  we 
have  little  to  fear.  There  is  no  doubt  but 
that  unless  serious  and  unpredictable  epi- 
demics should  arise  medical  services  in  this 
country  will  remain  on  high  qualitative  and 
quantitative  levels.  Problems  in  disease  oc- 
casioned by  the  global  struggle  will  be  met 
by  the  physicians  through  a review  of  knowl- 
edge formerly  acquired  but  now  largely  for- 
gotten, and  by  addition  of  new  methods  and 
procedures  emanating  from  our  great  mili- 
tary and  civilian  hospitals,  clinics  and  labora- 
tories. There  will  be  among  us  many  thou- 
sands who  at  the  present  time  are  serving 
in  lands  where  these  diseases  are  endemic. 
On  return  to  their  communities  these  physi- 
cians and  surgeons  will  share  their  diag- 
nostic and  therapeutic  skills  with  their  col- 
leagues to  be  utilized  at  the  patient’s  bedside. 

On  the  economic  phases  there  are  un- 
deniable misgivings.  Wars  are  always  fol- 
lowed by  social  upheavals  and  there  is  no 


justifiable  reason  to  suspect  that  this  strug- 
gle with  all  its  ferocity  will  have  endowed 
mankind  with  calmness  and  equanimity. 
Commando  training  and  tactics  are  not  like- 
ly to  yield  a legion  of  sedate  philosophers.  In 
the  post  war  period  the  physician  will  be  con- 
fronted with  two  major  functions.  Enjoy- 
ing, as  he  almost  invariably  does,  the  respect 
of  his  community,  it  will  be  his  duty  to 
utilize  his  understanding  of  human  psy- 
chology to  assume  leadership  in  movements 
which  set  the  pace  for  good  government  and 
citizenship.  He  will  render  a service  to  his 
country  if  through  precept  and  example  he 
will  influence  those  with  whom  he  associates 
to  emulate  a well-balanced  philosophy  of  life. 

The  second  function  is  a corollary  to  the 
first.  It  relates  to  his  professional  and  eco- 
nomic safeguard  through  a policy  of  frank- 
ness and  sincerity  on  the  dangers  of  bureau- 
cratic schemes  applied  to  medical  practice. 
From  sources  as  variable  as  they  are  ques- 
tionable, many  a man  on  the  street  has  heard 
so  much  about  “free  medical  care”  that  he 
has  accepted  the  idea  as  a promise  on  face 
value.  Though  he  knows  nothing  about  its 
implications  he  is  willing  to  indulge  in  the 
delusion  that  some  mysterious  agency  in  the 
person  of  a rich  uncle,  will  cheerfully  and 
eagerly  finance  his  medical  bills.  To  counter- 
act the  medical-economic  propaganda  bar- 
rage which  is  now  stirring  the  public  mind 
the  individual  physician  must  in  the  interest 
of  preserving  the  prevailing  high  standards 
of  American  Medicine  accustom  himself  to 
discuss  with  his  patients  whenever  the  op- 
portunity warrants  it,  the  problems  which 
medicine  faces ; and  dispassionately  interpret 
the  advantages  of  the  present  methods  over 
those  promulgated  by  theorists  and  politi- 
cians. 
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THE  COUNCIL  ON  MEDICAL  SERVICE 
AND  PUBLIC  RELATIONS  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION 

The  recommendation  by  the  House  of  Dele- 
gates of  the  A.  M.  A.,  to  the  Board  of 
Trustees  to  create  and  maintain  a Council  on 
Medical  Service  and  Public  Relations  is  an 
indication  of  the  widespread  need  for  medi- 
cine’s participation  in  planning  for  a better 
world.  This  Journal  wishes  to  congratulate 
the  House  of  Delegates  upon  its  wisdom  ac- 
companying such  action.  If  this  Council  will 
achieve  results  comparable  to  those  of  other 
Councils  in  the  American  Medical  Association, 
organized  medicine  has  little  to  fear  on  the 
social  and  economic  fronts.  The  achieve- 
ments of  the  Council  on  Medical  Education, 
the  Council  on  Pharmacy  and  Chemistry  and 
the  Council  on  Scientific  Assembly  speak  for 
themselves.  It  is  hoped  that  the  Council  on 
Medical  Service  and  Public  Relations  will 
place  the  category  of  medical  practice  on  the 
same  plane  as  that  reached  by  the  Councils 
referred  to. 


PROGRESS  IN  THE  DIAGNOSIS  AND 
TREATMENT  OF  EPILEPSY 

Epilepsy,  regardless  of  its  various  connota- 
tions, has  been  a medical  and  a social  prob- 
lem for  centuries.  Attempts  to  explain  the 
condition  on  a physical,  psychologic,  or 
philosophic  basis  through  the  years  have 
brought  little  comfort  to  its  sufferers,  and 
even  less  enthusiasm  to  the  physician.  The 
convulsive  disorders  as  a group  remain  an 
unsolved  dilemma. 

With  the  introduction  of  the  electroen- 
cephalogram and  the  differentiation  of  the 
graphic  waves  into  characteristic  patterns 
some  of  the  diagnostic  difficulties  at  least 
may  in  time  be  obviated.  According  to  Len- 
nox* these  dysrhythmic  patterns  occur  not 
only  in  individuals  subject  to  periodic  seiz- 
ures but  also  in  most  individuals  whose  fam- 
ily history  points  to  a predisposition  to  epi- 
lepsy. Regardless  of  other  factors  that  enter 
into  the  causation  of  this  peculiar  disorder, 
all  authorities  agree  that  there  is  a distinct 
hereditary  phase  which  at  present  must  be 
respected.  Indeed  it  is  this  unanimity  of 
opinion  on  the  hereditary  factor  which  tends 
to  discourage  patient  and  doctor  alike. 

In  the  management  of  the  epileptic  it  is 
particularly  unfortunate  that  physicians  gen- 
erally display  a feeling  of  helplessness.  Too 
often  even  some  of  those  cases  with  convul- 


sive seizures  for  whom  a complete  recovery 
is  possible  (the  traumatic  type)  are  allowed 
to  go  for  years  on  the  assumption  that  the 
condition  is  incurable.  Actually  most  epilep- 
tics, according  to  Lennox,  can  be  made  com- 
fortable and  useful  to  society  by  the  adminis- 
tration of  ordinary  sedatives;  many  respond 
unusually  well  to  dilantin,  and  all  find  life 
more  agreeable  through  a combination  of  in- 
telligent physical  and  mental  care. 

*Wi]]iam  G.  Lennox,  Bui.  N.  Y.  Acad.  Med.  19,  47 
(Jan.),  1943. 


SOCIALIZED  MEDICINE 

Many  communities  are  now  feeling  the  scarcity 
of  doctors  and  hospitals  since  the  war  is  monopoliz- 
ing these  services.  There  is  talk  of  making  medi- 
cal service  a function  of  the  government  on  the 
idea  that  this  will  make  these  services  available  to 
all.  Naturally  the  socialists  are  taking  advantage 
of  these  conditions,  forgetting  that  the  medical 
profession  and  not  the  government  has  been  re- 
sponsible for  the  many  advances  in  this  science. 

These  theorists  are  busily  conniving  for  socialized 
medicine  while  a large  proportion  of  the  doctors 
are  serving  in  the  armed  forces  and  unable  to  de- 
fend their  profession.  They  propose  medical  experi- 
ments for  this  country,  in  blissful  ignorance  of  the 
vast  new  problem  which  the  medical  profession  must 
solve,  and  fortunately  is  solving,  before  there  can 
be  any  assurance  of  a healthy  America  in  the  future. 
Prior  to  the  war,  medical  science  had  succeeded  in 
making  within  our  continental  borders  a sort  of 
island  of  health.  Thanks  to  American  doctors,  the 
United  States  was  practically  rid  of  the  most  dead- 
ly maladies.  Malaria,  typhoid,  yellow  fever,  tuber- 
culosis, plague  and  others  too  numerous  to  men- 
tion, were  either  eliminated  or  under  reassuring 
control.  And  then  war  came. 

Millions  of  men  have  now  been  shipped  to  the 
four  corners  of  the  earth.  They  are  subject  to 
diseases  unheard  of  by  civilians  at  home.  Our  doc- 
tors are  with  them,  alongside  of  them  at  the  battle- 
front,  dying  with  them  in  the  foxholes.  It  is  part 
of  their  job  to  see  that  disease  is  kept  out  of  the 
states,  and  that  our  men  are  kept  healthy.  Our  war 
transportation  system,  which  shuttles  about  the 
globe  to  all  the  plague  spots  with  the  regularity 
of  interurban  commuter  trains,  has  not  made  the 
problem  any  simpler. 

Our  doctors,  with  the  weapons  of  science  and  re- 
search, are  now  attacking  disease  at  its  source,  in 
jungle  tropics  and  war-shattered  nations.  Their 
work  should  not  be  impeded  by  the  provincial 
schemers  who  think  that  health  is  merely  a matter 
of  passing  a law. — From  Omaha  Daily  Journal- 
Stockman,  June  15,  1943. 
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The  1943  Nebraska  State  Medical  Asso- 
ciation meeting  was  held  Tuesday,  May  4,  at 
Lincoln,  without  a Scientific  Session.  The 
House  of  Delegates  and  the  Council  held  a 
one  day  business  session.  Because  of  the 
war  difficulties  incident  to  travel  and  the 
number  in  the  armed  services,  the  expedient 
of  deleting  the  scientific  program  was  tried 
out.  Whether  wisely  or  not  was  difficult  to 
determine. 

The  full  one  day  session  without  interrup- 
tion, however,  gave  the  House  of  Delegates 
and  the  Council  more  than  the  usual  time 
for  earnest  consideration  of  the  many  prob- 
lems confronting  medicine.  Some  of  these 
problems,  long  in  the  making  and  others  of 
war  origin,  commanded  attention. 

The  Nebraska  State  Medical  Association 
represents  a well  constituted  working  organ- 
ization. In  the  short  time  since  the  revision 
of  the  Constitution  and  By-Laws  a surpris- 
ing increase  in  efficiency  has  become  evident, 
attesting  to  the  good  work  done  by  the  of- 
ficers, committees,  and  membership,  two  and 
three  years  ago. 

The  Association  has  fifty  County  Medical 
Societies,  twelve  Councilor  districts,  and  a 
membership  of  1,142  as  of  December  1st, 
1942.  This  was  sixteen  more  members  than 
in  1941.  1943  will  show  an  added  increase. 
There  are  thirty  committees,  each  with  a 
definite  object  for  its  work,  and  little  over- 
lapping of  function,  yet  helpful  coordination 
exists  between  many  of  them  in  various 
ways.  The  membership  of  the  Association, 
as  a whole,  is  well  represented  throughout 
the  state  by  both  the  Scientific  and  Non- 
Scientific  committee  membership.  In  this 
representative  body  each  committee  is  direct- 
ly responsible  for  its  own  functioning.  The 
excellent  work  of  many  of  them  is  ample 
proof  of  the  wisdom  of  this  policy.  Changes 
in  committee  membership  is  made  slowly 
and  only  as  guided  by  objective  of  greater 
efficiency. 

The  reports  of  the  Committees  and  the  de- 
liberations of  the  House  of  Delegates  and  the 
Council  have  been  published.  Each  indi- 
vidual member  of  the  State  Association 
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should  thoroughly  acquaint  himself  with 
these  records  and  file  them  for  ready  refer- 
ence. This  is  your  association.  It  presents 
you  as  an  individual  member.  Cooperation 
and  coordination  of  interest  and  effort  makes 
it  truly  representative. 

Much  has  been  accomplished  this  year  by 
your  Association.  The  most  evident  is  the 
new  Medical  Practice  Act  for  Nebraska. 
Space  does  not  allow  due  mention  of  several 
other  accomplishments  in  part  completed. 
Suffice  it  to  say  that  Nebraska  medicine  as 
represented  by  the  rank  and  file  of  its  active 
Association  membership  is  showing  good  ac- 
count of  itself  in  leadership,  in  the  ever 
progressing  problems,  economic,  social  and 
scientific,  with  the  objective:  better  health 
to  all. 

The  question  of  a complete  program  for 
the  next  annual  session  is  rapidly  facing  the 
Association.  The  experience  of  the  other 
State  Associations  and  the  sectional  meet- 
ings is  being  studied,  as  well  as  the  wishes 
of  our  own  membership.  To  date  the  de- 
sirability of  a scientific  as  well  as  a business 
session  and  the  assurance  of  its  success  is 
increasingly  evident.  The  shock  of  begin- 
ning war  is  over;  we  have  rapidly  adjusted 
ourselves  to  the  new  conditions.  An  even 
more  aggressive  and  active  State  Association 
is  needed  than  in  normal  times.  Scientific 
progress  is  moving  at  an  ever  increasing 
tempo. 

A.  L.  COOPER,  M.  D. 


Relationship  of  Maternal  Ether  Anesthesia  to 
Inauguration  of  Fetal  Respiration* 

WYMAN  C.  C.  COLE,  M.  D.  and  DAVID  M.  KIMBALL,  M.  D. 
Detroit,  Mich. 


I.  INTRODUCTION 

As  a pediatrician  my  justification  for  dis- 
cussion of  an  almost  purely  obstetrical  sub- 
ject is  two-fold.  First,  Dr.  Kimball,  who  has 
collaborated  with  me  is  an  obstetrician,  and 
we  have  jointly  had  the  privilege  of  observ- 
ing a very  large  obstetrical  service  for  a con- 
siderable number  of  years,  so  that  our  view- 
point and  interest  cover  both  the  mother 
and  child.  Secondly,  I have  obviously  a keen 
interest  in  the  welfare  of  that  unavoidable 
by-product  of  obstetrics — the  baby.  Most 
laymen  and  many  professional  men  are  prone 
to  think  of  labor  and  delivery  largely  from 
the  mother’s  point  of  view.  Because  the  in- 
fant cannot  be  seen,  his  situation  is  over- 
looked until  after  he  has  been  delivered ; and 
more  often  than  not,  he  is  ignored  during 
what  is  no  doubt  the  most  hazardous  experi- 
ence that  the  average  individual  ever  under- 
goes. Aside  from  the  plain  mechanical  haz- 
ards of  being  forced  through  a passage  which 
is  frequently  too  small  for  him,  and  in  which 
he  may  be  in  a disadvantageous  position,  he 
must  also  face  the  dangers  of  suffocation, 
anesthesia,  narcosis,  and  infection. 

Of  these  various  hazards,  we  have  only  re- 
cently appreciated  that  asphyxia  is  probably 
the  most  important.  Careful  autopsy  studies 
recently  reported  from  the  Boston  Lying-In 
Hospital  indicate  that  asphyxia  is  the  cause 
of  death  in  60%  of  all  newborns.  Formerly, 
if  a baby  were  stillborn,  it  was  usually  re- 
garded as  one  of  Nature’s  mistakes,  over 
which  we  had  no  control,  and  was  forgotten. 
If  a baby  was  asphyxiated  but  subsequently 
recovered,  little  attention  was  paid  to  what 
effect  the  asphyxia  might  have  upon  his 
later  development.  It  has  only  been  in  the 
last  eight  or  ten  years  that  we  have  begun 
to  learn  of  the  harmful  effects  produced 
when  tissues  are  deprived  of  an  adequate 
supply  of  oxygen.  Today  this  is  one  of  the 
most  acute  problems  in  military  medicine, 
and  one  which  is  receiving  the  most  intense 
study  by  those  charged  with  the  care  of 
aviators  and  submarine  divers.  It  has  long 
been  an  unrecognized  problem  of  the  fetus 
during  parturition. 

While  all  tissues  in  the  body  are  affected 

‘Read  by  Dr.  Cole  before  Seventy-fourth  Annual  Sessions 
of  the  Nebraska  State  Medical  Association,  Omaha,  May  6,  1942. 
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by  lack  of  oxygen,  the  more  highly  differen- 
tiated the  tissue  is,  the  more  quickly  it  suf- 
fers. Accordingly,  the  extremely  highly  dif- 
ferentiated cells  of  the  central  nervous  sys- 
tem are  the  most  sensitive  of  all.  Only  a few 
minutes  or  seconds  of  severe  oxygen  want 
may  be  sufficient  to  cause  permanent  change 
in,  or  death  of  these  cells,  especially  when 
they  have  been  previously  conditioned  by 
fatigue,  intoxication,  narcosis,  or  anesthesia. 
Experience  shows  that  the  body  may  ap- 
parently otherwise  recover  from  the  anoxic 
state  but  be  left  with  widely  varying  degrees 
of  degenerative  change  in  the  central  nervous 
system.  The  emotional  and  personality 
changes  frequently  observed  in  high  altitude 
flyers  and  dive  bombers  may  very  possibly 
have  an  organic  as  well  as  a psychologic 
background.  There  is  ample  evidence  at 
hand  to  indicate  that  many,  if  not  most,  of 
the  degenerative  brain  lesions  in  older  chil- 
dren which  were  formerly  attributed  to  he- 
redity, defect  in  the  germ  plasm,  or  the  gen- 
eral classification  “birth  injury,”  are  the  re- 
sult of  anoxic  changes  resulting  from  as- 
phyxia at  birth.  So,  while  the  obstetrician 
is  likely  to  appraise  his  success  or  failure  in 
terms  of  infant  mortality,  because  that  is 
tangible ; perhaps  far  more  significant  is  the 
number  of  his  babies  who  have  been  asphyxi- 
ated but  have  recovered:  For,  among  these 
will  be  found  the  imbeciles,  the  spastics,  the 
epileptics,  and  the  emotionally  unstable  that 
comprise  a large  section  of  our  society. 

Now,  if  this  be  true,  it  immediately  be- 
comes apparent  that  asphyxia  of  the  new- 
born is  not  only  a major  medical  problem, 
but  also  one  with  deep  sociologic  and  eco- 
nomic ramifications. 

What,  then,  are  the  causes  of  asphyxia  of 
the  newborn  ? How  much  control  do  we 
have  over  them?  How  is  the  increasing  de- 
mand for  painless  childbirth  influencing  the 
incidence  of  asphyxia? 

CAUSES  OF  ASPHYXIA  OF  THE  NEWBORN 

I.  PERIPHERAL  CAUSES 

(Interference  with  the  entrance  of  oxygen  into 

the  fetal  circulation). 

1.  Antenatal 

Premature  separation  of  placenta. 

Prolapse  or  compression  of  cord. 
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Asphyxia  of  mother. 

Anemia  of  mother. 

. 2.  Postnatal  . . 

Atelectasis. 

Obstruction  of  air  passages. 

II.  CENTRAL  CAUSES 

(Interference  with  function  of  respiratory  center). 

1.  Antenatal  or  Postnatal 

Toxins. 

Drugs. 

Anesthetics. 

Intracranial  Injury. 

Shock. 

There  are,  in  general,  two  ways  in  which 
asphyxia  may  be  produced  in  the  baby. 
There  is  asphyxia  of  peripheral  origin,  where 
something  interferes  with  the  entrance  of 
oxygen  into  the  circulation.  This  may  hap- 
pen before  the  baby  is  bora  from  premature 
separation  of  the  placenta  or  interference 
with  the  circulation  of  the  umbilical  cord,  or 
in  cases  where  the  mother  herself  is  asphyx- 
iated or  severely  anemic.  Or  the  asphyxia 
may  be  of  central  origin,  due  to  something 
that  has  interfered  with  the  function  of  the 
respiratory  center  in  the  brain.  This  may 
happen  either  before  or  after  birth  from  the 
effects  of  toxins,  drugs,  or  anesthetics,  or 
from  intracranial  injury  or  shock. 

In  order  to  exercise  any  control  over 
the  occurrence  of  asphyxia  in  the  newborn, 
it  is  necessary  for  us  to  have  an  understand- 
ing of  the  numerous  clinical  factors  which 
may  be  responsible  for  its  occurrence.  These 
factors  are  frequently  multiple  and  obscure. 
They  often  occur  in  combination  and  under 
circumstances  where  the  most  delicate  ob- 
stetric judgment  is  necessary  to  decide  how 
they  should  be  handled. 

About  three  years  ago  we  reported  our 
observations  on  a series  of  5,000  consecutive 
newborns  in  which  we  attempted  to  analyze 
the  importance  of  the  various  factors  which 
may  tend  to  produce  asphyxia.  We  dis- 
covered that  one  of  the  most  important  fac- 
tors lies  within  the  fetus  itself — premature 
and  immature  babies  increase  in  their  sus- 
ceptibility to  asphyxia  in  direct  proportion 
to  the  degree  of  immaturity.  Also,  the 
trauma  which  the  baby  suffers  during  de- 
livery, with  its  resultant  shock,  is  very  im- 
portant as  indicated  by  the  much  higher  in- 
cidence of  asphyxia  in  long  second  stage  and 
operative  deliveries.  The  importance  of 
shock  in  the  newborn  is  seldom  given  proper 
attention.  The  effect  of  analgesic  drugs 
which  have  come  into  increasingly  wider  use 
in  recent  years,  and  which  the  public  has 


been  led  to  believe  may  be  used  with  im- 
punity, is  worth  reviewing  briefly.  Mor- 
phine, in  any  amount  and  at  any  time  during 
labor,  produces  a tremendous  increase  in  the 
incidence  of  severely  asphyxiated  babies  by 
means  of  its  depressing  effect  upon  the 
baby’s  respiratory  center.  Scopolamine  and 
all  of  the  barbiturates  likewise  increase  the 
incidence  of  asphyxia  in  direct  proportion  to 
the  amount  given. 

From  this  study  we  also  learned  that 
anesthetics  given  to  the  mother  are  an  ex- 
tremely important  factor  in  the  production 
of  asphyxia  in  the  baby.  The  best  illustra- 
tion of  this  is  the  effect  of  general  anesthesia 
in  Caesarian  section.  There  were  108  full 
term,  elective  Caesarian  sections  in  this 
series.  Sixty  of  these  were  done  under  gen- 
eral anesthesia  with  the  result  that  3.5% 
were  stillborn,  a large  percentage  were  sev- 
erely asphyxiated,  and  but  58%  breathed  im- 
mediately and  spontaneously.  The  other  48 
cases  were  done  under  spinal  anesthesia. 
There  were  no  stillborns,  only  4.5%  were 
severely  asphyxiated  (and  this  was  probably 
due  to  the  nembutal  that  was  given  pre-op- 
erativelv),  and  92%  breathed  at  once.  Ob- 
viously, the  only  difference  in  these  two 
groups  was  the  anesthetic  employed.  All 
of  the  other  factors  are  equal.  It  immediate- 
ly becomes  apparent,  then,  that  to  give  a 
general  anesthetic  to  a mother  without  also 
giving  it  to  her  baby  is  impossible.  All  chil- 
dren have  a much  narrower  margin  of  safety 
than  adults ; and  besides  this,  the  fetus  nor- 
mally operates  on  a much  reduced  oxygen 
level,  consequently  what  is  only  a safe  surgi- 
cal anesthetic  for  the  mother,  may  be  too 
deep  an  anesthetic  for  the  baby. 

This  observation  was  so  striking  that  we 
determined  to  study  further  the  effects  of 
anesthesia  in  an  additional  group  of  cases. 
Three  factors  must  be  considered — the  type 
of  anesthetic  agent  used,  the  duration  of  the 
anesthetic,  and  the  degree  of  anesthesia 
attained.  It  is  readily  conceivable  that  a 
light  first-stage  anesthesia  might  be  main- 
tained for  an  hour,  that  would  do  less  harm 
to  the  fetus  than  a third-stage  anesthesia 
of  five  or  ten  minutes  duration.  According- 
ly, we  have  collected  data  on  an  additional 
2,000  cases  in  which  not  only  the  duration 
but  the  degree  of  anesthesia  was  carefully 
ascertained.  This  study  involves  only  the 
use  of  ether  anesthesia  for  several  reasons. 
First  of  all,  because  it  is  by  far  the  most  gen- 
erally employed;  because  it  is  probably  the 
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safest  of  all  the  inhalation  anesthetics,  and 
ordinarily  provides  for  adequate  oxygena- 
tion of  the  patient.  Any  ill  effects  noted 
from  ether  would  almost  certainly  be  accen- 
tuated in  other  types  of  general  anesthesia. 

In  our  previous  study  some  question  was 
raised  as  to  just  how  we  defined  severe 
asphyxia,  mild  asphyxia,  and  immediate 
spontaneous  respiration.  What  one  man 
might  interpret  as  severe  asphyxia,  another 
might  call  spontaneous  breathing.  One 
well-known  obstetrician  who  is  a heavy  user 
of  barbiturates  told  me  that  he  never  had 
any  asphyxiated  babies.  He  said  that  if  his 
babies  did  not  breathe  in  three  or  four  min- 
utes, all  he  had  to  do  was  put  down  a tracheal 
catheter,  stimulate  them,  give  them  oxygen 
and  maybe  a little  artificial  respiration,  and 
pretty  soon  they  were  all  right.  In  order  to 
obviate  this  variation  in  interpretation  in 
the  following  study,  the  number  of  seconds 
or  minutes  which  elapsed  between  birth  and 
the  establishment  of  respiration  was  ac- 
curately timed  and  the  variation  under  dif- 
ferent sets  of  circumstances  recorded.  So, 
while  opinions  might  differ  as  to  what  length 
of  time  constitutes  spontaneous  breathing, 
at  least  a common  basis  for  the  comparison 
of  results  is  defined. 

It  should  be  pointed  out  that  our  concep- 
tion of  the  inauguration  of  respiration  in  the 
newborn  has  been  radically  altered  in  the 
last  few  years.  It  was  formerly  thought  that 
the  baby  was  born  in  a state  of  physiologic 
apnea  and  that  respiration  began  as  a result 
of  the  accumulation  of  carbon  dioxide  in  its 
blood  when  the  placental  circulation  ceased 
to  function.  We  now  believe  that  the  mech- 
anism of  respiration  is  fully  developed  long 
before  birth,  and  that  regular  respiratory 
movements  occur  in  utero  during  the  latter 
third  of  fetal  life.  There  is  essentially  no 
difference  between  intrauterine  and  extra- 
uterine  respiration,  except  that  air  does  not 
enter  the  lungs  in  the  former.  Normally, 
then,  the  baby  does  not  begin  to  breathe 
after  birth,  but  merely  continues  to  make 
the  same  respiratory  movements  which  it 
has  been  making  before.  Any  failure  to  do 
this  is  an  indication  that  something  of  a suf- 
ficiently profound  nature  has  happened  to 
the  baby  to  cause  these  respiratory  move- 
ments to  stop.  Normally,  the  infant  should 
take  its  first  extrauterine  breath  within  a 
very  few  seconds  after  birth.  By  a chart 
I can  show  you  the  length  of  time  which 
elapsed  before  the  establishment  of  respira- 


tion in  the  1,869  full  term  infants  in  this 
series.  56.6%  of  the  babies  breathed  within 
30  seconds.  This,  I have  defined  as  immedi- 
ate spontaneous  respiration.  In  my  opinion 
this  represents  the  limits  of  normal.  Any- 
thing beyond  this  begins  to  get  into  the 
pathological  zones.  Another  19.3%  took 

from  thirty  to  sixty  seconds  before  respira- 
tion was  established.  This  represents  de- 
layed spontaneous  respiration.  A total  of 
75.9%  of  the  babies  breathed  within  one 
minute.  15.3%  took  from  one  to  three  min- 
utes and  usually  required  some  resuscitative 
procedures.  These,  we  have  called  mild 

asphyxia.  8%  took  over  three  minutes  and 
often  required  extensive  resuscitation.  This, 
we  have  called  severe  asphyxia,  and  it  is  in- 
teresting to  note  that  it  is  amost  exactly  the 
same  figure  obtained  in  our  previous  series 
where  the  judgment  was  made  on  purely 
clinical  grounds. 

There  were  only  eighteen  mothers  in  this 
series  who  received  no  anesthetic  whatever. 
Although  this  number  is  probably  insuffi- 
cient to  be  of  statistical  significance,  it  is  in- 
teresting that  all  of  these  babies  breathed  in 
less  than  one  minute. 

910  mothers  received  only  first  and  second 
stage  anesthesia  without  regard  for  the 
length  of  time.  Some  were  only  a few  min- 
utes. Many  were  for  long  periods.  In  this 
group,  68%  breathed  in  less  than  thirty  sec- 
onds and  86%  in  less  than  one  minute.  Only 
4%  took  longer  than  three  minutes. 

303  mothers,  received,  in  addition  to  what- 
ever first  and  second  stage  anesthesia  they 
may  have  received,  up  to  five  minutes  of 
third  stage  anesthesia.  The  babies  that 
breathed  in  less  than  thirty  seconds  have 
dropped  10%.  Mild  asphyxia  has  increased 
from  10  to  16.5%,  and  severe  asphyxia  has 
increased  from  4%  to  5.6%. 

In  285  cases,  the  third  stage  anesthesia 
was  between  5 and  10  minutes  duration.  The 
babies  breathing  in  less  than  30  seconds  have 
dropped  to  42.8%,  those  in  one  minute  to 
63.2%.  Mild  asphyxia  is  more  than  double 
(21.4%),  and  severe  asphyxia  is  nearly  four 
times  as  great  (15.1%)  as  in  the  group  re- 
ceiving only  first  and  second  stage  anes- 
thesia. 

124  cases  received  between  ten  and  fifteen 
minutes  of  third  stage  anesthesia.  Only 
25.8%  breathed  in  less  than  30  seconds,  and 
only  slightly  over  half  (52.4%)  within  one 
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minute.  Nearly  30%  were  mildly  asphyxiat- 
ed and  17.7  % severely  asphyxiated. 

Exactly  100  cases  received  third  stage 
anesthesia  of  more  than  fifteen  minutes 
duration.  Only  22%  of  those  babies  breathed 
in  30  seconds  and  only  45%  in  one  minute. 
Practically  one-third  (32%)  were  severely 
asphyxiated. 

Now,  of  course,  the  first  thought  that 
would  occur  to  one  is  that  naturally  the  dif- 
ficult operative  cases  were  the  ones  which 
needed  the  deeper  anesthesia,  and  that  the 
increase  in  asphyxia  is  perhaps  not  due  to 
the  anesthetic  at  all  but  to  the  operative 
procedure.  In  order  to  answer  that  ques- 
tion, all  of  the  operative  cases  other  than 
low  forceps  were  removed  from  the  series 
and  the  data  reanalyzed.  The  results  found 
are  almost  identical.  Accordingly,  it  is  not 
the  operative  procedure,  but  the  anesthetic, 
which  causes  the  delayed  respiration. 

What  conclusions  should  be  drawn  from 
these  observations?  There  can  be  no  ques- 
tion that  ether  given  to  the  mother  bears  a 
direct  quantitative  relationship  to  the  estab- 


lishment of  respiration  in  the  baby.  This 
does  not  mean  that  anesthesia  is  a pernicious 
thing  to  be  avoided.  As  ether  has  been  ordi- 
narily used  by  the  mass  of  the  profession  for 
many  years  for  its  analgesic  effect,  or  for 
a short  time  at  the  moment  of  delivery,  it 
does  little  or  no  harm  to  the  otherwise  nor- 
mal infant;  but,  if  third-stage  anesthesia  is 
used  for  any  length  of  time,  the  baby  is  in 
grave  peril. 

Probably  the  high  incidence  of  asphyxia 
in  operative  deliveries  is  due  largely  to  the 
deep  anesthesia  used  rather  than  the  opera- 
tive procedure.  Particularly  to  be  con- 
demned is  the  common  practice  of  holding 
the  mother  under  deep  anesthesia  until  the 
doctor  arrives  or  scrubs  up.  It  is  infinitely 
better  to  let  the  greenest  intern  handle  the 
situation  or  permit  the  patient  to  precipitate 
than  to  stop  labor  by  anesthesia. 

It  is  strongly  indicated  that  an  increased 
number  of  operative  procedures,  when  these 
are  necessary,  should  be  carried  out  under 
spinal  or  local  anesthesia,  or  that  new  anes- 
thetic agents  be  sought  which  do  not  so  pro- 
foundly affect  the  baby. 


* * * 


IN  THIS  ISSUE 


IN  view  of  the  prominence  occupied  by 
anesthetics  and  analgesics  in  obstetrics  of 
today,  the  paper  by  Dr.  Cole  should  be  of 
special  interest.  This  paper  was  read  at  the 
Nebraska  State  Medical  Assembly  more  than 
a year  ago,  but  the  author  is  on  active  duty 
with  the  armed  forces  and  the  delay  was 
unavoidable.  Read  the  paper  on  page 200 

THE  paper  by  Dr.  Willis  presents  a prac- 
tical discussion  of  a subject  which  though 
important,  is  not  fully  appreciated  by  the  gen- 
eral practitioner.  Dr.  Willis  has  rendered  a 
service  in  his  clear  elucidation  of  the  subject 
“Endometriosis”  on  page . 204 

A subject  which  has  great  significance  and 
yet  is  frequently  overlooked  is  the  lesion  of 
the  extremities  with  neurovascular  origin. 
Dr.  Bisgard  presents  a concise  discussion  of 
this  subject  on  page.. 209 


THE  average  case  of  perforation  of  the 
stomach  is  diagnosed  without  difficulty.  It 
is  the  unusual  case  that  is  often  puzzling. 
Read  the  paper  by  Dr.  Hanisch  on  page.. ..211 

THE  use  of  sulfa  drugs  in  obstetrics  and 
gynecology  was  discussed  by  Dr.  Morgan  at 
the  last  Annual  Assembly  of  Nebraska  State 
Medical  Association  as  part  of  a symposium 
on  chemotherapy.  It  appears  on  page 213 

THIS  month  again  we  present  a phase  of 
tuberculosis  which  should  be  appreciated  by 
every  physician  regardless  of  the  type  of 
practice  he  may  pursue.  Tuberculosis  has 
become  a preventable  disease  with  hopes  of 
possible  eradication,  yet  its  incidence  is  on 
the  increase.  This  month  the  discussion  on 
breakdown  in  early  tuberculosis  is  presented 
on  page 214 


Endometriosis 

JAMES  MEDFORD  WILLIS,  M.  D. 
McCook,  Nebraska 


It  is  an  astounding  fact  that  prior  to  the 
monumental  work  of  Sampson  in  1921  and 
1922  the  great  majority  of  surgeons  never 
heard  the  name  of  the  disease  “Endometrio- 
sis.” I well  remember  that  in  this  era  before 
1921-22  I have  heard  W.  J.  Mayo,  when  op- 
erating upon  certain  lower  abdomen  cases 
in  women,  remark  that  this  case  is  some- 
thing new,  some  new  kind  of  infection  prob- 
ably due  to  streptococci  as  the  adhesions  are 
too  dense  and  firm  to  be  due  to  a Neisserian 
infection.  This  is  now  known  to  be  endo- 
metriosis. When  many  surgeons  of  high 
standing  now  are  reporting  from  5%  to 
33 Vs%  of  all  gynecological  cases  coming  to 
surgery  as  due  to  endometriosis,  still  many 
good  surgeons  to  this  day  fail  to  recognize 
the  disease  or  appreciate  its  significance. 

The  term  endometriosis  is  applied  to  a con- 
dition peculiar  to  women,  which  consists  of 
aberrant  adenomatous  lesions  possessing  his- 
tologic and  physiologic  properties  similar  to 
those  of  the  endometrium.  Generally  these 
lesions  occur  in  the  pelvic  cavity  to  involve 
one  or  several  of  the  genital  organs  or  the 
contiguous  pelvic  viscera,  although  they  have 
been  reported  to  appear  in  the  gallbladder, 
the  lungs,  and  even  in  the  arm. 

Of  the  various  theories  that  have  been  ad- 
vanced concerning  the  origin  of  this  condi- 
tion, none  explain  the  presence  of  the  lesions 
in  its  many  different  sites.  The  most  ten- 
able and  generally  accepted  explanation  for 
pelvic  endometriosis  is  the  trans-tubal  im- 
plantation theory  of  Sampson.  He  pictured 
the  regurgitation  of  menstrual  debris 
through  the  fallopian  tubes  and  its  implanta- 
tion upon  the  ovaries  or  other  pelvic  viscera. 
Each  implant  becomes  a small  island  of  en- 
dometrium to  menstruate  into  itself  and  to 
react  to  pregnancy  and  the  menopause  just 
as  normally  placed  endometrium  responds. 

GROWTH  CHARACTERISTICS 

The  ovaries  are  considered  by  Sampson  to 
be  “incubators  or  hot  houses”  for  the  im- 
plants. The  ovarian  lesions  are  frequent 
seats  of  minute  rupture  with  general  dissem- 
ination of  the  cyst  contents  throughout  the 
pelvic  cavity — each  new  seed  to  grow  into 
another  menstruating  organ  of  its  own  ac- 
cord. The  proclivity  of  endometriosis  for 
widespread  dissemination  is  suggestive  of 


malignancy,  but  its  slow  growth,  limited  in- 
vasive properties,  and  dependence  upon  ovari- 
an stimulation  render  it  a benign  process. 
Despite  the  limitations  of  benignity,  no  other 
nonmalignant  growth  is  so  capable  of  wide- 
spread involvement  as  is  endometriosis. 

Everyone  doing  a large  number  of  pelvic 
operations  must  have  been  impressed  by  the 
apparently  increasing  incidence  of  endo- 
metriosis found  in  recent  years.  If  Samp- 
son’s theory  of  retrograde  tubal  cellular  spill 
is  applicable  in  the  majority  of  instances,  it 
seems  logical  to  suggest  that  the  pernicious 
custom  of  plugging  the  vaginal  lumen  with 
cotton  and  other  fibrous  material  during 
menstruation  by  the  modern  woman  may  be 
a causative  factor. 

Sampson  states  that  since  1922  many  pa- 
tients, requiring  pelvic  operations,  have  pur- 
posely been  operated  upon  during  menstrua- 
tion. Not  infrequently  blood  was  observed 
escaping  through  the  patent  abdominal  ostia 
of  the  tubes  of  these  patients.  This  occurs 
in  patients  with  and  without  peritoneal  endo- 
metriosis. Bits  of  viable  appearing  uterine 
mucosa  surrounded  by  blood  were  found  in 
sections  of  some  of  the  above  described  tubes 
after  they  had  been  fixed  in  formalin. 

In  studying  the  pathogenesis  of  ovarian 
and  other  forms  of  peritoneal  endometriosis, 
one  must  not  lose  sight  of  the  important  role 
evidently  played  by  patency  of  the  tubes. 

At  times,  during  menstruation,  blood, 
carrying  bits  of  Mullerian  mucosa,  escapes 
through  patent  tubes  into  the  peritoneal  cav- 
ity. This  blood  may  come  either  from  the 
uterine  or  from  the  tubal  mucosa.  Circum- 
stantial evidence  indicates  that  Mullerian 
tissue  in  this  blood,  under  favorable  condi- 
tions, becomes  implanted  on  any  structure 
upon  which  it  may  lodge.  These  early  pri- 
mary implants  occur  most  frequently  in  close 
proximity  to  the  distal  ends  of  the  tubes, 
such  as  the  lateral  and  under  surfaces  of  the 
ovary,  the  lower  portions  of  the  posterior 
surfaces  of  the  uterus  and  broad  ligaments, 
and  the  bottom  of  the  cul-de-sac.  They  may 
be  present  only  on  the  ovary  or  ovaries, 
only  on  the  peritoneum,  or  in  both  situations. 
Some  of  these  implants  remain  small  and 
superficial.  The  Mullerian  mucosa  in  others 
invades  its  host  much  like  implantation  car- 
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cinoma.  When  it  invades  other  organs  or 
structures  than  the  ovary,  a type  of  endo- 
metriosis arises  which  both  grossly  and  his- 
tologically often  closely  resembles  a direct 
endometriosis  of  the  uterine  wall. 

The  invasion  of  the  ovary  by  Mullerian 
mucosa  implanted  on  its  surface  and  the  con- 
ditions resulting  from  it  are  in  many  ways 
similar  to  those  arising  from  the  invasion 
of  the  other  organs  and  structures  by  this 
tissue  except  for  one  very  striking  differ- 
ence. The  ectopic  endometrial  cavities  dis- 
tended with  menstrual  blood  in  endometri- 
osis, in  other  situations  than  the  ovary,  are 
usually  small  while  those  in  the  ovary  fre- 
quently attain  a large  size,  forming  the  well- 
known  endometrial  cysts  of  that  organ. 
Whether  small  or  large  these  ovarian  cysts 
often  rupture  and  some  of  their  contents  es- 
cape into  the  peritoneal  cavity  frequently 
causing  adhesions,  and,  under  favorable  con- 
ditions, the  judged  peritoneal  implantation 
of  bits  of  the  epithelial  lining  of  the  cyst 
which  had  been  cast  off  by  menstruation.  In 
patients  with  peritoneal  endometriosis  asso- 
ciated with  an  endometrial  cyst  of  the  ovary, 
both  primary  implants  from  or  through  the 
tubes  and  secondary  ones  from  the  cyst  may 
be  present. 

It  is  known  that  80  per  cent  of  all  patients 
seen  who  have  endometriosis  are  between  80 
and  50  years  of  age,  that  endometriosis  be- 
comes quiescent  if  the  ovaries  are  removed 
surgically  or  their  function  destroyed  by  ir- 
radiation and  that  there  is  primary  sterility 
in  approximately  35  per  cent  of  cases. (5)  It 
seems  logical,  therefore,  to  assume  that  in 
some  women  a factor  exists  which  rigidly 
controls  the  endometrium  in  its  normal  posi- 
tion and  causes  it  to  become  inactive  when 
it  is  in  an  ectopic  position.  If  this  assump- 
tion were  faulty,  then  all  women  should  have 
more  or  less  endometriosis  since  endometrial 
cells  do  find  their  way  into  the  peritoneal 
cavity  at  some  time.  It  has  been  shown  to 
the  satisfaction  of  most  gynecologists  and 
physiologists  that  the  activity  of  the  endo- 
metrium is  regulated  by  the  hormones  of  the 
ovary,  estrogen  and  progesterone,  which  are 
in  turn  under  the  control  of  the  gonadotropic 
hormone  of  the  pituitary.  Anything  that 
disturbs  this  normally  balanced  equation 
could  seriously  disturb  the  metabolism  of 
the  normal  endometrium.  It  may  be  possible 
that  this  mechanism  is  congenitally  defective 
in  varying  degrees  and  that  endometriosis 


as  well  as  menstrual  disturbance,  is  a direct 
heritage.  - 

The  appearance  of  the  early  lesions  and 
the  peritoneal  reaction  to  the  growth  produce 
a peculiar  combination  of  color  and  puckered 
scarring  not  seen  in  any  other  disease.  The 
nearest  similarity  is  seen  in  carcinomatous 
implants  on  the  peritoneum,  but  these  lack 
the  typical  coloring.  The  color  of  the  small 
endometrial  implant  varies  with  the  degree 
of  its  development  and  the  phase  of  the  men- 
strual cycle  as  it  passes  through  the  rasp- 
berry red  to  the  more  typical  blue-berry  color 
and  finally  fades  into  a white  puckered  scar 
as  all  activity  ceases.  The  peritoneum  re- 
sists this  subserosal  growth  and  invasion  of 
this  tissue,  and  the  resulting  reaction  gives 
rise  to  the  “shotty”  induration  often  felt  in 
the  vaginal  vault  on  vaginal  examination. 
The  lesions  on  the  general  peritoneal  sur- 
faces rarely  attain  any  great  size,  although 
they  may  be  widely  scattered.  It  is  in  or 
on  the  ovary  that  they  attain  their  greatest 
size  and  virulence,  and  this  organ  is  nearly 
always  involved  in  the  more  extensive  cases. 
The  ovary  is  especially  susceptible  to  the 
growth  of  endometrial  tissue  and  the  ulti- 
mate production  of  the  large  hematomas 
(chocolate  cysts)  which  first  attracted  the 
attention  of  clinicians. 

ASSOCIATED  PATHOLOGY 

Fibromyomas  are  the  most  frequent  lesion 
and  are  found  in  53.7  per  cent.  Other  writ- 
ers have  pointed  out  the  association  of  fibro- 
myomas and  endometriosis.  Many  theories 
have  been  advanced  to  explain  this  relation- 
ship. Fibromyomas,  endometriosis,  and 
adenomyosis  frequently  are  found  in  the 
same  patient,  suggesting  that  they  may  have 
the  same  etiology.  They  all  develop  in  wom- 
en during  the  menstrual  phase  of  life.  Samp- 
son suggested  that  fibroids  may  represent 
the  irritative  reaction  to  a proceeding  endo- 
metriosis. Adenomyosis  with  endometrial 
tissue  in  the  center  of  a myomatous  nodule  is 
highly  suggestive  of  such  a theory. 

GENERAL  CONSIDERATIONS 

There  has  been  considerable  confusion  in 
regard  to  the  various  terms  used  in  describ- 
ing endometriosis  in  its  many  forms  and 
situations.  In  general  it  has  been  customary 
to  use  the  term  “adenomyoma”  for  any  dis- 
crete tumor-like  lesion  of  endometriosis, 
wherever  found.  Probably  it  is  better  to  re- 
serve the  term  “adenomyoma”  for  lesions 
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confined  to  the  uterus,  round  ligament  and 
tube  and  call  for  other  implants  in  the  cul-de- 
sac,  ovary  or  elsewhere,  endometriomas.  Al- 
though, from  a pathologic  and  histologic 
standpoint,  adenomyosis  is  a more  descrip- 
tive term  than  endometriosis,  the  latter  has 
such  a foothold  with  the  medical  profession 
that  the  former  more  accurate  term  for  the 
condition  will  probably  never  displace  it. 

At  operation,  endometriosis  in  its  early 
stages  presents  usually  several  bluish-black 
blebs  containing  a drop  of  tarry  fluid  sur- 
rounded by  a puckered  peritoneal  surface 
which  tends  to  be  drawn  forcibly  to  the  in- 
dividual lesion.  These  regions  usually  are 
found  in  the  cul-de-sac  just  back  of  the  cer- 
vix, frequently  extend  into  and  involve  the 
uterosacral  ligaments  and  may  be  found  an- 
terior to  the  reflection  of  uterus  at  the  blad- 
der. The  ovaries  are  frequently  the  seat  of 
similar  endometriomas  which,  by  growth  and 
hemorrhage,  may  produce  chocolate  or  tarry 
cysts  that  almost  completely  destroy  the 
ovaries  and  range  in  size  from  a few  milli- 
meters in  diameter  to  cysts  filling  and  ob- 
literating the  entire  cavity  of  the  pelvis. 
These  cysts  are  markedly  adherent  and  pro- 
duce dense  adhesions.  It  is  almost  impos- 
sible to  dislodge  them  from  the  pelvis  with- 
out rupture  and  soiling  from  their  thick, 
chocolate,  tarry  contents.  This  cyst  must 
not  be  confused  with  the  hemorrhagic  corpus 
luteum  cyst  of  the  ovary,  which  is  not  a part 
of  the  picture  of  endometriosis.  Adenomyo- 
mas  of  the  uterus,  round  ligaments  and  tubes 
or  endometriomas  of  the  rectum,  bladder, 
umbilicus  and  bladder  may  or  may  not  be  as- 
sociated with  the  foregoing  picture  or  may 
appear  alone  without  other  evidence  of  en- 
dometriosis. The  adenomyomas  grossly 
somewhat  resemble  fibroids,  but  they  are  not 
as  white,  round  or  as  discrete  in  the  uterine 
wall  as  the  latter. 

DIAGNOSIS 

The  symptoms  of  endometriosis  vary  with 
the  location  and  extent  of  the  lesions  but  on 
the  other  hand  even  an  extensive  process 
may  not  give  rise  to  symptoms.  The  lack  of 
diagnostic  or  salient  symptoms  is  born  out  by 
Counseller’s  survey,  which  revealed  that  in 
only  about  20  per  cent  of  cases  was  a correct 
preoperative  diagnosis  made.  He  explained 
this  by  the  fact  that  more  than  half  of  the 
patients  had  associated  pelvic  disease,  such 
as  fibroids,  cystic  ovaries  or  carcinoma, 
which  obscured  the  endometriosis. 


Often  there  is  a history  of  relative  or  abso- 
lute sterility.  In  the  Mayo  Clinic  series  162 
patients  were  studied  in  regard  to  fertility 
and  of  these  131  were  married  and  preg- 
nancy could  be  expected  normally.  In  this 
group  there  was  a high  incidence  of  miscar- 
riages (16.8  per  cent)  and  absolute  sterility 
occurred  in  32.1  per  cent.  More  than  half 
(56.5  per  cent)  of  the  patients  had  one  or 
more  pregnancies  but  only  39.7  per  cent  of 
the  married  women  with  endometriosis  were 
delivered  of  living  babies. 

Dysmenorrhea  of  the  acquired  type  is  • 
often  an  outstanding  symptom  and  usually  is 
progressive  in  intensity.  It  may  appear  sev- 
eral days  before  the  onset  of  the  menstrual 
flow  and  as  the  latter  appears  tends  to  di- 
minish in  severity.  Frequently,  it  does  not 
have  this  characteristic  and  cannot  be  dis- 
tinguished by  its  onset  from  other  varieties 
of  menstrual  pain.  Counseller  found  that 
46.8  per  cent  of  patients  had  dysmenorrhea 
and  that  24  per  cent  had  no  pain  at  all.  Fre- 
quently he  observed  that  the  pain  was  made 
worse  by  exertion,  defecation  and  urination. 

Pelvic  discomfort  progressing  to  actual 
pain  which  may  be  of  the  “dragging”  or 
“bearing  down”  variety  and  present  between 
periods,  only  to  undergo  exacerbation  with 
the  period,  is  often  found  and  of  course  is 
usually  the  result  of  endometriomas  in  the 
broad  or  uterosacral  ligaments  or  large 
adenomyomas  in  the  uterus. 

More  than  65  per  cent  of  patients  in  the 
Mayo  Clinic  series  gave  a history  of  menor- 
rhagia and  metrorrhagia.  Only  15.6  per  cent 
were  found  to  have  no  abnormality  of  men- 
strual flow.  Frequently  the  patients  with 
menorrhagia  will  be  found  to  have  chocolate 
cysts  of  the  ovaries  and  associated  cystic  en- 
dometrium which  would  indicate  enough  de- 
struction of  ovarian  substance  to  produce 
ovarian  failure.  A brownish  premenstrual 
and  post-menstrual  discharge  is  a common 
symptom.  Dyspareunia  is  another  outstand- 
ing complaint. 

Patients  suffering  from  endometriosis  fre- 
quently have  submitted  to  previous  opera- 
tions and  often  the  real  trouble  has  been 
overlooked  and  a cystic  ovary  or  appendix 
removed  without,  of  course,  amelioration  of 
symptoms.  Counseller  found  that  54.2  per 
cent  of  the  patients  in  his  series  had  previous 
operations  of  which  56.9  per  cent  were  on 
the  uterus,  tubes  or  ovaries  and  30  per  cent 
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on  the  appendix  or  elsewhere  in  the  abdo-  cumstances,  if  the  cervix  is  normal,  a sub- 
men. total  hysterectomy  is  elected. 


Pelvic  examination  may  give  entirely  nega- 
tive results  or  in  other  instances,  the  endo- 
metriosis will  be  masked  by  the  uterine  lei- 
myomas  or  ovarian  cysts.  Frequently  on 
bimanuel  (rectovaginal)  examination,  pel- 
vic manipulation  may  be  unusually  painful 
and  thickening  or  actual  endometriomas  may 
be  detected  in  the  uterosacral  ligaments  and 
cul-de-sac.  The  uterus  may  be  pulled  into  an 
adherent  retroversion  and  be  nodular  because 
of  adenomyomas.  If  chocolate  cysts  of  the 
ovaries  are  present,  the  enlarged  adnexa 
usually  are  palpable,  but  the  chocolate  cysts 
differ  from  ordinary  ovarian  cysts  because 
they  are  fixed  in  the  pelvis  and  are  indefinite 
in  outline.  On  examination  of  the  vagina 
and  cervix  with  the  speculum,  endometri- 
omas, similar  to  those  described  in  the  cul- 
de-sac  may  be  discernible.  A brown,  mucoid 
discharge  may  be  seen  issuing  from  the 
cervical  canal. 

The  diagnosis  is  based  on  the  aforemen- 
tioned pelvic  findings,  the  patient  usually 
gives  a history  of  absolute  or  relative  steril- 
ity, acquired  dysmenorrhea  or  pelvic  pain, 
menorrhagia  or  metrorrhagia  or  both  and  is 
between  the  ages  of  30  and  50  years. 

TREATMENT 

The  treatment  of  endometriosis  might  be 
a much  more  difficult  problem  if  it  were  not 
for  the  well  proved  fact  that  individual  le- 
sions tend  to  subside  or  may  completely  dis- 
appear following  castration  surgically  or  by 
means  of  radium  and  roentgen  rays.  In  gen- 
eral, there  are  two  types  of  surgical  treat- 
ment, radical  or  conservative,  and  the  type 
best  suited  for  the  individual  can  be  chosen 
only  by  a careful  evaluation  of  the  patient’s 
age,  her  desire  and  actual  possibility  of  preg- 
nancy, and  the  extent  of  the  lesion  as  deter- 
mined at  the  time  of  laparotomy.  In  80  per 
cent  of  the  patients  operated  on  at  the  Mayo 
Clinic,  it  was  found  advisable  to  perform  pan- 
hysterectomy. It  is  our  feeling  that  for 
women  more  than  37  to  38  years  of  age,  the 
chance  of  pregnancv  following  a conservative 
procedure  is  so  small,  even  though  the  endo- 
metriosis may  not  be  advanced  or  diffuse, 
that  they  are  better  off  with  a radical  pro- 
cedure. We  prefer  the  total  operation,  but 
occasionally  there  may  be  such  extension 
locally  in  the  parametrial  tissue  as  to  make 
this  procedure  hazardous.  Under  these  cir- 


If  the  patient  is  less  than  37  years  of  age 
and  it  is  believed  a conservative  procedure 
may  be  advisable,  laparotomy  should  be  pre- 
ceded by  curettage  to  determine  the  status 
of  the  endometrium.  If  there  is  no  menor- 
rhagia or  evidence  of  cystic  endometrium, 
which  might  indicate  early  ovarian  failure 
and  the  process  is  limited  in  extent  so  that 
the  surgeon  may  conscientiously  preserve  one 
tube  and  ovary  with  a reasonable  possibility 
of  pregnancy,  if  this  is  desired  by  the  pa- 
tient, certainly  an  attempt  for  conservatism 
is  justified.  If  cystic  endometrium  is  found 
on  curettage  or  if  the  patient  already  has 
menorrhagia,  a conservative  procedure  is  not 
justifiable  and  hysterectomy  should  be  per- 
formed, even  though  it  is  possible  to  save  or 
transplant  normal  ovarian  tissue.  The  rea- 
son for  this  is  that  menorrhagia  accompany- 
ing endometriosis  is  frequently  progressive 
and  if  further  ovarian  resection  is  indicated 
at  operation  and  carried  out  even  more  severe 
bleeding  will  occur  post-operatively.  Like- 
wise, if  bilateral  salpingectomy  is  necessary, 
saving  the  uterus  is  not  justifiable  for  these 
younger  women,  who  are  so  frequently  sub- 
ject to  menorrhagia  and  dysmenorrhea.  In 
other  words,  if  there  is  no  possibility  of  later 
pregnancy,  there  is  no  rationale  to  preserving 
the  uterus  in  this  type  of  case. 

If  it  is  found  possible  to  conserve  one  or 
both  tubes  and  ovaries,  all  the  endometrial 
implants  should  be  excised  or  destroyed  by 
fulguration. 

Radium  and  roentgen  rays  are  reserved 
for  those  patients  (1)  who  are  exceedingly 
poor  operative  risks,  (2)  whose  symptoms 
are  dysmenorrhea  or  menorrhagia  or  both 
with  little  demonstrable  pathologic  change 
on.  examination  and  who  are  more  than  40 
years  of  age,  and  (3)  who  have  certain  recur- 
rences following  conservative  operations. 

CONCLUSIONS 

1.  Endometriosis  is  a relatively  new  and 
very  interesting  disease.  Since  1921  when 
Sampson  of  Albany  definitely  established  it 
as  a clinical  entitv  of  major  importance  in 
the  gynecological  field,  we  have  added  rapid- 
ly to  our  knowledge  of  its  frequency,  diag- 
nosis and  treatment.  General  knowledge  has 
not  kept  pace  with  its  rapid  development. 

2.  Eighty  per  cent  of  cases  occur  in  wom- 
en between  the  thirtieth  and  fiftieth  year. 
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3.  Approximately  forty  per  cent  of  cases 
are  sterile. 

4.  Treatment  consists  of  removal  of  all 
affected  tissue  usually  by  panhysterectomy 
and  when  this  is  impossible  castration  surg- 
ically or  by  x-ray. 
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THE  MENACE  OF  TYPHUS  IN  EUROPE 

“From  reports  at  hand  it  appears  that  so  far 
American  military  forces  in  North  Africa  have  es- 
caped typhus,  which  is  still  a menace  to  the  civilian 
population,”  The  Journal  of  the  American  Medical 
Association  for  June  5 says  in  an  editorial  on  “The 
Menace  of  Typhus  in  Europe.”  The  Journal  says: 

“Of  the  communicable  diseases  that  may  become 
epidemic  in  wartime,  typhus  is  of  most  concern. 
In  his  comprehensive  summary  of  the  typhus  situa- 
tion in  Europe  and  North  Africa,  Yves  Biraud  of 
the  Epidemiological  Intelligence  Service  Health  Sec- 
tion of  the  League  of  Nations  points  out  that  typhus 
is  on  the  increase  in  the  countries  of  eastern  Europe 
in  which  the  disease  usually  is  endemic,  in  Spain 
and  in  North  Africa,  and  that  it  has  appeared  in 
sporadic  forms  in  regions  of  central  and  western 
Europe  hitherto  free  from  the  disease.  In  eastern 
Europe  typhus  is  not  as  widespread  as  at  the  end 
of  the  first  world  war.  In  the  West  Biraud  does 
not  regard  the  danger  of  typhus  serious  ‘so  long 
as  the  population  continues  on  the  whole  to  be  free 
from  lice,’  but  increasing  economic  disorder  and 
destitution  may  result  in  spread  of  the  disease. 

“The  spread  of  European  typhus,  which  is  the 
only  form  of  typhus  now  considered,  depends  on  the 
presence  of  the  virus  and  its  vector,  the  body  louse, 
in  a receptive  population.  The  special  means  to 
prevent  the  invasion  and  extension  of  typhus  are 
delousing  and  vaccination.  In  delousing,  the  people 
who  are  most  exposed  to  the  infestation  come 
first — vagrants,  refugees,  the  poor — but  under  cer- 
tain conditions  delousing  of  military  as  well  as 
civilian  communities  may  be  required. 

“Biraud  has  made  a valuable  study  of  the  re- 
spective advantages  and  indications  of  antityphus 
vaccines,  killed  and  live.  Generally  speaking,  killed 
vaccines,  which  are  given  in  three  injections  a 
week  or  so  apart  and  which  act  rather  slowly,  are 
best  suited  for  the  protection  of  medical  and  sani- 
tary personnel  and  in  limited  outbreaks  in  regions 
where  the  population  in  general  is  stable  and  free 
from  lice;  in  other  words,  when  rapid  protection  is 
not  required.  But  in  outbreaks  in  shifting  and  lousy 
populations,  in  troops  and  refugees,  live  vaccines 
are  best  because  protection  is  quickly  induced  by  a 
single  injection.  In  endemic  regions  preference 
should  be  given,  if  possible,  to  vaccines  of  multiple 
local  strains  of  the  virus;  in  countries  free  from 
typhus  but  threatened,  it  would  be  best  to  use  vac- 
cines of  virus  from  the  regions  whence  the  inva- 
sion may  be  anticipated  . . . With  both  these 
methods  quantities  needed  for  mass  vaccination  can 


be  produced  and  both  have  given  good  results  in 
the  suppression  of  epidemics  in  North  Africa.  Mass 
vaccination  broke  the  typhus  waves  in  Morocco  in 
1937-38  and  in  Tunis  in  1939-40.  In  Tunis,  where 
200,488  vaccinations  were  made  with  the  mouse 
virus,  not  a single  case  of  vaccinal  typhus  was  ob- 
served. Biraud  concludes  that  modern  antityphus 
vaccination  coupled  with  delousing  can  protect 
Europe  against  the  present  menace  of  epidemic 
typhus.” 


More  Help  for  Milk-Allergic  Patients 

Appetizing  and  nutritious  recipes  for  using  Mull- 
Soy  in  milk-free  diets  are  now  available  in  a new 
publication  of  Borden’s  Prescription  Products  Divi- 
sion. Already  widely  prescribed  as  a hypoallergenic 
substitute  for  milk  in  infant  formulas,  Mull-Soy 
is  now  proving  equally  useful  in  diets  of  older  in- 
fants, children  and  adults  who  are  allergic  to  milk. 

Mull-Soy  is  an  estically-marketed  soybean  food 
in  liquid  emulsified  form.  It  is  palatable,  readily 
digestible,  well-tolerated,  and  easy  to  use.  Although 
hypoallergenic  in  most  cases  of  milk  allergy,  it 
nevertheless  closely  resembles  milk  in  nutritional 
values  of  protein,  fat,  carbohydrate,  and  minerals. 
Mull-Soy  ingredients  are  entirely  of  non-animal 
origin,  consisting  of  soybean  flour,  soybean  oil,  soy- 
bean lecithin,  dextrose,  sucrose,  calcium  phosphate, 
calcium  carbonate,  salt,  and  water.  After  special 
processing  at  carefully  controlled  temperatures, 
the  mixture  is  homogenized  at  high  pressure,  sealed 
in  sanitary-type  cans,  and  sterilized.  In  flavor  it 
is  slightly  sweet  and  nutlike,  and  many  find  it 
makes  a pleasing  warm  drink  when  simply  diluted 
with  an  equal  amount  of  hot  water. 

Included  in  the  new  Mull-Soy  recipe  folder  are 
numerous  beverages,  soups,  and  desserts,  as  well 
as  directions  for  using  Mull-Soy  in  place  of  milk  or 
cream  for  cereals,  coffee,  mashed  potatoes,  etc. 
Each  recipe  has  been  carefully  tested  in  the  Borden 
Experimental  Kitchen  and  checked  for  palatability, 
ease  of  preparation,  and  suitability  for  milk-free 
allergy  diets.  A number  of  the  recipes  have  several 
suggested  variations  and  optional  ingredients  which 
permit  greater  variety  in  the  diet  and  also  make  the 
recipes  more  useful  for  patients  allergic  to  other 
foods  in  addition  to  milk. 

These  Mull-Soy  recipe  folders  are  designed  for 
distribution  by  physicians  to  their  patients.  Any 
desired  number  of  copies  may  be  obtained  by  writ- 
ing to  Borden’s  Prescription  Products  Division,  De- 
partment CB,  350  Madison  Avenue,  New  York  17, 
N.  Y. 


Neurovascular  Lesions  of  the  Extremities 

J.  DEWEY  BISGARD,  M.  D. 

Omaha,  Nebraska 


There  is  a very  definite  group  of  post- 
traumatic  lesions  of  the  extremities  known 
as  nerovascular  lesions.  Because  these  le- 
sions are  more  or  less  intangible  and  are  not 
well  understood  as  is  true  of  all  lesions  which 
reflect  dysfunction  of  the  vegatative  nerv- 
ous system,  their  existance  has  been  doubted. 
Often  the  symptoms  of  individual  sufferers 
have  been  attributed  to  hysteria  or  malinger- 
ing; and  as  a matter  of  fact  the  two  types 
of  conditions  are  not  infrequently  difficult  or 
impossible  to  differentiate. 

Because  these  lesions  are  intangible  it  has 
been  impossible  to  concisely  classify  them. 
In  one  group  of  cases  the  symptoms  are  pre- 
dominantally  or  solely  those  resulting  from 
angiospasm  or  vaso-constriction,  in  another 
group  the  manifestations  of  vaso-dilatation 
such  as  erythromelalgia  predominate  and  in 
many  cases  vaso-constriction  and  vaso-dila- 
tation exist  simultaneously  or  intermittently. 

Immediately  following  most  major  injuries 
and  often  following  minor  injuries  there  de- 
velops in  the  injured  extremity  varying  de- 
grees of  pallor,  coldness  and  numbness.  Dur- 
ing World  War  I this  condition  which  came 
to  be  known  as  stupeur  arterielle  was  fre- 
quently observed.  The  condition  followed 
woundless  traumatism  as  well  as  penetrating 
or  lacerated  wounds  and  has  been  attributed 
to  injury  to  the  adventitia  of  the  arteries.  A 
simple  contusion  of  the  arm  can  make  the 
hand  and  forearm  so  limp  and  colorless  and 
the  radial  pulse  so  nearly  indistinguishable 
that  a crushing  injury  to  the  brachial  artery 
may  be  suspected.  There  are  on  record  in- 
stances in  which  these  vascular  contractures 
have  been  so  intense  and  prolonged  that  gan- 
grene of  the  fingers  or  toes  has  resulted. 

Fortunately  these  phenomena  are  usually 
of  short  duration.  They  have  been  consid- 
ered comparable  to  surgical  shock  of  a lim- 
ited nature;  that  is  shock  limited  to  an  ex- 
tremity. During  the  last  war  there  were 
many  unnecessary  amputations  for  stupeur 
arterielle.  If  there  is  not  an  early  spon- 
taneous release  of  vaso  spasm  and  recovery, 
novocaine  injection  of  the  regional  sympa- 
thetic ganglia  should  be  done.  Heat  should 
never  be  applied  to  one  of  these  ischemic  ex- 
tremities. This  is  a common  and  dangerous 
practice.  It  merely  increases  the  metabolic 
demands  upon  an  already  inadequate  circula- 


tion and  thereby  increases  the  likelihood  of 
gangrene. 

Recovery  from  this  acute  state  may  be  in- 
complete with  the  development  of  a chronic 
neurocirculatory  condition.  These  result  in 
certain  trophic  changes  and  contractures 
with  and  without  pain  and  since  they  are 
similar  or  identical  to  a group  of  manifesta- 
tions which  we  may  consider  under  the  in- 
clusive term  causalgia  they  will  not  be  con- 
sidered separately. 

Causalgia  was  first  described  by  Wier 
Mitchell  during  the  Civil  War.  The  syn- 
drome is  characterized  by  pain  which  is 
usually  intense,  radiates  both  proximally  and 
distally  from  the  site  of  injury,  often  of  a 
burning  character  and  may  be  constant  or 
paroxysmal.  The  disabled  extremity  is  red 
and  glossy,  edematous,  cool  rather  than  hot, 
sore  to  the  touch,  intolerant  of  dryness  and 
intensely  sensitive  to  jars  and  drafts.  Often 
trigger  points  are  demonstrable.  The  bones 
show  much  atrophy,  the  joints  are  swollen 
stiff  and  painful.  The  muscles  are  atrophic 
and  are  or  appear  to  be  partially  paralyzed. 
During  World  War  I Meige  and  Athanassio- 
Benisty  directed  attention  to  the  frequency 
of  relation  of  this  condition  to  wounds  of 
the  median  and  sciatic  nerve  in  addition  to 
injuries  of  the  brachial  plexus  as  described 
by  Wier  Mitchell. 

In  addition  to  the  major  causalgias  incited 
by  injury  to  the  large  nerves  and  vessels 
there  are  groups  of  minor  causalgias  which 
result  from  a great  variety  of  lesser  injuries 
such  as  contusions,  sprains,  fractures,  lacer- 
ations, and  puncture  wounds  inflicted  by 
splinters,  thorns,  bullets,  and  the  bites  of 
animals.  Not  infrequently  thrombophlebitis, 
especially  the  inflammatory  type  gives  rise  to 
the  syndrome,  causalgia.  About  two  years 
ago  I operated  on  a case  of  chronic  migrat- 
ing plebitis  of  the  left  leg  with  the  typical 
picture  of  causalgia;  a painful,  swollen,  glos- 
sy leg  with  redish  wine  color  of  the  skin  over 
the  shin  and  trophic  ulcers  about  the  ankle. 
The  leg  was  so  painful  that  he  wished  am- 
putation. A left  lumbar  sympathetic  gan- 
glionectomy  brought  about  a dramatic  and 
complete  cure. 

The  changes  in  minor  causalgia  include 
bone  atrophy,  often  designated  as  Sudeck’s 
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atrophy  because  Sudeck  first  called  attention 
to  this  part  of  the  general  syndrome.  In  ad- 
dition to  the  edematous,  cold,  smooth,  pasty 
or  bluish  or  flushed  condition  of  the  skin 
there  is  always  some  change  in  cutaneous 
sensation,  usually  parasthesia,  often  hyper- 
asthesia  and  occasionally  anasthesia. 

Before  the  treatment  is  undertaken  a care- 
ful neurological  and  psychiatric  study  should 
be  made  in  an  effort  to  exclude  compensation 
neuroses  and  hysteria.  All  doubtful  cases 
and  there  are  many,  should  be  looked  upon 
as  true  causalgias  and  treated  accordingly 
until  a diagnostic  therapeutic  trial  has  prov- 
en them  otherwise.  To  simply  dismiss  them 
as  psychogenic  serves  a great  injustice  to 
these  sufferers. 

Major  causalgias  associated  with  injury  to 
major  nerves  such  as  the  sciatic,  brachial 
plexus  and  median  may  be  relieved  by  such 
procedures  as  neurolyses  when  the  nerve  is 
imbedded  in  scar,  excision  of  neuromata 
when  present,  repair  of  the  nerve  when  par- 
tially severed  and  by  excising  foreign  bodies 
such  as  bullets  or  shell  fragments  in  close 
proximity  to  these  nerves. 

Every  case  should  be  examined  carefully 
for  the  possible  presence  of  a trigger  point, 
a discrete  sensitive  area  or  nodule.  Pres- 
sure over  this  area  is  likely  to  excite  a par- 
oxysm of  pain.  Livingston,  who  first  de- 
scribed these  trigger  points  has  reported 
complete  relief  in  a series  of  cases  following 
either  novocaine  infiltration  or  excision  of 
these  points.  I have  had  similar  gratifying 
results  from  excision  of  trigger  nodules  in 
two  cases;  one  a small  neuroma  in  the  peri- 
osteum of  the  ulna  resulting  from  a blow  at 
that  point. 

Minor  causalgias  and  particularly  the  bone 
atrophy  of  Sudeck  following  fractures  or 


other  injuries  may  be  prevented  by  the  early 
institution  of  physical  therapy  and  once  de- 
veloped this  form  of  therapy  probably  short- 
ens the  otherwise  long  period  of  recovery. 

In  cases  in  which  there  is  no  definite  evi- 
dence of  involvement  of  nerves  or  demon- 
strable trigger  points,  or  in  cases  of  this 
sort  in  which  the  direct  attack  has  failed, 
treatment  to  interrupt  the  sympatheic  in- 
nervation of  the  extremity  should  be  carried 
out.  I believe  that  the  simplest  and  most 
conservative  method  should  be  utilized  first, 
that  is;  novocaine,  pontocaine  or  urea  injec- 
tion of  the  stellate  or  second  and  third  dorsal 
sympathetic  ganglia  for  lesions  of  the  arm, 
and  injection  of  the  lumbar  ganglia  for  cau- 
salgias of  the  lower  extremity.  A single  in- 
jection may  result  in  permanent  cure,  but  if 
only  temporary  relief  is  obtained,  repeated 
injections  may  bring  about  a cure.  If  this 
method  fails  one  of  two  radical  attacks  are 
available;  either  periarterial  sympathectomy 
or  cervicodorsal  or  lumbar  sympathetic  gan- 
glionectomy. 

Because  the  more  severe  cases  are  likely 
to  become  addicted  to  morphine  every  effort 
should  be  made  to  obtain  early  relief  of  pain. 

Certain  painful  amputation  stumps  fall  in- 
to the  category  of  causalgia.  These  are 
stumps  in  which  there  is  no  evidence  of  an 
amputation  neuroma  and  in  which  the  skin 
displays  evidence  of  vasomotor  instability 
such  as  edema  and  red  or  bluish  discoloration. 
They  are  principally  the  stumos  of  amputa- 
tions between  the  knee  and  ankle.  I have  one 
case  of  this  type  which  was  entirely  relieved 
following  excision  of  a painful  nodule  in  the 
scar  which  proved  to  be  epidermal  inclusion 
cyst.  Here  again  an  attack  upon  the  sym- 
pathetic innervation  is  indicated  in  cases  in 
which  there  is  no  other  demonstrable  cause 
of  the  symptoms. 


❖ * ❖ 


Any  Physician  May  Exhibit  “When  Bobby  Goes  to 
School”  to  the  Public 

Under  the  rules  laid  down  by  the  American  Acad- 
emy of  Pediatrics,  their  educational -to-the  public 
film,  “When  Bebbv  Goes  to  School,”  may  be  ex- 
hibited to  the  public  by  any  licensed  physician  in 
the  United  States. 

All  that  is  required  is  that  he  obtain  the  endorse- 
ment by  any  officer  of  his  county  medical  society. 
Endorsement  blanks  for  this  purpose  may  be  ob- 
tained on  application  to  the  distributor,  Mead  John- 


son & Company,  Evansville,  Indiana. 

Such  endorsement,  however,  is  not  required  for 
showings  by  licensed  physicians  to  medical  groups 
for  the  purpose  of  familiarizing  them  with  the  mes- 
sage of  the  film  in  advance  of  public  showings  in 
the  community. 

“When  Bobby  Goes  to  School,”  is  a 16-mm.  sound 
film,  free  from  advertising,  dealing  with  the  health 
appraisal  of  the  school  child,  and  may  be  borrowed 
without  charge  or  obligation  on  application  to  the 
distributor,  Mead  Johnson  & Company,  Evansville, 
Indiana. 


Symptomatology  of  Perforated  Stomach 
Lesions" 

L.  E.  HANISCH,  M.  D. 

Omaha,  Nebr. 


Dyspepsia,  indigestion,  hyperacidity,  and 
peptic  ulcer  syndrome  have  been  on  the  in- 
crease in  recent  years.  With  the  stress  of 
the  times,  we  can  anticipate  an  upsurge  in 
this  general  trend.  Not  only  has  this  been 
noted  in  civil  practice,  but  in  military  medi- 
cal and  surgical  practice  as  well.  Less  than 
a half  century  ago  peptic  ulcer  occurred  more 
frequently  in  the  female ; in  recent  times  less 
than  10  per  cent  occur  in  the  female. 

All  physicians  have  experience  with  the 
classic  history,  signs,  symptoms,  and  x-ray 
findings  of  peptic  ulcer,  but  too  frequently, 
much  of  this  evidence  is  lacking.  And  it 
is  in  these  cases,  when  perforation  occurs 
that  a difficult  diagnostic  problem  presents 
itself.  Even  with  classic  history,  signs, 
symptoms,  and  x-ray  findings  of  peptic  ul- 
cer, if  perforation  occurs,  often  the  signs 
are  so  atypical  that  accurate  diagnosis  is  al- 
most impossible.  The  factors  which  are  re- 
sponsible for  confusion,  are: 

1.  Type  of  perforation,  that  is,  acute, 
subacute  or  chronic. 

2.  Site  of  perforation. 

3.  Size  of  perforation. 

4.  Variation  of  chemical  nature  of  the 
stomach  contents. 

5.  Age  of  the  patient  and  sensitivity  to 
pain. 

6.  Complication  of  other  diseases. 

7.  Medication  administered  before  con- 
sultant examines  patient. 

A diagnosis  is  simple  when  a large  an- 
terior stomach  wall  perforation  occurs  in 
which  there  is  sudden  excruciating  abdom- 
inal pain,  boardlike  rigidity  of  the  abdominal 
wall,  patient  in  prone  position  refusing  to 
move  or  be  moved,  later  showing  shock, 
thready  pulse  and  cold  perspiration.  It  has 
been  my  experience,  however,  in  perhaps  a 
majority  of  these  cases,  that  the  symptoma- 
tology is  atypical.  The  patient  may  have 
had  repeated  attacks  of  right  chest,  or  right 
shoulder  pain  with  vomiting  and,  on  examin- 
ation, present  right  upper  quadrant  tender- 

♦Delivered  before  Omaha  Mid-West  Clinical  Society,  Omaha, 
October,  1942. 


ness  and  right  rectus  muscle  spasticity.  A 
diagnosis  of  gallbladder  colic  is  often  justi- 
fied. The  syndrome  of  acute  right  shoulder 
pain,  acute  right  chest  pain,  right  rectus 
muscle  spasticity,  and  right  upper  quadrant 
tenderness  should  be  emphasized,  for  it  is 
frequently  seen  in  coronary  disease,  pneu- 
monia with  pleurisy,  gallbladder  colic,  sub- 
diaphragmatic  abscess  and  perforated  pep- 
tic ulcer.  Many  cases  of  acute  intra-thoracic 
disease  have  been  subjected  to  laporotomy 
because  of  this  syndrome. 

CASE  REPORT 

Case  No.  2460 — Male,  age  54,  since  1934  had  typi- 
cal ulcer  history  with  x-ray  findings  of  prepyloric 
ulcer,  anterior  wall;  in  1940  gastric  hemorrhage  and 
tarry  stools;  in  April,  1942,  gnawing  nauseating 
pain  above  the  umbilicus,  most  noticeable  after- 
noons and  during  night,  relieved  by  taking  food  and 
soda;  vomited  occasionally.  Examination  revealed 
pulse  84,  B.  P.  110/76,  no  abdominal  distention, 
tenderness  or  masses,  but  he  had  right  rectus  rigidi- 
ty. Laboratory  findings  showed  urine  negative, 
stool  negative  for  blood,  Wasserman  and  Kahn  nega- 
tive, gastric  analysis:  total  acidity  66  and  free  Hcl. 
47.  On  Sept.  1,  1942,  2:30  p.  m.  he  had  excruciat- 
ing right  shoulder  pain,  almost  continuous  vomiting 
(no  blood  in  vomitus),  took  soda  water  repeatedly. 
Pain  and  vomiting  stopped  at  6 p.  m.  For  seven 
days  he  was  symptom-free.  On  Sept.  7 at  2 p.  m. 
after  a light  lunch  the  right  shoulder  pain  and 
vomiting  returned.  He  took  soda  water  but  with- 
out relief.  He  was  unable  to  lie  down  because  of 
increase  in  intensity  of  shoulder  pain.  At  5:30  p.  m. 
he  had  a pulse  of  90,  temp.  98,  moderate  right  rectus 
rigidity.  He  was  given  M gr.  morphine.  This  was 
repeated  at  6 p.  m.  with  IV2  gr.  nembutal.  He  slept 
for  one  hour  in  sitting  position.  At  7:30  p.  m. 
there  was  general  boardlike  abdominal  wall  rigidity. 
At  operation  a perforated  prepyloric  ulcer  was 
found  1 cm.  in  diameter.  It  was  mattress  sutured 
and  reinforced  with  omental  tab.  The  gallbladder 
contained  no  calculi  and  emptied  freely.  Closure 
without  drainage  but  5 mgm.  sulfathiazole  was 
placed  in  abdominal  cavity.  Uneventful  con- 
valescence. 

Acute  perforations  of  the  stomach  wall  in 
the  aged,  the  debilitated,  and  in  young  peo- 
ple following  severe  burns,  frequently  are 
not  diagnosed  until  found  at  autopsy.  These 
patients  often  have  experienced  so  much 
pain  and  discomfort  from  primary  lesions 
and  their  complications  that  a perforation 
may  add  only  little  to  their  miserable  con- 
dition. While  the  patient  is  being  studied 
and  an  attempt  made  at  relief,  he  may  suc- 
cumb from  the  added  shock.  This  is  a corn- 
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mon  experience  in  acute  perforating  cancer 
lesions  of  the  stomach,  especially  in  the  aged. 
The  following  brief  case  history  is  illustra- 
tive. 

CASE  REPORT 

Case  No.  997 — Female,  age  68,  for  15  years 
more  or  less  continuous  “stomach  pain”  not  relieved 
by  food  or  soda.  Almost  no  rest  because  of  pain. 
For  long  periods  took  only  milk.  After  a few  days 
of  any  solid  food  pain  was  aggravated,  with  nausea 
and  vomiting.  Had  had  several  G.  I.  x-ray  studies 
diagnosed  as  visceroptosis  and  atonic  stomach.  Ex- 
amination revealed  general  emaciation,  weight  85, 
no  abdominal  masses,  abdominal  wall  relaxed,  gen- 
eral epigastric  tenderness,  temp.  98,  pulse  95,  B.  P. 
96/60.  Study  of  gastric  contents  was  refused.  Stool 
negative  for  blood.  Blood  Wassermann  negative. 
After  remaining  in  bed  on  supportive  treatment  for 
30  days  with  no  relief,  she  suddenly  had  aggrava- 
tion of  her  epigastric  pain  and  expired  within  an 
hour.  Pathologist’s  report  showed  extensive  flat 
patches  of  T.  B.  gastritis  of  distal  third  of  stomach 
mucosa;  small  indurated  or  suppurative  areas  inter- 
spersed between  and  on  the  T.  B.  ulcers;  stomach 
wall  attenuated  throughout;  one  small  suppurative 
area  had  perforated  anteriorly. 

It  almost  becomes  evident  that  an  aged 
patient  of  low  vitality,  who  has  a small  per- 
foration with  a slow  leak  into  the  lesser 
cavity,  with  a resting  stomach  which  con- 
tains only  water  and  very  low  or  lacking  in 
acid,  will  have  only  mild  abdominal  distress 
with  little  or  no  backache.  This  type  of  per- 
foration may  remain  an  acute  perforation; 
it  may  become  subacute  or  even  chronic;  it 
may  heal  without  surgical  intervention  if 
proper  medical  care  is  given.  We  should 
keep  this  type  in  mind  in  geriatric  surgery. 

Subacute  or  chronic  perforations  are  less 
terrifying  to  the  diagnostician  because  the 
time  element  is  less  important.  If  a history 
of  dyspepsia  is  part  of  the  picture,  x-ray 
study  plus  gastric  and  stool  chemical  analy- 
sis clears  up  the  diagnosis.  Since  these  per- 
forations usually  occur  into  the  lesser  peri- 
toneal cavity,  they  may  be  confused  with,  or 
accompanied  and  complicated  by  acute  or 
subacute  pancreatitis.  A subacute  or  chronic 


perforation  may  go  on  to  abscess-formation 
complicating  the  signs  and  symptoms,  de- 
pending on  the  direction  in  which  the  ab- 
scess points.  Constitutional  symptoms  de- 
velop and  differential  study  is  necessary  by 
x-ray,  laboratory,  and  physical  findings. 

A pyloric  or  prepyloric,  subacute  or  chron- 
ic perforation,  posteriorly,  may  be  impos- 
sible to  differentiate  from  an  obstructed 
gallbladder  or  empyema  of  the  gallbladder. 
X-ray  or  laboratory  examination  may  be  of 
no  assistance. 

Chronic  perforated  ulcer  of  the  anterior 
wall  of  the  stomach  is  extremely  rare  and 
unless  a history  of  dyspepsia  precedes  it,  it 
will  probably  not  be  diagnosed  pre-operative* 

ly. 

CASE  REPORT 

A man,  age  58,  who  had  been  taking  vigorous 
anti-luetic  treatment  for  five  years.  He  was  consid- 
ered to  be  Wassermann-fast.  His  only  complaint  was 
a tender  point  3 cm.  above  the  umbilicus  and  of 
three  weeks  duration.  After  a full  meal  he  noticed 
distress  or  a “pull”  at  this  point.  There  was  no 
past  or  present  history  of  dyspepsia.  All  laboratory 
studies  were  negative  except  for  a 4 plus  Wasser- 
mann. Examination  revealed  weight  124  and  never 
heavier,  a thin  abdominal  wall,  a small  mass  or 
area  of  induration  in  midline  3 cm.  above  the  um- 
bilicus which  was  only  moderately  tender.  Diag- 
nosis: Ventral  hernia.  Surgery:  Under  local  anes- 
thesia an  elliptical  incision  was  made  through  the 
peritoneum.  On  traction  of  the  excised  tissue  the 
stomach  was  drawn  into  the  wound.  When  the 
stomach  was  freed  by  blunt  dissection,  an  ulcer 
crater  % cm.  in  diameter  was  found.  He  has  been 
symptom-free  for  nine  years. 

Retrograde  perforations  of  the  stomach 
wall  are  asymptomatic  if  no  leak  into  the 
peritoneal  cavity  takes  place.  Most  com- 
mon examples  are  carcinoma  of  the  colon 
which  perforate  into  the  stomach,  abscesses 
in  contact  with  the  stomach  wall  which  per- 
forate into  this  viscus,  and  large  gallstones 
which  ulcerate  the  gallbladder  and  stomach 
walls. 


* * * 


“One  deplorable  aspect  of  life  in  America  is  re- 
flected in  the  advice  we  get  over  the  radio  concern- 
ing a great  variety  of  remedial  agents.  Those  who 
act  on  these  suggestions  are  the  victims  of  fear,” 
Arlie  V.  Bock,  M.  D.,  Boston,  declares  in  Hygeia 
The  Health  Magazine  for  June. 

“Because  there  are  so  many  such  victims  the 
makers  of  liver  pills,  cathartics  and  aids  for  this 
and  that  ailment  are  able  to  make  good  financial 
dividends.  We  do  not  need  to  take  drugs  to  keep 
healthy  . . . When  you  have  a cold  or  an  acute  up- 
per respiratory  infection,  your  best  friend  is  early 


and  sufficient  bed  care  . . . Your  bowels  will  move 
if  you  give  them  a chance,  and  of  all  things  you 
do  not  need  colon  irrigations.  Your  liver  has  en- 
ormous capacity  to  look  after  itself,  and  your  kid- 
neys get  all  the  flushing  out  they  need  if  you  are 
leading  a reasonable  type  of  life.  . . In  short,  simple, 
intelligent,  everyday  hygiene  is  all  that  you  need 
to  be  concerned  about  in  all  these  respects.  When 
things  begin  to  go  wrong,  get  some  needed  rest, 
and  when  questions  arise  that  you  cannot  answer, 
try  to  consult  your  doctor  at  once  instead  of  worry- 
ing about  dire  possibilities  . . .” 


Chemotherapy  in  Obstetrics  and  Gynecology* 

HAROLD  S.  MORGAN,  M.  D. 

Lincoln,  Nebraska 


The  general  characteristics  of  the  sulfa 
drugs  have  been  well  defined  in  the  first 
paper  in  this  symposium.  Any  attempt  on 
my  part  to  re-classify  these  properties  as 
they  relate  to  obstetrics  and  gynecology 
would  serve  no  useful  purpose,  for  the  drugs 
act,  not  according  to  the  systems  of  organs 
but  rather,  according  to  the  type  of  patho- 
genic organism  present.  Their  effectiveness 
is  measured  by  the  response  of  the  patient, 
suffering  from  a given  infection,  to  the  ad- 
ministration of  the  drug. 

Since  the  work  of  Heidelberger  and  Jacobs 
who,  in  1919  reported  on  the  bactericidal 
qualities  of  Para-sulphonamide-benzene-azo 
compounds,  the  additions  to  our  chemother- 
apeutic procedures  have  increased  many 
times.  Earlier  drugs  were  tried  and  in  many 
cases  found  wanting.  Today,  particularly  in 
the  field  of  obstetrics  and  gynecology,  we 
have  two  that  are  becoming  more  and 
more  popular,  Sulfathiazole  and  Sulfadiazine. 
Their  use,  both  prophylactically  and  thera- 
peutically, is  on  the  increase.  The  results  of 
their  almost  universal  use  will  have  to  be 
evaluated  by  time  and  by  further  careful 
study. 

Not  long  ago  the  question  was  asked  con- 
cerning any  possible  reduction  in  the  in- 
cidence of  acute  pelvic  inflamatory  disease 
since  the  advent  of  the  sulfa  drugs.  Dr. 
Willis  E.  Brown  of  the  Department  of  Ob- 
stetrics and  Gynecology  of  the  University  of 
Nebraska  Medical  College  kindly  volunteered 
a search  of  the  records  of  the  University 
Hospital.  His  work  has  produced  evidence 
to  show  that  there  has  been  a definite  drop 
in  hospital  admissions  due  to  acute  gonor- 
rheal pelvic  inflamatory  disease,  even  when 
corrected  for  a drop  in  total  hospital  admis- 
sions. There  has  likewise  been  a drop  in  the 
incidence  of  admission  of  all  types  of  pelvic 
inflamatory  disease  so  that  we  are  justified 
in  saying  that  as  far  as  the  University  of 
Nebraska  Hospital  is  concerned,  there  has 
been  a lessening  of  admissions  due  to  acute 
pelvic  inflamatory  disease  since  the  advent 
of  the  sulfa  drugs.  This  worthwhile  sugges- 
tion should  be  followed  up  in  other  clinics 
in  order  that  a true  picture  of  the  situation 
can  be  obtained. 

*Read  before  Seventy-fourth  Annual  Convention,  Nebraska 
State  Medical  Association,  Omaha,  May  5,  1942. 


From  clinical  observation  it  would  seem 
that  Sulfathiazole  and  Sulfadiazine  have  a 
valuable  place  in  the  majority  of  obstetrical 
and  gynecological  infections.  A careful  study 
of  the  report  of  Dr.  Marshal  Finland  of 
Harvard  Medical  School  will  show  that  the 
newer  ‘diazine  is  as  effective  if  not  more  so 
in  all  bacterial  invasions  with  the  possible 
exception  of  the  gonococcus.  However  the 
markedly  lessened  toxic  effects  of  ‘diazine 
over  ‘thiazole  would  tend  to  swing  the  bal- 
ance in  favor  of  ’diazine  even  in  the  treat- 
ment of  gonorrhea.  The  only  disadvantage 
of  ’diazine  at  this  time  is  its  price,  Sulfathia- 
zole being  less  than  one-half  that  of  Sulfa- 
diazine. Due  however  to  the  somewhat  les- 
sened effective  dose  necessary  when  using 
’diazine,  the  price  factor  should  not  be  con- 
sidered too  rigidly  in  a seriously  ill  patient. 

Sulfadiazine  is  best  administered  in  doses 
of  4-5  grams  (60-75  grains)  for  24  hours  or 
until  a blood  level  of  3.5  to  5.  is  reached. 
Sulfathiazole  is  best  administered  in  doses  of 
6-8  grams  per  24  hours  in  divided  doses  (90- 
120  grains)  until  the  acknowledged  blood 
level  5-10mg.%  is  reached.  Practically  speak- 
ing, for  the  most  part,  these  drugs  have 
been  administered  to  a preponderant  number 
of  people  so  situated  that  daily  blood  levels 
could  not  be  easily  determined.  Hence  physi- 
cians have  had  to  develop  a rule  of  thumb 
technique.  Certain  dangers  are  manifest  in 
this  type  of  procedure.  Prolonged  adminis- 
tration of  any  of  the  sulfa  drugs  is  danger- 
ous. In  those  instances  where  competent 
laboratory  analysis  of  blood  levels  is  not 
available  no  patient  should  be  carried  on  any 
of  the  sulfa  drugs  longer  than  36-48  hours 
unless  definite  improvement  is  noted  i.e.  fall- 
ing temperature  and  pulse  rate  with  general 
improvement  of  the  well-being  of  the  patient. 
As  soon  as  the  improvement  is  noted,  the 
dosage  of  the  drug  must  be  diminished  and 
stopped  as  early  as  possible.  It  must  be  re- 
membered that  certain  patients  have  an  idio- 
syncrasy for  any  of  the  sulfa  drugs.  Agran- 
ulocytosis has  been  reported  with  both  ’thia- 
zole and  ’diazine  despite  their  alleged  non- 
toxic effects.  It  has  been  my  procedure  to 
use  an  initial  maximum  24  hour  dose  of 
either  ’thiazole  or  ’diazine  in  indicated  cases, 
then  scale  the  dose  down  according  to  the 
patient’s  response  to  therapy.  If  there  has 
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been  no  improvement  within  36-48  hours  the 
drug  is  discontinued.  White  blood  counts 
should  be  done  every  3-4  days  on  patients 
thus  treated. 

This  paper  has  been  very  general  in  its 
aspects  and  intentionally  so.  The  literature 
is  replete  with  the  indications  and  contra- 
indications for  the  administration  of  the 
sulfa  drugs.  The  field  of  obstetrics  and 
gynecology  is  no  different  from  urology,  in- 
ternal medicine,  orthopedics,  etc.  except  that 
we  deal  mostly  with  the  gonococcus  and  the 
streptococcus.  However  these  organisms  re- 
act to  the  sulfonamides,  or  do  not  react  to 
them,  regardless  of  the  point  of  invasion  or 
the  system  of  organs  invaded.  The  use  of 
the  drug  in  chronic  pelvic  inflamatory  dis- 
ease is  probably  valueless  unless  there  is 
some  reactivation  of  the  disease. 

The  prophylactic  administration  of  the  sul- 
fonamides is  growing  in  popularity.  Their 
intra-abdominal  use  in  questionable  cases  is 
accepted.  Recent  reports  of  the  careful  ap- 
plication of  the  powdered  drugs  throughout 
the  entire  abdomen  have  been  published.  A 
warning  in  an  editorial  by  the  late  De  Lee 
that  ’thiazole  intra-abdominally  is  caustic 


should  not  be  disregarded.  However  Green- 
hill  believes  that  “’thiazole  is  not  respon- 
sible for  any  peritoneal  damage  but  the  more 
delayed  absorption  of  this  drug  creates  a 
marked  and  immediate  foreign  body  reac- 
tion which  greatly  enhances  the  local  defense 
mechanism.”  Dr.  Harley  Anderson  has  re- 
cently reported  on  the  use  of  Sulfanilamide 
impregnated  packs  for  intra-uterine  use.  His 
results  are  encouraging.  Personally,  I have 
had  a rather  limited  experience  with  the  in- 
tra-abdominal use  of  the  drug  and  I am  not 
at  all  sure  that  the  patient  would  not  have 
been  as  well  off  without  the  drug. 

In  closing  I should  like  to  protest  the  com- 
placency of  the  physician  who  feels  that  he 
can  disregard  the  indications  and  contra- 
indications for  caesarean  section  because  we 
have  the  sulfonamides  to  lean  upon.  Trans- 
fusions of  whole  blood  are  most  beneficial  in 
cases  of  sepsis  and  peritonitis  and  must  not 
be  neglected  because  of  chemotherapy.  True, 
they  give  us  a feeling  of  greater  security,  but 
unless  we  follow  the  concepts  of  safe  and 
sane  obstetrics,  we  shall  once  again  see  the 
maternal  mortality  rate  rise  rapidly.  There 
is  no  chemotherapeutic  agent  today  that  will 
rescue  the  mistreated  obstetrical  patient. 


❖ * * 

Tuberculosis  Abstracts 


Too  often  we  substitute  words  for  action. 
We  repeat  the  same  soul-satisfying  phrases 
until  we  endow  them  with  a magic  and  total- 
ly undeserved  quality  of  being  able  to  accom- 
plish miracles.  Miracles  don’t  just  happen. 
What  look  like  miracles  generally  turn  out  to 
be  the  result  of  careful  planning,  devotion  to 
sound  principles  and  an  unlimited  amount  of 
tenacity  and  hard  work.  The  “early  discov- 
ery” of  pulmonary  tuberculosis,  by  which  is 
meant  discovery  of  the  disease  in  a minimal 
stage,  is  an  empty  accomplishment  unless  it 
can  be  followed  by  thorough  treatment  with- 
out delay. 

BREAKDOWN  IN  EARLY  TUBERCULOSIS 

The  prevalent  opinion  that  the  finding  of 
active  tuberculosis  in  a minimal  stage  war- 
rants an  excellent  prognosis  is  true  only 
when  adequate  treatment  follows  at  once. 
Many  of  the  favorable  reports  have  come 
from  sanatoria,  where  the  outlook  upon  mini- 


mal pulmonary  tuberculosis  is  not  the  same 
as  that  in  the  clinics  at  the  time  of  the  early 
diagnosis. 

In  sanatoria  the  number  of  minimal  cases 
has  not  increased  in  direct  proportion  to  the 
number  of  cases  found  on  the  outside.  Fail- 
ure to  see  and  follow  many  diagnosed  cases 
may  explain  the  sanatoria  impression.  Some 
individuals  who  reach  the  sanatorium  with 
minimal  disease  may  show  no  unfavorable 
progression  even  though  weeks  or  months 
elapse  between  the  time  of  discovery  and  the 
beginning  of  institutional  care.  These  are 
the  more  resistant  cases.  Conversely,  a sig- 
nificant number  of  patients  found  in  surveys, 
and  particularly  among  those  in  contact  with 
sputum-positive  tuberculosis,  demonstrate 
low  resistance  and  a rapid  progression  of 
their  disease  before  sanatorium  care  is  final- 
ly sought  and  obtained. 

In  the  Henry  Phipps  Clinic,  Philadelphia, 
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Pennylvania,  even  thougr  the  serious  poten- 
tialities of  minimal  pulmonary  tuberculosis 
are  recognized  and  the  physicians  and  nurses 
endeavor  earnestly  and  persistently  to  over- 
come obstacles  that  prevent  adequate  care  of 
these  patients,  results  are  astonishingly  poor. 
A study  of  minimal  cases  has  revealed  that 
almost  half  developed  progressive  disease — 
true  of  both  white  and  colored  patients.  Mor- 
tality figures  were  25  per  cent  for  the  colored 
and  6 per  cent  for  the  white  patients.  Only 
one  of  the  cases  that  died  had  obtained  sana- 
torium care,  and  then  only  when  already 
progressed  to  an  advanced  stage. 

What  causes  the  poor  results?  The  domi- 
nant factors  will,  largely,  be  applicable  to 
most  localities. 

First,  the  diagnosis:  It  is  universally  ac- 
cepted that  the  x-ray  is  the  most  efficient 
method.  Visualizing  the  minimal  lesion  is 
not  difficult,  but  evaluation  of  its  status  is 
not  so  simple  or  foolproof.  There  are  three 
categories:  (1)  lesions  whose  appearance  in- 
dicates active,  unstable  disease,  (2)  lesions 
considered  of  doubtful  significance  and,  (3) 
lesions  whose  x-ray  appearance  suggests  that 
complete  healing  has  occurred. 

Determination  of  the  character  of  a lesion 
is  based  to  a large  extent  upon  experience 
with  previous  similar  lesions  observed  over 
long  periods.  Interpreting  the  objective  film 
is  a distinctly  subjective  procedure,  and  is  of 
prime  importance  since  it  influences  recom- 
mendations for  treatment.  Many  chest  ex- 
perts advocate  the  follow-up  of  contact  cases 
for  a period  of  at  least  two  years  after  known 
exposure  ceases.  It  is  obviously  as  necessary 
to  follow  for  a similar  period  those  cases  in 
the  second  and  third  categories  mentioned 
to  insure  their  diagnosis  of  stability. 

Of  the  nearly  50  per  cent  of  the  Institute’s 
minimal  cases  that  showed  progression  of  the 
disease,  86  per  cent  developed  extension 
within  the  first  year,  the  remainder  within 
three  years.  Serial  x-ray  studies  enable  the 
clinician  to  determine  at  the  earliest  time 
those  cases  in  which  the  original  estimate  of 
the  lesion’s  stability  was  faulty. 

Following  the  diagnosis  a strong  rapport 
between  physician,  nurse  and  patient  is  es- 
sential. The  psychological  reactions  of  the 
patient  to  his  disease  and  its  treatment  de- 
pend on  the  confidence  he  has  in  his  medical 
advisers.  It  is  difficult  to  convince  a symp- 


tomless patient,  often  one  who  was  found  by 
survey  means  and  not  by  his  own  seeking,  to 
accept  such  “drastic”  treatment  as  absolute 
bed  rest.  He  often  scoffs  at  the  diagnosis, 
claims  to  feel  well,  and  refuses  to  cooperate. 

People  in  contact  with  sputum-positive 
tuberculosis  may  submit  to  examination 
merely  for  the  comfort  of  being  told  they  are 
free  of  the  disease.  When  their  hopes  are 
dashed  and  they  are  confronted  with  their 
own  unsuspected  trouble,  they  may  turn  an- 
tagonistic and  refuse  to  accept  advice. 

Again,  society  has  done  little  to  solve  the 
problem  of  the  family  head  who  must  leave 
behind  a situation  of  destitution  for  the  ones 
he  loves  by  accepting  treatment  which  must 
necessarily  be  a prolonged  hospitalization. 

Assuming  that  all  these  deterrents  to 
treatment  have  been  removed,  the  actual  ob- 
taining of  hospital  care  is  in  many  communi- 
ties still  a great  problem,  growing  greater 
due  to  wartime  shortages  of  materials  and 
personnel.  Institutions  that  require  positive 
sputum  before  admitting  a patient  are  invit- 
ing dangerous  progression  before  making 
available  the  badly  needed  bed.  The  tendency 
to  regard  minimal  cases  lightly,  treat  them 
insufficiently,  is  far  too  prevalent  and  often 
leads  to  inexcusable  relapses.  Reliance  on 
the  standards  of  20  years  ago  that  call  for 
dependence  on  physical  signs  to  determine 
the  stability  of  lesions  defeats  the  whole  pur- 
pose of  early  diagnosis  surveys,  since  the  case 
without  clinical  manifestations  will  receive 
neglect  instead  of  the  treatment  and  close 
supervision  it  deserves. 

Early  diagnosis  is  meaningless  unless  it 
leads  at  once  to  intelligent  handling,  prompt 
care  and  adequate  follow-up,  with  eventual 
recovery  and  maximum  rehabilitation  the 
goal.  — Breakdown  in  Early  Tuberculosis, 
Samuel  C.  Stein,  M.  D.,  Public  Health  Nurs- 
ing, March,  1943. 


Discussing  recently  reported  investigations  which 
showed  little  effect  on  the  hearts  of  normal  persons 
from  rigorous  participation  in  various  sports,  The 
Journal  of  the  American  Medical  Association  for 
May  29  says  that  “Perhaps  it  is  safe  to  believe 
that  in  the  majority  of  instances  the  legs  or  other 
elements  of  the  musculoskeletal  system  would  tend 
to  give  out  before  the  heart,  thereby  serving  as  a 
factor  of  safety.” 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


PHYSICIANS  BEWARE! 

The  headquarters  office  has  been 
notified  that  there  are  one  or  two  men 
now  working  in  the  state  who  are  gath- 
ering up  instruments  from  physicians 
for  repair.  They  apparently  give  vari- 
ous addresses,  one  of  which  is  in  Lin- 
coln, and  when  one  of  the  addresses  was 
checked  we  learned  that  there  was  no 
such  address  here. 

This  is  an  old  racket  which  has  been 
worked  before  in  which  individuals  will 
gather  instruments  for  repair  and  the 
doctor  never  sees  or  hears  from  them 
again.  Why  take  chances  in  giving 
your  instruments  to  an  itinerant  with 
whom  you  are  not  acquainted?  There 
are  many  good  instrument  houses,  some 
of  whom  are  advertisers  in  your  Ne- 
braska State  Medical  Journal.  Adver- 
tisers are  not  accepted  in  your  journal 
unless  we  know  them  to  be  reliable. 
You  may  save  yourself  many  dollars  and 
the  use  of  valuable  instruments  by  tak- 
ing precautions  as  to  where  your  instru- 
ments are  sent  for  repair. 


We  are  holding  the  new  Medical  Practice 
Act  for  next  month’s  issue.  The  August  is- 
sue will  incorporate  the  deliberations  of  the 
Public  Health  Conference  held  in  Lincoln  in 
May.  (Editor). 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

The  annual  meeting  of  the  Board  was  held  at 
Pittsburgh,  Pennsylvania  from  May  20  to  May  25, 
1943,  at  which  time  one  hundred  and  eight  candi- 
dates were  certified. 

A number  of  changes  in  Board  regulations  and 
requirements  were  put  into  effect.  Several  of  these 
changes  are  designed  to  broaden  the  requirements 
for  candidates  in  Service.  Examples  are  the  allow- 
ance of  a stipulated  amount  of  credit  toward  special 
training  requirements  for  men  in  Service  and  as- 
signed to  general  surgical  positions,  special  training 
allowances  on  a preceptorship  basis  for  men  assigned 
to  obstetrical  or  gynecological  duties  in  military 
hospitals  and  working  under  the  supervision  of 
Diplomates  or  recognized  obstetrician-gynecologists, 
as  well  as  credit  toward  the  “time  in  practice”  re- 
quirement of  the  Board  to  be  allowed  for  time  in 
military  service. 
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The  Board  will  not  longer  require  a general  ro- 
tating internship,  but  will  now  accept  a one  year 
interne  service,  although  the  rotating  internship  is 
preferable.  Such  services  must  be  in  institutions 
approved  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  A.  M.  A.  Lists  of  such  institutions 
are  published  regularly  in  the  Educational  Number 
of  The  Journal  of  the  A.  M.  A. 

The  privilege  of  reopening  applications  by  candi- 
dates who  have  been  declared  ineligible  has  been 
extended  to  two  years  from  date  of  filing  the  ap- 
plication, instead  of  one  year. 

The  Board  has  ruled  temporarily  to  excuse  men 
in  military  service  from  the  submission  of  case 
records  at  the  stipulated  examination  times,  thereby 
permitting  them  to  proceed  without  further  delay 
with  the  Board  examinations.  This  does  not  obligate 
the  Board,  however,  to  waive  the  case  record  re- 
quirement for  such  candidates.  Plans  have  been 
made  to  provide  similarly  for  Service  men  upon  their 
eventual  discharge  from  the  Armed  Forces,  and  to 
permit  the  greater  use  of  operations  done  while  in 
residency  or  in  civilian  practice  before  the  War. 

The  next  Part  I examination  of  the  Board  (writ- 
ten paper  and  submission  of  case  records)  will  be 
held  on  Saturday  afternoon,  February  12,  1944,  at 
a place  convenient  to  the  location  of  the  candidate, 
whether  he  be  in  civilian  or  military  life.  Applica- 
tions must  be  in  the  Office  of  the  Secretary  by 
November  15,  1943,  ninety  days  in  advance  of  the 
examination  date.  The  time  and  place  of  the  Spring 
1944  (Part  II)  examination  will  be  announced  later. 

Prospective  applicants  or  candidates  in  military 
service  are  urged  to  obtain  from  the  Office  of  the 
Secretary,  a copy  of  the  “Record  of  Professional  As- 
signments for  Prospective  Applicants  for  Certifica- 
tion by  Specialty  Boards”  which  will  be  supplied  up- 
on request.  This  record  was  compiled  by  the  Ad- 
visory Board  for  Medical  Specialties  and  is  approved 
by  the  offices  of  the  Surgeons-General,  having  been 
recommended  to  the  Services  in  a circular  letter, 
No.  76,  from  the  War  Department  Army  Service 
Forces,  and  referred  to  as  the  Medical  Officers  Serv- 
ice Record.  These  will  enable  prospective  applicants 
and  candidates  to  keep  an  accurate  record  of  work 
done  while  in  military  service  and  should  be  submit- 
ted with  the  candidate’s  application,  so  that  the  Cre- 
dentials Committee  may  have  this  information  avail- 
able in  reviewing  the  application. 

Applications  and  Bulletins  of  detailed  information 
regarding  the  Board  requirements  will  be  sent  upon 
request  to  the  Secretary’s  Office,  1015  Highland 
Building,  Pittsburgh,  Pennsylvania. 


The  Association  of  Military  Surgeons  of  the  Unit- 
ed States  will  hold  its  51st  annual  convention  in 
Philadelphia  at  the  Bellevue-Stratford  Hotel  October 
21-23,  inclusive,  according  to  an  announcement  by 
association  officers. 

The  three-day  convention  will  assemble  doctors 
from  all  the  current  war  fronts  where  United  States 
forces  are  fighting,  and  from  the  great  base  hos- 
pitals where  rehabilitation  of  the  wounded  is  in  prog- 
ress. They  will  bring  with  them  information  on  the 
latest  techniques  of  wartime  medicine  and  surgery. 
Numerous  forum  lectures,  practical  demonstrations, 
moving  pictures  and  teaching  panels  are  planned  to 
present  the  wealth  o»  data  to  the  convention. 


Honorary  chairman  of  the  convention  this  year  is 
Rear  Admiral  Ross  T.  Mclntire,  Surgeon  General  of 
the  Navy.  The  general  chairman  is  Captain  Joseph 
A.  Biello,  Medical  Corps,  USN,  who  is  District  Medi- 
cal Officer  of  the  Fourth  Naval  District. 

The  vice-chairmen  are  Brigadier  General  George 
F.  Lull,  USA,  of  Washington,  D.  C.,  and  Commander 
E.  L.  Bortz,  Medical  Corps,  USNR,  of  Philadelphia. 
Members  of  the  executive  committee  for  the  con- 
vention include  Captain  R.  H.  Laning,  Medical 
Corps,  USN;  Dr.  Stanley  P.  Reimann,  Dr.  Gilson 
Colby  Engle,  Commander  J.  L.  Tinney,  USNR,  and 
Dr.  A.  Newton  Richards  . 


HIGHLIGHTS  OF  THE  MEETING  OF  THE 

HOUSE  OF  DELEGATES  OF  THE 

AMERICAN  MEDICAL  ASSOCIATION 

All  states  and  some  of  the  territorial  as- 
sociations answered  the  Roll  Call.  The  first 
part  of  the  session  was  occupied  by  routine 
procedure  of  organization  of  the  meeting, 
with  Speaker  H.  H.  Shoulders  presiding.  The 
first  order  of  business  was  the  selection  of 
the  Recipient  of  the  Distinguished  Service 
Award.  Three  candidates  were  nominated 
by  the  Board  of  Trustees : Dr.  A.  J.  Carlson, 
Professor  of  Physiology  at  the  University  of 
Chicago ; Dr.  Torald  H.  Sollman,  Professor 
of  Pharmacology  at  the  Western  Reserve 
University,  and  Dr.  Elliott  P.  Joslin,  Pro- 
fessor of  Medicine  at  Harvard  Medical  Col- 
lege. Dr.  Joslin  was  the  successful  candidate 
on  a ballot  vote  by  the  House. 

The  sessions  are  conducted  on  the  basis 
of  Reference  Committees.  These  were  an- 
nounced shortly  after  the  speaker’s  address. 
Dr.  Hohlen  was  appointed  on  the  reference 
committee  on  Constitutional  amendments. 

The  address  by  President  Fred  Rankin  was 
received  with  enthusiasm. 

“That  mighty  influences  are  at  work,”  Dr. 
Rankin  said,  “to  effect  epochal  changes  in 
the  complexion  of  medical  practice  is  incon- 
trovertible. We  must  face  realistically  the 
trends  in  the  national  and  international  social 
and  economic  structure — trends  directionally 
signaled  by  already  established  sign  posts 
such  as  social  security,  sick  benefits,  unem- 
ployment insurance  and  old  age  compensa- 
tion. 

“That  we  are  intimately  involved  with 
these  plans  is  clearly  demonstrated  by  cer- 
tain recommendations  that  the  government, 
in  co-operation  with  the  medical  profession, 
take  action  to  enable  the  individual  to  budget 
medical  expenses  over  a reasonable  period 
and  contribute  toward  the  cost  of  care  ac- 
cording to  his  ability,  and  that  the  federal 
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aid  be  extended  toward  developing  an  ade- 
quate system  of  regional  and  local  hospitals, 
maternal  and  child  care  and  other  measures 
to  insure  adequate  health  care  for  all  regard- 
less of  place  of  residence  or  income  status.” 

It  is  quite  apparent,  Dr.  Rankin  said,  that 
the  old  status  of  medical  practice  will  be  con- 
siderably modified. 

The  incoming  president,  Dr.  James  E. 
Paulin,  stated  in  his  address  that  American 
medicine  must  be  prepared  to  provide  post- 
war medical  instruction  and  aid  to  many 
countries.  It  will  also  be  an  obligation  of 
the  medical  profession,  he  said,  to  provide 
refresher  courses  and  postgraduate  training 
for  doctors  who  return  from  military  life. 

One  of  the  prominent  guests  of  the  House 
was  Surgeon  General  of  the  Army,  Norman 
T.  Kirk,  who  had  recently  returned  from  the 
North  African  campaign.  The  marvelous 
achievements  of  medicine  can  nowhere  be 
better  illustrated  than  during  the  heaviest 
fighting  in  the  Kasserine  Pass.  The  mor- 
tality ranged  between  2.5  and  3.5%,  in  com- 
parison with  the  15  to  20%  in  the  last  war 
when  the  fighting  was  not  nearly  as  severe 
as  it  is  now.  Plasma,  good  surgery,  rapid 
transportation,  and  sulfa  drugs,  are  all  fac- 
tors in  the  low  mortality  rates  in  this  war. 

13.000  cases  were  evacuated  from  the  front 
by  air,  and  transported  to  hospitals  for  ap- 
propriate care. 

Regarding  the  medical  officers  in  the  vari- 
ous camps  who  complain  about  the  monotony 
of  inactive  duty,  the  Surgeon  General  stated 
that  the  doctors  in  the  army  are  like  firemen. 
They  must  wait  until  their  services  are  called 
for  and  be  ready  to  serve  both  efficiently  and 
effectively.  And  to  serve  best  they  must  un- 
dergo a period  of  training. 

Another  guest  on  the  program  was  Briga- 
dier General  David  N.  T.  Grant  of  the  Air 
Force.  Army  planes,  he  said,  have  evacuated 

30.000  battle  casualties  on  all  fronts  includ- 
ing virtually  all  the  wounded  in  New  Guinea, 
Guadalcanal,  and  Tulagi.  The  Air  Forces 
are  about  ready  to  begin  the  use  of  helicop- 
ters as  flying  ambulances  to  pick  up  wounded 
right  in  the  battle  area.  Experimental  work 
on  the  use  of  helicopters  capable  of  carrying 
two  stretcher  patients  in  addition  to  the  crew 
have  been  completed  and  development  of 
four-litter  helicopters  is  underway,  he  said. 

Gen.  Grant  said  he  knew  of  only  two 
deaths  of  wounded  men  in  transit,  but  that 
there  may  have  been  others.  All  Army  cargo 


planes  are  outfitted  so  they  may  serve  as 
flying  ambulances  on  return  trips  from  the 
front. 

Special  flying  evacuation  units,  each  unit 
consisting  of  five  doctors,  25  nurses  and  19 
specially  trained  enlisted  men,  are  being 
trained  for  service  at  the  rate  of  one  a month. 
Much  of  the  work  of  evacuating  wounded  has 
been  done  by  such  units,  he  stated. 

On  Monday  evening  the  delegates  were  ad- 
dressed by  Dr.  Charles  Merriam,  professor  of 
Political  Science,  University  of  Chicago,  and 
a member  of  the  National  Resources  Plan- 
ning Board.  According  to  the  speaker,  “All 
employment  for  all  employables  will  prob- 
ably be  underwritten  by  social  security  legis- 
lation in  the  not  too  distant  future.”  Also: 
“Legislation  will  encompass  equal  access  to 
security  and  education  for  all  and  equal  ac- 
cess to  health,  nutrition  and  wholesome  hous- 
ing conditions  for  all. 

“We  can  anticipate  an  economy  which  puts 
a sound  floor  under  social  security,  including 
health,  housing,  education  and  employment,” 
he  said,  “with  no  ceiling  on  initiative,  enter- 
prise, and  achievement. 

“Every  one  agrees  there  must  be  impor- 
tant forward  steps  in  the  field  of  social  se- 
curity and  we  may  confidently  expect  sub- 
stantial movements  in  that  direction.” 

Tuesday,  the  entire  day  was  devoted  to 
a discussion  of  the  resolutions  presented  by 
the  delegates  from  the  various  states  on 
Monday,  and  assigned  to  the  respective  ref- 
erence committees.  (Dr.  Hohlen,  in  accord- 
ance with  instructions  from  the  Nebraska 
House  of  Delegates  in  May,  presented  his 
resolution  on  Monday).  Among  the  resolu- 
tions past  unanimously  were  those  pertain- 
ing to  the  establishing  and  maintaining  by 
the  A.  M.  A.  Council  on  Medical  Service  and 
Public  Relations,  and  one  recommending  the 
emphasis  of  biological  sciences  in  the  high 
schools  in  preference  to  the  so-called  social 
studies  which  have  become  the  fad  in  our 
secondary  schools. 

Wednesday  was  taken  up  with  finishing 
the  program  of  the  sessions,  and  election  of 
officers. 

Dr.  Herman  L.  Kretchmer  of  Chicago 
is  the  new  President-Elect;  Dr.  Amesse  of 
Denver,  Vice  President;  Dr.  Shoulders  was 
reelected  Speaker  of  the  House,  and  Dr.  Roy 
Fouts  was  reelected  Vice  Speaker;  Dr.  Wm.  F. 
Braasch  of  Rochester,  Minn.,  and  Dr.  E.  E. 
Irons  of  Chicago,  were  reelected  to  member- 
ship to  serve  on  the  Board  of  Trustees. 
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More  than  260  physicians  attended  the  ob- 
stetrical symposium  held  in  Omaha  in  May. 
The  symposium  was  sponsored  by  the  Ne- 
braska State  Health  Department  and  carried 
out  under  the  auspices  of  the  University  of 
Nebraska  Medical  College. 

There  have  been  many  inquiries  regarding 
registration  by  physicians  in  accordance  with 
the  stipulation  of  the  new  Medical  Practice 
Act,  recently  passed  by  the  Nebraska  State 
Legislature.  At  the  time  of  this  writing  the 
county  organizations  are  not  yet  ready  to 
start  such  registrations.  By  the  time  the 
Journal  reaches  its  readers  some  of  the 
counties  will  undoubtedly  be  in  the  position 
to  receive  these  registrations.  It  is  advisable 
for  physicians  in  their  individual  counties  to 
apply  at  the  county  clerk’s  office,  for  in- 
formation. Doctors  should  cooperate  inas- 
much as  the  bill  was  sponsored  by  the  Ne- 
braska State  Medical  Association. 

According  to  press  reports  the  U.  S.  armed 
forces  will  need  11,000  additional  physicians, 
by  the  end  of  this  year.  This  will  bring  the 
total  of  doctors  to  approximately  53,000. 


The  medical  advisory  committee  of  The  American 
Foundation  for  Tropical  Medicine,  Inc.,  authorized 
grants  to  six  North  American  medical  schools  total- 
ling $26,100  during  the  first  quarter  of  1943,  accord- 
ing to  a report  by  Dr.  J.  A.  Curran,  executive  di- 
rector, at  a meeting  of  directors  of  the  Foundation 
in  New  York  City  on  April  14. 

These  grants,  made  possible  by  contributions  and 
pledges  for  the  current  year  of  $60,100  by  nineteen 
American  corporations,  are  being  used  to  strengthen 
teaching  or  research  programs  in  tropical  medicine 
and  parasitology  at  the  various  schools.  The  ap- 
proved projects  were  selected  by  the  medical  com- 
mittee among  a number  of  applications. 

Medical  schools  to  receive  aid  were:  New  York 
University,  College  of  Medicine;  Tufts  College  Medi- 
cal School;  Tulane  University  School  of  Medicine; 
University  of  Manitoba  Faculty  of  Medicine;  Uni- 
versity of  Nebraska  College  of  Medicine  and  Yale 
University  School  of  Medicine. 

Companies  which  have  made  contributions  or 
formal  pledges  of  support  include:  Abbott  Labora- 
tories; American  Cyanamid  Company;  Ciba  Pharma- 
ceutical Products  Corp.;  Firestone  Plantations  Corn- 
pan  v;  General  Foods  Corporation;  Hoffmann-La 
Roche,  Inc.;  The  Lambert  Company;  Lederle  Labora- 
tories; Eli  Lilly  and  Company;  Merck  & Co.,  Inc.; 
National  Carbon  Company;  Parke  Davis  and  Com- 
pan'T;  E.  S.  Squibb  & Sons;  United  Fruit  Company; 
William  R.  Warner  & Company;  Winthrop  Chemical 
Company;  Winthrop  Products,  Inc.;  and  John  Wyeth 
& Brother. 


Other  applications  are  pending,  Dr.  Curran  re- 
ported, and  those  which  are  approved  will  be  fi- 
nanced out  of  contributions. 

The  Foundation’s  program,  adopted  at  the  annual 
meeting  of  members  in  January,  calls  for  the  collec- 
tion and  disbursement  of  $100,000  among  medical 
schools  and  scientific  journals  and  for  special  proj- 
ects which  fall  within  the  scope  of  the  Foundation’s 
activities.  Dr.  Curran  stated  that  the  fulll  sum  of 
$100,000  will  be  needed  to  complete  the  current  pro- 
gram of  aid. 

The  officers  of  the  Foundation  are:  President, 
Lt.  Col.  Thomas  T.  Mackie,  Executive  Officer,  Divi- 
sion of  Parasitology  and  Tropical  Medicine,  Army 
Medical  School;  Vice-President,  Dr.  Willard  C.  Rap- 
pleye,  Dean,  College  of  Physicians  and  Surgeons, 
Columbia  University;  Secretary,  Mr.  Alfred  R. 
Crawford,  Assistant  to  the  President,  Long  Island 
College  of  Medicine;  Treasurer,  Mr.  W.  W.  Lan- 
caster, Partner,  Shearman  and  Sterling;  and  Execu- 
tive Director,  Dr.  J.  A.  Curran,  President  and  Dean, 
Long  Island  College  of  Medicine. 

Members  of  the  Executive  Committee,  in  addition 
to  the  above  officers,  are:  Dr.  Theodore  G.  Klumpp, 
President,  Winthrop  Chemical  Company,  Inc.,  and 
Dr.  Henry  E.  Meleney,  Professor  of  Preventive 
Medicine,  New  York  University  College  of  Medicine. 

The  purposes  for  which  the  funds  granted  are  be- 
ing utilized  are  as  follows: 

MANITOBA — Travelling  fellowship  for  professor  of  parasi- 
tology and  tropical  diseases. 

NEW  YORK  UNIVERSITY — Salary  aid  for  full-time  instruc- 
tor in  tropical  medicine  and  parasitology. 

NEBRASKA — For  full-time  technical  assistant  to  assist  teach- 
ing in  student  laboratories  and  staff  research. 

TUFTS — To  employ  clinical  teaching  fellow  in  tropical  medi- 
cine. 

TULANE — Budgetary  needs  of  Department  of  Tropical  Medi- 
cine which  has  trained  41  physicians  from  Central  and  South 
American  countries,  from  Africa  and  from  Asia  since  1940. 

YALE — To  supplement  salaries  of  teachers  and  laboratory  as- 
sistants in  order  to  expand  tropical  medicine  teaching. 


ON  LOBBYING 

Good  government  is  a condition,  not  a theory. 
It  comes  because  of  full  expression  of  public  opinion. 

Lobbying  means  expanded  interviewing  after  offi- 
cials are  elected.  Interviewing  must  be  done  at  all 
levels  of  government,  local,  state  and  national. 

Do  not  discount  your  value  as  an  individual  inter- 
ested in  government.  But  you  should  get  group  dis- 
cussion to  be  able  to  place  values  upon  the  stated 
needs  of  government  and  of  the  means  to  meet  them. 

An  efficient  interviewer  should  be  trained,  first 
as  to  issues  involved  in  the  question,  and  then  in  how 
to  approach  the  person  to  be  interviewed.  No  one 
should  interview  candidates  in  the  name  of  the  or- 
ganization without  being  authorized  by  its  President 
as  to  what  is  expected  to  come  out  of  the  interview. 
This  means  detailed  planning  as  to  reasons  for  a 
stand  on  a question. 

Find  out  from  outside  sources  what  organizations 
the  candidate  belongs  to  and  his  possible  reasons 
for  wanting  that  particular  office. 

Hope  and  believe  that  every  candidate  or  office 
holder  has  an  honest  reason  for  doing  what  he 
does. 

Know  as  much  as  possible  about  at  least  two 
measures,  and  something  about  many. 

Find  out  about  all  opinions  on  a question. 
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Find  out  how  many  bills  of  a similar  nature  are 
introduced  into  the  Senate  before  you  interview  on 
any  particular  bill. 

Request  a personal  interview. 

Write  letters  even  if  you  seem  to  have  had  a suc- 
cessful interview. 

Don’t  interview  until  you  know  all  of  the  issues 
of  the  question. 

Don’t  interview  unless  you  have  found  out  his 
possible  attitude.  If  you  know  him  to  be  positively 
favorable  the  interview  need  not  be  made. 

Don’t  ask  for  interview  unless  you  know  the  latest 
action  taken  on  the  bill. 

Don’t  speak  in  a derogatory  way  about  any  one 
who  does  not  agree  with  your  views. 

Don’t  talk  too  much  nor  stay  too  long. 

Don’t  bluff. 

Don’t  get  impatient. 

Don’t  argue.  Present  facts. 

Don’t  take  notes  during  an  interview.  Remember 
and  report  accurately  what  is  said. 

Don’t  tell  one  candidate  what  another  has  said. 

Don’t  ask  for  a definite  yes  or  no  on  a question. 
A good  interviewer  will  be  reasonably  sure  without 
a commitment. 

Selecting  good  candidates  is  of  first  importance. 
Good  interviewing  comes  next. 

Mrs.  C.  W.  Pollard, 

Chairman  Legislation,  Nebr. 
Woman’s  Medical  Auxiliary. 

— From  the  Intelligent  Voter. 


MINUTES  OF  THE  MEETING  OF  THE 
BOARD  OF  COUNCILORS 
May  4,  1943 

The  first  meeting  of  the  Board  of  Councilors  was 
called  to  order  by  Dr.  Clayton  Andrews,  President, 
at  11:45  a.  m.  in  the  Egyptian  Room  at  the  Lincoln 
Hotel,  Lincoln,  Nebraska.  The  following  members 
were  present:  Drs.  G.  E.  Peters,  A.  A.  Conrad,  H.  S. 
Andrews,  Warren  Thompson,  Geo.  W.  Pugsley,  J. 
B.  Redfield,  C.  W.  Way,  M.  O.  Arnold,  Clayton  An- 
drews, and  A.  L.  Cooper,  President.  Drs.  R.  B. 
Adams,  Secretary-Treasurer;  H.  M.  Jahr,  Editor; 
R.  F.  Decker,  Speaker  of  the  House  of  Delegates, 
and  Mr.  M.  C.  Smith,  Executive  Secretary,  were  also 
present. 

A motion  was  made  by  Dr.  A.  A.  Conrad  that 
the  reading  of  the  minutes  of  the  last  Councilor 
meeting  be  dispensed  with  and  that  they  be  ap- 
proved as  published.  Seconded  and  carried. 

The  report  of  the  State  Health  Planning  Commit- 
tee by  Dr.  E.  W.  Rowe,  which  had  been  referred  to 
the  Council  by  the  House  of  Delegates  at  their 
first  session,  was  presented. 

A motion  was  made  by  Dr.  J.  B.  Redfield  that  this 
report  be  accepted  and  published.  Seconded  and 
carried. 

The  Presidential  address,  referred  to  the  Council 
by  the  House  of  Delegates,  was  presented,  and  a 
motion  was  made  by  Dr.  Warren  Thompson  that  it 
be  accepted  and  published.  Seconded  and  carried. 

Dr.  C.  W.  Way  read  the  report  of  the  Convalescent 


Serum  Committee.  Discussion  by  Drs.  Redfield, 
Thompson,  Jahr,  Decker  and  Mr.  Smith  followed. 

A motion  was  made  by  Dr.  H.  S.  Andrews  that 
the  report  be  accepted  and  read  before  the  House 
of  Delegates  for  discussion.  Seconded  by  Dr.  A.  A. 
Conrad.  Carried. 

A report  on  the  Student  Loan  Fund  was  read  by 
Mr.  M.  C.  Smith. 

A motion  was  made  by  Dr.  Warren  Thompson  that 
the  Student  Loan  Fund  continue  and  that  the  busi- 
ness matters  be  handled  by  the  Executive  Secretary. 
Seconded  by  Dr.  Pugsley. 

Mr.  Smith  asked  for  definite  instructions  relative 
to  the  policy  of  handling  these  funds,  and  Dr.  Thomp- 
son amended  the  previous  motion  to  read:  “and  that 
the  Board  of  Trustees  direct  the  policy  as  to  how 
the  funds  are  to  be  handled.” 

The  motion,  as  amended,  was  carried. 

The  report  of  the  Committee  on  Medical  Eco- 
nomics, referred  to  the  Council  by  the  House  of 
Delegates,  was  next  presented. 

A motion  was  made  by  Dr.  J.  B.  Redfield  that 
the  report  be  accepted  and  placed  on  file.  Seconded 
and  carried. 

A motion  was  made  by  Dr.  A.  A.  Conrad  that  the 
report  of  the  Council,  as  presented  by  the  President 
of  the  Council  to  the  House  of  Delegates,  be  accepted 
and  published.  Seconded  and  carried. 

A motion  was  made  by  Dr.  Geo.  W.  Pugsley  that 
Dr.  S.  W.  Fouts  be  reelected  to  succeed  himself  as  a 
member  of  the  Medical-Legal  Advice  Committee. 
Seconded  and  carried. 

Dr.  Cooper  suggested  the  name  of  Dr.  C.  M. 
Pierce,  Chadron,  as  a member  of  the  Medical-Legal 
Advice  Committee  to  fill  the  vacancy  made  by  the 
death  of  one  of  its  members. 

A motion  was  made  by  Dr.  J.  B.  Redfield,  second- 
ed by  Dr.  A.  A.  Conrad,  that  Dr.  C.  M.  Pierce  be 
elected  to  fill  the  unexpired  term  of  Dr.  0.  R. 
Platt,  deceased.  Motion  carried. 

The  chair  instructed  the  secretary  to  notify  Dr. 
Pierce  of  his  election. 

A motion  was  made  by  Dr.  Conrad  that  Dr.  Earle 
Johnson  be  reelected  to  succeed  himself  as  a member 
of  the  Board  of  Trustees.  Seconded  by  Dr.  War- 
ren Thompson.  Carried. 

The  Board  of  Councilors  adjourned,  to  meet  again 
upon  call. 

May  4,  1943 

The  second  session  of  the  Board  of  Councilors 
met  in  the  Venetian  Room  of  the  Hotel  Lincoln, 
Lincoln,  Nebraska,  immediately  upon  adjournment 
of  the  House  of  Delegates.  The  following  members 
were  present:  Drs.  J.  B.  Redfield,  H.  S.  Andrews, 
M.  O.  Arnold,  Warren  Thompson,  A.  A.  Conrad, 
G.  E.  Peters,  C.  W.  Way,  Clayton  Andrews,  and  A. 

L.  Cooper. 

Dr.  R.  B.  Adams,  Secretary-Treasurer;  Dr.  R.  F. 
Decker,  Speaker  of  the  House  of  Delegates,  and  Mr. 

M.  C.  Smith,  were  also  present. 

Dr.  C.  W.  Way  reported  for  the  committee  ap- 
pointed by  the  President  at  the  January  meeting  to 
study  recommendations  made  by  Dr.  R.  F.  Decker 
to  facilitate  the  handling  of  committee  reports. 

After  considerable  discussion  by  Drs.  Adams, 
Decker,  Andrews,  Redfield,  Peters  and  Thompson,  it 
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was  decided  that  the  Council  should  act  as  the  ref- 
erence committee  and  take  more  time  on  the  reports. 
In  order  to  do  so,  the  Mid-Winter  Council  meeting 
should  start  at  ten  o’clock  in  the  morning  instead 
of  two  o’clock,  as  has  been  done  previously.  Too, 
the  secretary-treasurer  was  instructed  to  ask  the 
committee  chairmen  to  make  recommendations  ac- 
companying their  reports  and  to  have  them  written 
and  in  the  office  of  the  secretary-treasurer  three 
weeks  previous  to  the  mid-winter  meeting,  then  the 
secretary-treasurer  is  to  have  a copy  of  each  com- 
mittee report  in  the  hands  of  each  member  of  the 
Council  two  weeks  before  the  meeting.  The  reports 
are  to  be  studied  by  the  Council  members  and  recom- 
mendations ready  for  the  Council  in  January.  Copies 
of  committee  reports  are  also  to  be  sent  to  each  of 
the  delegates. 

Dr.  A.  L.  Cooper  read  his  recommendation  for 
committee  appointments. 

A motion  was  made  by  Dr.  J.  B.  Redfield  that 
the  committee  appointments  as  made  by  Dr.|  Cooper 
be  approved.  Seconded  by  Dr.  Warren  Thompson, 
and  carried. 

A motion  was  made  by  Dr.  Warren  Thompson 
that  the  Council  adjourn.  Seconded  by  Dr.  A.  A. 
Conrad,  and  carried. 


REPORT  OF  BOARD  OF  COUNCILORS  TO  THE 
HOUSE  OF  DELEGATES 
May  4,  1943 

In  compliance  with  the  Constitution  of  the  Ne- 
braska State  Medical  Association  the  President  of 
the  Council  hereby  presents  the  following  report: 

The  last  meeting  of  the  Board  of  Councilors  was 
held  January  17,  1943,  at  the  Lincoln  Hotel,  Lincoln, 
Nebraska.  Practically  a full  attendance  was  re- 
corded. The  writer  was  unanimously  elected  Presi- 
dent, and  Dr.  C.  W.  Way  of  Wahoo  was  unanimously 
elected  Secretary. 

A letter  from  our  President,  Dr.  Dexter  D.  King, 
was  read,  and  the  following  reports  were  submitted 
to  the  Council : Report  of  the  Medical-Legal  Ad- 
vice Committee,  by  Dr.  R.  W.  Fouts;  report  of  the 
Medical  Economics  Committee,  by  Dr.  E.  W.  Rowe; 
report  of  the  Cancer  Committee,  by  Dr.  James  Kel- 
ley. These  reports  were  discussed  and  have  been 
published  in  our  state  Journal. 

Next  the  following  reports  were  received:  Insur- 
ance Committee,  Dr.  Earle  Johnson;  Committee  on 
Allied  Professions,  Dr.  D.  B.  Steenburg;  Legal- 
Medical  Committee,  Dr.  R.  W.  Fouts;  Committee  on 
Journal  and  Publication,  Dr.  H.  M.  Jahr;  F.  S.  A. 
Committee,  Dr.  E.  S.  Wegner,  following  which  Dr. 
C.  A.  Selby  and  others  spoke  regarding  the  Thed- 
ford  Medical  Aid  Association;  and  next  the  Health 
Planning  Committee  report.  These  reports  have 
also  been  published  in  the  Journal. 

The  Convalescent  Serum  Committee  report  was 
given  by  Dr.  Floyd  Clarke,  after  which  there  was 
considerable  discussion. 

Dinner  was  served  about  six  p.  m.,  after  which 
Dr.  K.  S.  J.  Hohlen  read  the  report  of  the  Delegate 
to  the  A.  M.  A. 

Dr.  H.  S.  Morgan,  in  the  absence  of  Chairman  Mc- 
Laughlin, gave  an  oral  report  on  behalf  of  the 


Speakers  Bureau,  and  he  also  read  the  official  report 
of  the  Committee  on  Maternal  and  Child  Health. 

The  report  of  the  Planning  Committee,  Dr.  Floyd 
Rogers,  Chairman,  was  read  by  the  writer. 

Dr.  Decker  read  the  report  of  the  Speaker  of  the 
House  of  Delegates  which  created  considerable  dis- 
cussion. The  report  of  the  Medical  and  Public 
Health  Education  Committee,  given  by  Dr.  Geo.  W. 
Covey,  incorporated  letters  and  reports  from  the 
committees  on  Venereal  Disease,  Hospital  and  Medi- 
cal Standards,  Fracture,  Tuberculosis,  Prevention 
and  Amelioration  of  Deafness,  Industrial  Health  and 
Public  Health.  The  Board  of  Trustees  report  was 
also  read  by  Dr.  Covey.  These  reports  have  also 
been  published. 

There  being  a vacancy  on  the  Board  of  Trustees 
due  to  the  absence  of  Dr.  R.  Russell  Best  who  is  in 
the  service,  the  chair  appointed  a committee  con- 
sisting of  Drs.  0.  W.  French,  Warren  Thompson, 
and  G.  E.  Peters,  to  submit  a recommendation  for  a 
member  to  fill  the  unexpired  term.  Dr.  J.  D.  Mc- 
Carthy was  nominated  and  elected  to  fill  the  unex- 
pired term  of  Dr.  Best  on  the  Board  of  Trustees. 

At  the  request  of  Dr.  A.  L.  Cooper,  it  was  sug- 
gested to  the  Executive  Secretary  that  a breakdown 
of  each  item  of  the  budget  be  made  as  a graphic 
illustration  as  to  the  final  disposition  of  each  in- 
dividual doctor’s  dues. 

Dr.  J.  D.  McCarthy  then  read  a report  of  the  Na- 
tional Conference  on  Medical  Service. 

Dr.  R.  B.  Adams  presented  the  Secretary-Treas- 
urer’s report.  There  then  followed  a rather  lengthy 
discussion  as  to  the  feasibility  of  having  a scientific 
session  at  the  time  of  the  1943  Annual  Assembly. 
Following  this  rather  lengthy  discussion,  a motion 
was  made  by  Dr.  French,  and  duly  seconded  and  car- 
ried, that  the  Council  recommend  to  the  Program 
Committee  that  the  scientific  program  be  dispensed 
with  in  the  annual  state  meeting,  but  that  a regular 
business  session  of  the  House  of  Delegates  and 
Council  be  held. 

A recommendation  was  received  from  President, 
Dexter  D.  King,  regarding  the  personnel  of  the 
Student  Loan  Fund  Committee,  and  was  accepted. 
This  recommendation  suggested  that  the  collections 
be  made  through  the  executive  secretary’s  office  in 
Lincoln,  and  that  the  personnel  of  this  committee 
consist  of  Drs.  W.  H.  Stokes,  chairman;  Lowell 
Dunn,  and  J.  M.  Woodward. 

The  chair  then  appointed  the  following  committee 
to  study  the  recommendations  made  by  Dr.  Decker, 
Speaker  of  the  House  of  Delegates;  Drs.  Warren 
Thompson,  Chas.  W.  Way  and  G.  E.  Peters. 

The  report  of  the  executive  secretary  was  read 
by  Mr.  M.  C.  Smith.  This  report  has  also  been 
published  in  the  Journal. 

A motion  was  made  by  Dr.  Peters  that  the  Coun- 
cil request  the  chairmen  of  the  Venereal  Disease  and 
Tuberculosis  Committees  to  arrange,  if  possible, 
with  Dr.  Selby  for  regional  meetings.  This  motion 
was  seconded  and  duly  carried.  The  chair  asked 
that  the  executive  secretary  notify  these  committees 
accordingly. 

A motion  was  made  to  adjourn.  Seconded  and 
carried. 

Respectfully  submitted, 

Clayton  Andrews,  M.  D., 
President  of  the  Board  of 
Councilors. 
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1st  2nd 

Session  Session 


County  Session  Session 

ADAMS — Geo.  Pinney  P P 

BOONE— G.  W.  Sullivan  

BOX  BUTTE  

BUFFALO— L.  C.  Albertson  P P 

BURT— L.  E.  Sauer  P P 

BUTLER— D.  E.  Burdick P 

CASS — O.  E.  Liston 


CHEYENNE-KIMBALL-DEUEL— S.  O.  Harris 

CLAY— H.  L.  McLeay 

COLFAX— Chas.  Eby  


CUSTER— F.  A.  Burnham P P 

DAWSON— C.  H.  Sheets P P 

DODGE— C.  G.  Moore 

FILLMORE— J.  Bixby  

FIVE  COUNTY— 

J.  D.  Bradley P P 

J.  C.  Kildebeck P P 

F.  P.  Dorsey,  Jr P P 

FRANKLIN— Hal  Smith  

FOUR  COUNTY  

GAGE — H.  D.  Runty,  Alternate P P 

GARDEN-KEITH-PERKINS — W.  G.  Seng 

HALL — Earl  Farnsworth  

HAMILTON— J.  M.  Woodard 

HARLAN  

HOLT  AND  NORTHWEST— J.  W.  Gill P P 

HOWARD— J.  Y.  Racines 

JEFFERSON— D.  B.  Kantor 

JOHNSON — A.  P.  Fitzsimmons 

LANCASTER— 

E.  W.  Hancock P P 

E.  S.  Wegner,  Alternate P P 

W.  C.  Becker P 

LINCOLN— Geo.  B.  Dent P P 

MADISON  SIX— 

E.  E.  Curtis 

C.  A.  Pierson P 

B.  R.  Famer 

W.  E.  Wright P P 

W.  I.  Devers 

J.  D.  Reid 

MERRICK— A.  A.  Enos 

NANCE— C.  D.  Williams 

NEMAHA— T.  A.  Lutgen P P 

NORTHWESTERN  NEBRASKA— R.  L.  Hook. 

NUCKOLLS— J.  E.  Ingram 

OMAHA-DOUGLAS— 

Jas.  F.  Kelley P P 

F.  C.  Hill.  Aternate P 

A.  J.  Offerman,  Alternate P P 

O.  ,T.  Cameron P P 

H.  H.  Davis P P 

E.  M.  Walsh 

F.  Lowell  Dunn P P 

OTOE— J.  P.  Gilligan P 

PAWNEE — A.  Byford  Anderson 

PHELPS— Theo.  A.  Peterson 

PLATTE— F.  H.  Morrow P P 

POLK — H.  S.  EHund 

RICHARDSON— H.  R.  Miner P P 

SALINE— R.  K.  Johnson P P 

SAUNDERS— W.  W.  Noyes P P 

SCOTTS  BLUFF— C.  R.  Watson 

SEWARD— J.  E.  Meisenbach P P 

SOUTHWESTERN  NEBRASKA— 

Van  H.  Magill 

Fay  Morehouse 

E.  F.  Leininger 

R.  T.  Jones P P 

Clarence  Minnick  

Fav  Smith  

THAYER— F.  A.  Mountford P P 

WASHINGTON— Morris  Nielsen  P P 

WFRSTF.R— S.  H.  O'Neill 

YORK— H.  O.  Bell P P 


MINUTES  OF  THE  HOUSE  OF  DELEGATES 
May  4,  1943 

The  first  session  of  the  House  of  Delegates  was 
held  in  the  Venetian  Room  of  the  Hotel  Lincoln, 
Lincoln,  Nebraska,  at  9:30  a.  m.  on  May  4,  1943. 
Thirty-three  members  were  present. 

The  meeting  was  called  to  order  bv  Dr.  Rudolph 
F.  Decker,  Speaker  of  the  House  of  Delegates. 

The  report  of  the  Credentials  Committee,  which 
recommended  that  the  list  of  delegates  sent  in  by 
each  county  society  be  approved  as  the  official 
roster  for  the  House  of  Delegates,  was  presented 
by  Dr.  R.  B.  Adams. 


A motion  was  made  by  Dr.  Morris  Nielsen  that 
the  report  of  the  Committee  on  Credentials  be  ac- 
cepted. Seconded  and  carried. 

The  chair  called  for  the  minutes  of  the  last  ses- 
sion. 

A motion  was  made  by  Dr.  R.  K.  Johnson  that 
the  minutes  of  the  last  session  of  the  House  of  Dele- 
gates be  adopted  as  published.  Seconded  and  car- 
ried. 

Dr.  R.  B.  Adams  made  the  announcement  that 
luncheon  had  been  arranged  for  at  the  hotel,  and 
that  Brig.  Gen.  Early  E.  W.  Duncan  of  the  Lincoln 
Air  Base  was  to  be  the  speaker. 

The  chair  called  attention  to  the  unusual  condi- 
tions under  which  the  House  must  work  during  this 
session,  and  stated  that  although  the  Constitution 
and  By-Laws  provide  that  the  President-Elect  shall 
be  installed  at  the  general  session  on  the  first  day, 
due  to  these  unusual  conditions  and  the  fact  that 
we  have  no  general  session,  the  House  at  this  time 
should  proceed  to  install  the  President-Elect.  The 
chair  asked  Dr.  A.  A.  Conrad  to  present  Dr.  Dexter 
D.  King  to  the  House. 

Dr.  Conrad  presented  Dr.  King  to  the  House  of 
Delegates. 

Dr.  King  read  the  presidential  message  and  pre- 
sented the  traditional  gavel  to  Dr.  A.  L.  Cooper, 
the  incoming  president. 

Dr.  Cooper  accepted  the  gavel  and  the  responsi- 
bilities that  go  with  the  office  of  President  of  the 
Nebraska  State  Medical  Association,  then  spoke 
briefly  of  the  present  problems  facing  the  medical 
profession  and  his  belief  that  the  profession  is 
equal  to  any  occasion  that  might  arise. 

The  chair  read  a letter  from  the  Delegate  of  Hall 
County,  and  also  a certification  from  the  secretary 
of  that  county,  which  requested  that  Dr.  Earle  G. 
Johnson  be  seated  as  a delegate  for  Hall  County. 

The  chair  ruled  that  under  the  By-Laws  such  a 
procedure  is  out  of  order. 

The  chair  also  ruled  that  the  address  of  the 
President  be  referred  to  the  Council  for  their  recom- 
mendation. 

The  chair  again  called  attention  to  the  conditions 
under  which  the  House  must  necessarily  work  and 
suggested  that  at  this  time  a Committee  on  Nomina- 
tions be  chosen,  and  that  this  committee  go  into  ses- 
sion immediately  following  the  meeting  of  the  House 
in  order  that  nominations  could  be  presented  for  the 
various  officers  to  be  elected. 

A short  recess  was  called  for  the  purpose  of  se- 
lecting a Nominating  Committee. 

The  chair  again  called  the  meeting  to  order.  The 
delegates  from  each  district  were  called  upon  to 
name  their  selections  for  their  districts.  These 
were  as  follows: 

First  District — James  Kelley,  Omaha. 

Second  District — E.  W.  Hancock,  Lincoln. 

Third  District — C.  A.  Lutgen,  Auburn. 

Fourth  District — J.  C.  Kildebeck,  Emerson. 

Fifth  District — Morris  Nielsen,  Blair. 

Sixth  District — H.  0.  Bell,  York. 

Seventh  District — F.  A.  Mountford,  Davenport. 

Eighth  District — J.  W.  Gill,  Chambers. 

Ninth  District — Chas.  Sheets,  Cozad. 

Tenth  District — R.  T.  Jones,  Culbertson. 

Eleventh  District — Geo.  B.  Dent,  North  Platte. 

Twelfth  District — None. 
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A motion  was  made  that  these  men  be  selected 
as  the  Nominating  Committee.  Seconded  and  car- 
ried. 

Dr.  R.  B.  Adams  made  the  announcement  that 
the  House  of  Delegates  would  adjourn  at  11:30,  and 
that  the  Council  would  meet  immediately  after- 
wards. The  Nominating  Committee  would  also 
meet  immediately  after  the  House  of  Delegates. 

The  report  of  the  Council  was  called  for,  and 
was  read  by  Dr.  Clayton  Andrews,  President  of  the 
Council. 

The  chair  referred  the  report  to  the  Council  and 
stated  that  it  would  come  up  for  discussion  in  the 
afternoon  session,  and  that  the  same  would  hold 
true  of  the  reports  of  the  standing  committees. 

The  next  order  of  business  was  unfinished  busi- 
ness, and  there  being  no  matters  under  this  head- 
ing for  discussion,  new  business  was  called  for. 

Mr.  M.  C.  Smith  read  a letter  from  the  Associated 
Hospital  Service  of  Nebraska  in  which  they  asked 
for  approval  of  the  Nebraska  State  Medical  Asso- 
ciation of  their  plan. 

General  discussion  by  Drs.  Kelley,  Offerman,  An- 
drews, Hancock,  Dunn,  Sheets,  Nielsen,  Bell,  Cam- 
eron, Davis,  Lutgen,  Thompson  and  Mr.  Smith  en- 
sued. 

A motion  was  made  by  Dr.  A.  J.  Offerman,  sec- 
onded by  Dr.  James  Kelley,  that  the  Nebraska 
State  Medical  Association  approve  and  endorse  the 
activities  of  the  Associated  Hospital  Service  of  Ne- 
braska. 

Dr.  Offerman  withdrew  this  motion,  and  the  House 
consented  to  the  withdrawal. 

A motion  was  made  by  Dr.  A.  J.  Offerman  that 
the  Nebraska  State  Medical  Association  refer  this 
hospital  plan  and  various  other  associated  hospital 
plans  to  the  Insurance  Committee  for  study;  and 
that  they  make  a proper  report  to  the  association  as 
to  approval  or  disapproval.  Seconded  by  Dr.  James 
Kelley,  and  carried. 

Mr.  M.  C.  Smith  read  a resolution  sent  in  by  the 
Nebraska  State  War-Time  Food  Management  Com- 
mittee. 

A motion  was  made  by  Dr.  E.  W.  Hancock  that 
we  adopt  this  resolution  and  that  it  be  published 
in  the  Journal.  Motion  was  lost. 

After  considerable  discussion,  no  action  was  taken 
on  this  matter. 

Mr.  M.  C.  Smith  read  a letter  and  resolution  pre- 
sented by  the  National  Conference  on  Medical  Serv- 
ice. The  resolution  was  as  follows: 

WHEREAS  a resolution  will  be  introduced  in  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation during  their  annual  assembly  convening 
June  7,  1943,  in  Chicago,  Illinois,  which  provides  for 
the  creation  of  a committee  to  be  known  as  the  Com- 
mittee on  Medical  Service,  and 

WHEREAS  the  House  of  Delegates  of  the  Ne- 
braska State  Medical  Association  in  annual  assembly 
May  4,  1943,  are  heartily  in  accord  with  the  prin- 
ciples expressed  in  that  resolution; 

THEREFORE  BE  IT  RESOLVED  that  the  House 
of  Delegates  of  the  Nebraska  State  Medical  Asso- 
ciation urge  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  to  adopt  the  resolution. 

BE  IT  FURTHER  RESOLVED  that  the  Consti- 
tution and  By-Laws  of  the  American  Medical  Asso- 


ciation be  amended  if  necessary  in  order  that  the 
aforementioned  resolution  can  be  adopted. 

AND  BE  IT  FURTHER  RESOLVED  that  the 
Delegates  of  the  Nebraska  State  Medical  Association 
to  the  House  of  Delegates  of  the  American  Medical 
Association  are  hereby  instructed  to  do  all  in  their 
power  to  effect  the  adoption  of  the  resolution  and 
if  necessary  amend  the  Constitution  and  By-Laws. 

A motion  was  made  by  Dr.  James  Kelley  that  the 
resolution  be  adopted.  Seconded  by  Dr.  C.  H.  Sheets. 
After  discussion  by  Drs.  Conrad,  Kelley,  Johnson  and 
King,  the  motion  carried. 

Dr.  E.  W.  Rowe  read  the  report  of  the  Medical 
Economics  Committee.  This  report  was  referred 
to  the  Council. 

The  chair  referred  the  Convalescent  Serum  Com- 
mittee report  to  the  Council  for  its  action. 

Dr.  E.  W.  Rowe  read  the  report  of  the  Nebraska 
State  Health  Planning  Committee.  This  report  was 
referred  to  the  Council. 

The  meeting  adjourned,  to  meet  again  at  2 o’clock. 


May  4,  1943 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  by  Dr.  Rudolph  F.  Decker, 
Speaker  of  the  House  of  Delegates,  at  2:30  p.  m. 
in  the  Venetian  Room  of  the  Hotel  Lincoln,  Lincoln, 
Nebraska.  Thirty  members  were  present. 

A motion  was  made  that  the  reading  of  the  min- 
utes be  dispensed  with  and  that  they  stand  approved 
as  written.  Seconded  and  carried. 

Dr.  Morris  Nielsen  gave  the  following  report  of 
the  Nominating  Committee: 

For  President — Dr.  Floyd  L.  Rogers. 

For  Vice  Presidents — Dr.  W.  R.  Boyer  and  Dr. 
W.  E.  Wright. 

For  Councilors — 5th  District,  Dr.  W.  R.  Neumark- 
er;  6th  District,  Dr.  C.  W.  Way;  7th  District,  Dr.  A. 
A.  Conrad;  8th  District,  Dr.  0.  W.  French. 

For  Delegate  to  A.  M.  A. — Dr.  K.  S.  J.  Hohlen. 

For  Alternate  Delegate  to  A.  M.  A. — Dr.  Joe  Bix- 

by. 

For  Committee  on  Journal  and  Publication — Dr. 
A.  F.  Tyler. 

A motion  was  made  by  Dr.  F.  Lowell  Dunn  that 
we  adopt  the  report  of  the  Nominating  Committee. 
Seconded  and  carried. 

The  chair  ruled  that  Dr.  W.  E.  Wright,  being  a 
member  of  the  House,  was  not  eligible  for  the  office 
of  Vice  President. 

Nominations  for  President-Elect  were  called  for 
from  the  floor,  and  there  being  no  further  nomina- 
tions, the  motion  was  made  that  the  nominations 
be  closed.  Seconded  and  carried. 

Nominations  for  Vice  President  were  called  for, 
and  Dr.  W.  J.  Douglas  of  Atkinson  was  nominated 
from  the  floor. 

A motion  was  made  that  the  nominations  for  Vice 
President  be  closed.  Seconded  and  carried. 

Nominations  for  the  other  officers  were  called 
for,  and  there  being  no  further  nominations,  the 
chairman  considered  the  usual  motion  carried. 

A motion  was  made  by  Dr.  Morris  Nielsen  that 
inasmuch  as  there  was  only  one  nomination  for  each 
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of  the  offices,  that  the  rules  be  suspended  and  the 
secretary  be  instructed  to  cast  the  unanimous  ballot 
for  the  nominees  as  presented.  Seconded  and  car- 
ried. 

The  secretary  cast  the  unanimous  ballot  for  the 
nominees  and  the  following  became  the  newly  elected 
officers  of  the  Nebraska  State  Medical  Association: 

President-Elect — Floyd  L.  Rogers. 

Vice  Presidents  (2) — W.  R.  Boyer  and  W.  J. 
Douglas. 

Councilor  5th  District — W.  R.  Neumarker. 

Councilor  6th  District — C.  W.  Way. 

Councilor  7th  District — A.  A.  Conrad. 

Councilor  8th  District — 0.  W.  French. 

Delegate  to  A.  M.  A. — K.  S.  J.  Hohlen. 

Alternate  Delegate  to  A.  M.  A. — Joe  Bixby. 

Member  Committee  on  Journal  and  Publication— 
A.  F.  Tyler. 

The  chair  appointed  Drs.  C.  W.  Way  and  A.  J. 
Offerman  to  find  Dr.  Floyd  L.  Rogers,  the  newly 
elected  President-Elect,  and  bring  him  before  the 
House. 

The  chair  called  for  the  report  of  the  Council. 
Dr.  Clayton  Andrews  reported  that  the  Council  was 
of  the  opinion  Dr.  Clarke’s  report  on  Convalescent 
Serum  should  be  heard  by  the  House,  and  stated 
that  inasmuch  as  Dr.  Clarke  was  in  attendance  he 
thought  it  best  that  he  speak  from  the  floor.  Dr. 
Clarke  spoke  relative  to  the  report  of  the  Convales- 
cent Serum  Committee. 

Discussion  by  Drs.  Kelly,  Andrews,  Dunn,  Offer- 
man,  Clarke,  Sheets,  followed.  The  chair  read  the 
recommendations  of  the  Serum  Committee  to  the 
House,  which  were  as  follows: 

1.  The  State  Medical  Association  continue  its 
administration  and  participation  in  the  Convalescent 
Serum  work. 

2.  Convalescent  Serum  is  purchased  by  your 
committee  from  various  centers  throughout  the 
United  States.  Its  actual  cost  to  us  is  approxi- 
mately $5.00  per  20  cc.  vial,  exclusive  of  overhead. 
I would  however  recommend  that  in  order  that  serum 
be  made  available  to  a greater  number  including  the 
indigent,  that  the  price  be  reduced;  the  appropriation 
endeavoring,  as  well  as  it  can,  to  absorb  the  dif- 
ference. 

3.  In  the  event  that  the  reduced  price  cannot 
be  financially  maintained,  it  is  understood  that  the 
distribution  of  serum  will,  of  necessity,  be  discon- 
tinued. 

4.  The  various  depots  over  the  State  have  co- 
operated in  every  way  possible.  It  is  a fact  how- 
ever that  they  have,  with  few  exceptions,  shown 
a financial  loss.  I would  therefore  recommend  that 
these  depots  be  discontinued  at  the  discretion  of 
the  Chairman,  as  may  seem  expedient. 

A motion  was  made  by  Dr.  F.  Lowell  Dunn,  sec- 
onded by  Dr.  A.  J.  Offerman,  that  we  adopt  Dr. 
Clarke’s  recommendations.  Motion  carried. 

Drs.  C.  W.  Way  and  A.  J.  Offerman  presented 
Dr.  Floyd  L.  Rogers  to  the  House,  and  Dr.  Rogers 
expressed  his  appreciation  of  the  honor  bestowed 
upon  him  by  election  to  the  office  of  President-Elect 
of  the  Nebraska  State  Medical  Association. 

Dr.  E.  S.  Wegner,  Chairman  of  the  F.  S.  A.  Com- 
mittee, reported  on  a new  contract  which  the  F.  S.  A. 


wishes  to  make  writh  the  association.  This  new 
agreement  embraced  the  following  changes: 

1.  The  word  “emergency”  was  felt  to  be  a draw- 
back in  selling  the  contract  to  F.  S.  A.  clients,  so 
they  want  it  left  out  and  want  to  give  complete 
medical  service. 

2.  Fee  for  services  be  a uniform  fee  throughout 
the  counties  of  the  state  so  that  it  will  not  be  pos- 
sible for  adjoining  counties  to  have  two  different 
fees.  Committee  now  wishes  that  there  be  a uniform 
fee  in  all  counties. 

3.  Committee  agrees  upon  figure  of  $50.00  an- 
nual fee  per  family  (1942  it  was  $37.44). 

4.  Recommended  fee  schedule  to  be  based  upon 
the  Workmen’s  Compensation  Fee  Schedule  that 
was  published  in  November  1942  and  which  is  con- 
siderably higher  than  was  the  previous  schedule. 

5.  F.  S.  A.  desires  to  broaden  the  basis  upon 
which  this  service  is  given  instead  of  limiting  it  to 
F.  S.  A.  clients  as  such.  Wish  to  spread  this  serv- 
ice and  make  it  available  not  only  to  F.  S.  A.  but 
those  who  are,  or  may  become,  F.  S.  A.  clients,  and 
that  the  privilege  of  membership  be  extended  to 
other  low  income  groups  approved  by  the  county 
medical  society. 

Dr.  C.  W.  Way,  member  of  the  F.  S.  A.  Commit- 
tee, called  attention,  too,  to  the  fact  that  the  residue 
at  the  end  of  each  year  remains  in  the  fund  for  the 
following  year,  if  the  service  is  continued.  If  not, 
then  the  money  goes  back  to  the  clients. 

Discussion  by  Drs.  Dunn,  Pugsley,  Sheets,  and 
Adams  ensued. 

A motion  was  made  by  Dr.  C.  H.  Sheets  that  we 
accept  the  recommendations  with  the  exception  of 
No.  5. 

Dr.  Sheets  withdrew  his^motion  before  the  House. 

A motion  was  made  to  allow  Dr.  Sheets  to  with- 
draw his  motion.  Seconded  and  carried. 

Further  discussion  by  Drs.  Conrad,  Way,  Weg- 
ner, Miner,  Jahr,  Johnson,  Bradley,  Peters  and 
Wright  followed. 

A motion  was  made  by  Dr.  C.  H.  Sheets  that  we 
continue  the  contract  with  the  F.  S.  A.  as  we  have 
had  in  the  past  with  no  changes  made.  Seconded 
and  carried. 

After  further  discussion  regarding  policy,  Dr.  F. 
LowTell  Dunn  made  the  motion  that  the  matter  be 
referred  to  the  Medical  Economics  Committee  with 
the  power  to  make  adjustments.  He  later  with- 
drew this  motion,  stating  he  thought  it  best  to  leave 
the  matter  in  the  hands  of  the  F.  S.  A.  Committee. 

A motion  wTas  made  to  allow  Dr.  Dunn  to  with- 
draw the  motion.  Seconded  and  carried. 

The  chair  stated  that  letters  from  three  com- 
ponent county  societies  had  been  presented  relative 
to  honorary  memberships  and  asked  the  wishes  of 
the  House  relative  to  these  nominations  for  honor- 
ary membership. 

A motion  was  made  that  we  suspend  the  rules 
regarding  the  election  of  honorary  members  and 
that  we  proceed  to  consider  these  memberships. 
Seconded  and  carried  . 

The  chair  read  letters  from  the  Johnson  County 
Medical  Society,  the  Thayer  County  Medical  Society, 
and  the  Omaha-Douglas  County  Medical  Society, 
recommending  Dr.  John  W.  Turner,  Sterling;  Dr. 
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C.  C.  Snowden,  Davenport;  Drs.  A.  D.  Coyl,  Sr.,  and 
Palmer  Findley,  Omaha,  for  honorary  membership. 

A motion  was  made  by  Dr.  R.  K.  Johnson  that 
these  physicians  be  elected  to  honorary  membership. 
Seconded  and  carried. 

The  chair  next  brought  up  the  matter  of  the 
Budget  for  1944,  and  asked  if  it  was  the  pleasure 
of  the  House  to  have  it  again  read. 

It  was  agreed  that  inasmuch  as  it  had  been  pub- 
lished, the  House  was  ready  for  the  adoption. 

A motion  was  made  that  the  budget,  as  recom- 
mended by  the  Board  of  Trustees  and  presented  by 
the  Board  of  Councilors,  be  adopted.  Seconded  and 
carried. 

Next  order  of  business  was  the  choice  of  a meet- 
ing place  for  1944. 

A motion  was  made  by  Dr.  James  Kelly  that  the 
next  meeting  be  in  Omaha,  and  that  the  matter  of 
the  feasibility  of  having  a scientific  session  be  left 
to  the  Program  Committee.  Seconded  and  carried. 

Dr.  C.  W.  Way  asked  for  an  interpretation  of 
Chapter  12,  Paragraph  5,  of  the  By-Laws. 

Discussion  by  Drs.  Pugsley,  Johnson,  Cameron, 
Fouts,  Bell,  Way,  and  Mr.  M.  C.  Smith,  after  which 
the  chair  ruled  that  the  By-Laws,  as  amended,  will 
apply  to  men  in  the  armed  forces;  i.e.,  any  man  who 
is  duly  commissioned  in  the  armed  forces;  and  that 
if  there  is  any  question  regarding  such  commission, 
that  an  official  interpretation  be  secured  from  the 
proper  authorities. 

Dr.  A.  L.  Cooper  presented  the  name  of  Dr.  W.  J. 
Arrasmith  for  reappointment  for  a term  of  5 years 
as  a member  of  the  Committee  on  Medical  and  Pub- 
lic Health  Education. 

A motion  was  made  by  Dr.  E.  W.  Hancock  that 
the  House  approve  the  reappointment  of  Dr.  W.  J. 
Arrasmith  for  a term  of  5 years  on  the  Committee 
on  Medical  and  Public  Health  Education.  Seconded 
and  carried. 

A motion  was  made  by  Dr.  W.  E.  Wright  that 
the  meeting  adjourn.  Seconded  and  carried. 


REPORT  OF  THE  NEBRASKA  STATE  HEALTH 
PLANNING  COMMITTEE 

Your  committee  has  continued  its  interest  in  the 
work  of  the  Nebraska  State  Health  Planning  Com- 
mittee. It  has  attended  frequent  meetings  of  the 
central  committee  and  advised  with  various  sub- 
committees. It  is  only  a short  time  since  we  re- 
ported to  the  annual  meeting  and  to  the  Board  of 
Councilors.  The  last  report  has  just  been  published 
in  the  Nebraska  State  Medical  Journal.  But  I am 
pleased  to  make  the  following  report  of  progress: 

More  than  ever,  our  contacts  with  this  committee 
have  brought  out  the  large  responsibilities  of  all 
doctors  of  medicine,  not  only  to  his  patients  in  his 
private  practice,  but  to  his  community  at  large.  The 
members  of  the  State  Health  Planning  Committee 
are  representatives  of  a cross  section  of  the  popula- 
tion of  Nebraska.  Contact  with  them  has  made  it 
apparent  that  the  community  at  large  is  awake  to 
the  claims  of  progress  in  scientific  medicine.  There 
was  a time  when  there  was  but  little  stirring  on  the 


part  of  the  people  themselves.  But  along  with  the 
changing  conditions,  there  is  not  only  a knowledge 
of  the  enormous  contribution  which  has  been  made  to 
scientific  progress,  but  also  a demand  on  the  part  of 
all  lay  organizations  for  a greater  participation  in 
these  benefits  of  medical  science.  There  has  come 
about  a great  deal  of  pressure  from  many  lay  or- 
ganizations. It  is  our  judgment  that  there  is  a 
large  amount  of  potential  strength  which,  properly 
directed,  will  not  only  bring  to  the  people  of  the 
state  better  medical  care  but  greater  improvement 
in  health.  The  question  is,  “who  will  direct  this  po- 
tential strength  in  the  proper  channels?”  Will  the 
leadership  be  lay  or  will  it  be  organized  medicine? 

The  State  Health  Planning  Committee  is  largely 
a lay  organization.  The  Nebraska  State  Medical 
Association  was  offered  the  leadership  but  preferred 
to  keep  more  in  the  background  and  to  participate 
actively  in  their  studies  and  planning.  The  organ- 
ization is  led  by  a highly  competent,  trained  group 
of  people,  namely,  the  Extension  Department  of  the 
College  of  Agriculture  of  the  University  of  Nebras- 
ka. Reports  have  been  previously  made  to  this 
body  on  the  various  types  of  study  and  on  the  de- 
mands which  have  been  made.  Careful  study  and  in- 
vestigation have  been  reported  from  time  to  time. 

My  purpose  today  is  not  to  criticize  my  medical 
colleagues  but  to  point  out  to  them  that  organized 
medicine  must  keep  an  interest  in  the  direction  of 
these  lay  organizations  who  are  demanding  more 
and  better  care.  Their  interest  is  not  only  in  public 
health  matters  but  also  in  the  actual  distribution  of 
medical  care  to  the  people  of  Nebraska.  The  up- 
per classes  are  pretty  well  cared  for.  They  go 
where  they  please  for  their  medical  care.  But  there 
is  a great  demand  from  the  lower  income  groups, 
for  more  and  better  medical  care  than  they  have 
been  accustomed  to  paying  for.  The  indigent  and 
those  without  a subsistence  income  are  fairly  well 
provided  for.  Better  economic  conditions  throughout 
the  country  have  improved  matters  in  our  state  but 
the  popularity  of  post-war  planning  is  strong  and 
will  not  be  abated.  We  believe  it  is  the  function  of 
the  medical  profession  to  acquaint  the  public  on 
questions  of  medical  interest;  to  formulate  plans 
on  medical  care;  and  to  offer  constructive  advice  on 
professional  medical  legislation,  on  the  level  not  only 
of  national  but  state  and  county  as  well.  And  it  is 
for  this  purpose  that  we  recommend  the  constinua- 
tion  of  representatives  on  the  State  Health  Plan- 
ning Committee,  appointed  by  your  president,  with 
a full  understanding  that  they  are  representing  the 
Nebraska  State  Medical  Association  and  that  they 
will  continue  to  give  of  their  time  and  their  advice, 
with  consultation  of  the  best  lines  in  the  state  and  in 
our  American  Medical  Association. 

May  I call  your  attention  to  the  opinion  written 
by  Justice  Miller  of  the  United  States  Court  of 
Appeals,  District  of  Columbia,  in  the  case  of  the 
United  States  of  America  versus  the  American  Medi- 
cal Association,  and  the  case  of  the  United  States 
of  America  versus  the  Medical  Society  of  the  Dis- 
trict of  Columbia. 

“It  may  be  regrettable  that  Congress  chose  to 
take  over  in  the  Sherman  Act  the  common  law  con- 
cept of  trade,  at  least  to  the  extent  of  including 
therein  the  practice  of  medicine.  Developments 
which  have  taken  place  during  recent  decades  in  the 
building  up  of  standards  of  professional  education 
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and  licensure,  together  with  self-imposed  standards 
of  discipline  and  professional  ethics,  have,  in  the 
belief  of  many  persons,  resulted  in  substantial  dif- 
ferences between  professional  practices  and  the  gen- 
erally accepted  methods  of  trade  and  business.  As  we 
pointed  out  in  our  earlier  decision,  the  American 
Medical  Association  and  other  local  medical  associa- 
tions have  undoubtedly  made  a profound  contribu- 
tion to  this  development.  However,  our  task  is  not 
to  legislate  or  declare  policy  in  such  matters,  but 
rather,  to  interpret  and  apply  standards  and  policies 
which  have  been  declared  by  the  legislature.  That 
Congress  was  not  otherwise  advised  was  perhaps 
because  of  the  failure  of  the  professional  groups  to 
insist  upon  the  distinction  and  to  secure  its  legis- 
lative recognition.” 

Does  this  not  mean  that  we  have  been  derelict 
in  our  attention  to  progress  along  social  and  eco- 
nomic lines  ? The  Court,  in  its  kindness,  has  tried 
to  shield  organized  medicine  from  undue  criticism 
of  the  courts,  and  in  doing  so  has  pointed  out  the 
direction  which  we  should  take  if  we  are  to  make 
progress  and  to  keep  pace  with  the  demands  of  vari- 
ous lay  organizations  for  the  benefit  of  medical 
science,  entirely  outside  of  the  personal  side  of  em- 
ployment of  physicians  by  people.  We  have  an  op- 
portunity here  in  Nebraska  to  control  and  to  fur- 
nish leadership  of  this  widespread  demand  on  the 
part  of  the  people  at  large,  for  the  enjoyment  of 
the  improvements  in  medical  science,  without  break- 
ing down  or  destroying  the  confidential  relations 
between  the  physician  and  his  patients,  working  in 
harmony  with  many  and  various  types  of  lay  organ- 
izations. 

The  State  Health  Department  is  bringing  an  out- 
standing team  to  Nebraska  on  May  17th,  to  present 
the  program  of  the  State  Health  Planning  Com- 
mittee. This  team  is  under  the  auspices  of  the 
American  Public  Health  Association.  It  will  be  here 
for  an  all  day  conference  and  to  appear  on  this 
lay  program.  The  meeting  will  be  attended  by  rep- 
resentatives from  all  parts  of  the  State.  This  meet- 
ing would  undoubtedly  be  of  interest  to  medical  men 
as  well.  On  Sunday  evening,  May  16th,  the  medical 
profession  will  have  an  opportunity  to  meet  at  least 
a part  of  the  speakers  on  the  program.  One  of  the 
speakers  of  note  is  Sir  Robert  Hughes  Parry,  M.  D., 
Professor  of  Preventive  Medicine,  University  of 
Bristol,  England.  Another  is  Dr.  John  L.  Rice,  New 
York,  immediate  Past  President  of  the  American 
Public  Health  Association.  Others  of  equal  promi- 
nence will  be  present.  Their  subjects  will  be  timely 
and  upon  war  phases  of  medicine  that  pertain  to 
our  own  efforts  at  home  and  abroad. 

In  closing,  let  me  say  that  the  Extension  De- 
partment of  the  College  of  Agriculture  is  anxious  to 
take  the  leadership  in  matters  of  the  educational 
phases  of  medical  care  and  progress.  They  have 
no  desire  to  be  the  proponents  of  any  sort  of  radical 
doctrine.  We  find  them  just  as  much  interested  in 
a rational  course  of  progress  as  you  or  your  com- 
mittee. 

E.  W.  Rowe,  Chairman, 

R.  S.  Wycoff,  M.  D., 

M.  C.  Smith. 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 

Dr.  Ralph  L.  Blair  is  at  Dutch  Harbor,  Alaska. 

Capt.  Joseph  Sobota  of  North  Bend  is  in  Aus- 
tralia. 

Capt.  Bryant  Olsson  of  Lexington  is  at  an  Army 
Hospital  in  Alaska. 

Capt.  D.  I.  Doan,  formerly  of  Doniphan,  is  sta- 
tioned in  Louisiana. 

Dr.  John  Eagleton  of  Tekamah  is  stationed  at 
Camp  Haan,  California. 

Capt.  John  J.  Modlin  is  with  the  21st  General  Hos- 
pital in  the  U.  S.  army. 

Dr.  W.  S.  McClatchey  is  a captain  in  the  medical 
corps  stationed  at  Ft.  Ord,  Calif. 

Maj.  John  E.  Gilmore,  son  of  Dr.  G.  H.  Gilmore  of 
Murry,  is  in  the  southwest  Pacific. 

Capt.  Robert  G.  Clarke  of  Seward  is  an  instructor 
at  the  medical  field  service  school,  Carlisle  Barracks, 
Pa. 

Lt.  Col.  Chas.  A.  Bruce,  a Nebraska  ’29  graduate, 
is  with  the  Fifth  Army  Medical  Corps  in  North  Af- 
rica. 

Lt.  Max  Coe  of  Wayne  is  at  Fitzsimmons  General 
Hospital  in  Denver.  He  entered  the  Army  Medical 
Corps  May  27. 

Lt.  Comdr.  Merton  C.  Wilson  is  stationed  at  the 
navy’s  school  of  electricians  as  Senior  Medical  Of- 
ficer at  the  naval  armory  in  Detroit,  Mich. 

Maj.  D.  W.  Pugsley,  Jr.  of  Bayard  is  in  Australia. 
Among  other  Nebraskans  in  Australia  are  Capts. 
August  Jonas  and  Ralph  Moore  of  Omaha,  and  Frank 
Lipp  of  Kimball. 

Dr.  Daniel  P.  McCleery  of  Beatrice  was  commis- 
sioned a lieutenant  in  the  Army  Medical  Corps  and 
reported  for  duty  at  Barnes  General  Hospital,  Van- 
couver, Washington. 

The  following  letter  was  received  in  the  editorial 
office  the  latter  part  of  May: 

“I  have  been  receiving  the  Nebraska  State  Medi- 
cal Journal  regularly  and  it  is  like  a letter  from 
home.  The  mail  service  is  surprisingly  good  consid- 
ering that  we  are  half  way  around  the  world.  We 
are  well  taken  care  of  in  all  other  necessities  and 
some  conveniences.  The  hospital  work  is  about  the 
same  as  that  in  Omaha  except  that  we  have  more 
traumatic  surgery  and  we  also  have  some  of  the 
tropical  and  semi-tropical  diseases  which  I have  not 
seen  in  the  U.  S.  A.  A good  deal  of  improvising  is 
necessary  with  fractures,  but  one  soon  learns  to 
make  special  apparatus  for  special  cases.  The  living 
conditions  here  are  primitive  compared  to  our  stand- 
ards. Sanitation  is  nil.  Travel  is  chiefly  by  donkey, 
to  a lesser  extent  by  camel,  as  far  as  the  natives 
are  concerned.  There  is  an  abundance  of  wine,  some 
good,  some  not  so  good,  depending  on  the  district. 
Vodka  is  the  main  strong  drink,  and  its  terrible 
stuff.  I do  not  know  much  of  what  happens  in  the 
states.  Give  my  best  regards  to  all. 

Joseph  Weinberg, 

Maj.  M.  C.  U.  S.  A. 
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Secretaries  of  county  and  district  societies  are  requested 
to  send  in  the  minutes  of  their  meetings  to  The  Editor, 
220  Medical  Arts  Bldg.,  Omaha. 


The  annual  meeting  and  election  of  officers  of  the 
Omaha-Douglas  County  Medical  Society  was  held  on 
Tuesday,  May  11,  1943,  Medical  Arts  Auditorium, 
and  called  to  order  by  President  Warren  Thompson 
at  8:15  p.  m. 

The  secretary  read  the  minutes  of  the  regular 
meeting  of  April  13,  which  were  approved  as  read. 
The  secretary  also  gave  a brief  report  of  the  Coun- 
cil meeting  held  Tuesday,  May  11.  He  stated  there 
was  discussion,  introduced  by  Dr.  Roland  H.  Loder, 
Director  of  the  Maternal  Child  Health  Division  of 
the  Nebraska  State  Health  Department,  on  the  care 
to  be  given  by  the  State  Health  Department  to  fam- 
ilies of  soldiers  ranking  from  sergeant  down.  Care 
for  outstate  families  of  soldiers  was  to  be  provided 
by  doctors  in  private  practice;  in  Lincoln  by  doc- 
tors from  the  Air  Base;  in  Omaha  it  is  contem- 
plated that  medical  care  would  be  provided  by  the 
two  dispensaries;  the  hospital  expense  to  be  paid, 
and  the  American  Red  Cross  to  be  the  authorizing 
agency  passing  on  those  to  be  entitled  to  this  type 
of  care.  Miss  Leota  Norton,  representing  the  Red 
Cross,  was  present  at  the  meeting.  It  was  moved  by 
Dr.  Henske,  seconded  by  Dr.  Schrock,  that  the  prob- 
lem as  it  pertains  to  Omaha  be  assigned  to  the 
Medical  Economics  Committee  for  study.  Motion 
passed. 

The  secretary  presented  the  financial  statement  of 
the  society  for  the  fiscal  year  ending  May  31,  1943. 
It  was  moved  by  Dr.  Henske  and  seconded  by  Dr. 
Schrock  that  the  report  be  approved  and  published 
in  The  Bulletin.  Motion  passed.  Meeting  of  the 
Council  adjourned  1:45  p.  m. 

A resolution  in  memory  of  the  passing  of  Dr. 
Kathleen  O’Connor  Sullivan  on  May  6,  1943,  was 
read  by  Dr.  Nancy  Catania. 

The  president  read  the  ballot  as  presented  by  the 
Nominating  Committee.  It  was  moved,  seconded  and 
passed  that  this  ballot  be  accepted. 

Nominations  from  the  floor  were  requested  by  the 
president.  It  was  moved  by  Dr.  T.  T.  Harris,  sec- 
onded by  Dr.  Ralph  Luikart,  that  all  officers,  as 
presented  on  the  ballot  be  unanimously  elected.  Mo- 
tion passed.  The  new  officers  are  as  follows: 

President  Elect — Alfred  J.  Brown,  M.  D. 

Secretary-Treasurer — Herman  M.  Jahr,  M.  D. 

Members  of  the  Council — Drs.  Herman  M.  John- 
son and  Payson  Adams. 

Delegates — Drs.  0.  J.  Cameron,  Herbert  H.  Davis, 
E.  M.  Walsh,  Lowell  Dunn. 

Alternates — Drs.  John  Gardiner,  E.  L.  MacQuid- 
dy,  Charles  F.  Moon,  L.  0.  Hoffman. 

Board  of  Censors — Edwin  Davis,  M.  D. 


The  Northeast  Nebraska  Medical  Society  (Five 
and  Six  County  Societies)  met  at  the  Hotel  Norfolk, 
May  18,  1943,  with  dinner  at  seven  o’clock.  Follow- 
ing the  regular  business  session  a testimonial  hon- 
oring Dr.  and  Mrs.  H.  W.  Francis  was  held  with 
Dr.  Lucien  Stark  as  toastmaster.  Forty-eight  doc- 
tors and  their  wives  attended.  Among  those  par- 


ticipating were  Drs.  J.  D.  Bradley,  A.  E.  Cook,  Mor- 
ris Nielsen  and  Mrs.  Lucien  Stark.  Dr.  Francis  re- 
sponded expressing  his  appreciation  for  his  friends 
among  whom  he  has  been  practicing  so  many  years. 


DEATHS 

Dr.  George  J.  Rubelman,  Tecumseh.  Bom  in  Ten- 
nessee, 1856.  Came  to  the  middle  west  in  early  child- 
hood. Attended  school  in  Iowa,  and  Rush  Medical 
College  whence  he  graduated  in  1880.  Practiced  for 
a short  period  in  Iowa,  and  then 
came  to  southwest  Nebraska. 
He  located  in  Tecumseh  in 
1899  and  remained  in  active 
practice  there  until  shortly  be- 
fore his  death  on  June  3,  1943. 

Dr.  Rubelman  enjoyed  an  en- 
viable professional,  social  and 
civic  career.  He  held  all  the  of- 
fices and  honors  of  the  county 
and  district  societies  of  the  Ne- 
braska State  Medical  Associa- 
tion, served  as  mayor  of  Te- 
cumseh, and  generally  was  rec- 
ognized as  leader  in  his  com- 
munity. 

A eulogy  delivered  by  Dr.  A.  P.  Fitzsimmons  fol- 
lows: 

“On  behalf  of  the  Johnson  County  Medical  Asso- 
ciation, the  Southeast  Nebraska  Medical  Association 
and  our  Nebraska  State  Medical  Association,  of 
which  Dr.  Rubelman  was  an  honorary  member,  we 
feel  it  is  justly  fitting  at  this  time  to  pay  a small 
tribute  to  the  memory  of  one  of  the  distinguished 
members  of  our  honored  profession,  who  has  been 
called  to  a higher  work. 

In  sunshine  and  storm  amidst  smiles  and  tears, 
he  has  always  answered  the  call  of  the  great  com- 
mon people  of  the  rural  community.  Never  was  the 
weather  too  cold  nor  the  rain  too  severe  to  deter 
him  from  his  chosen  work  to  relieve  the  pain  and  dis- 
tress of  those  in  need  of  his  services. 

During  the  sixty-three  years  of  his  practice  he 
was  ever  an  honored  citizen,  exemplified  by  those 
lasting  elements,  faith,  hope  and  charity.  We  leave 
him  in  the  hands  of  that  Being  who  doeth  all  things 
well;  Who  is  glorious  in  holiness,  fearful  in  praise, 
doing  wonders. 

“Yes,  I shall  sleep.  Some  sunny  day. 

When  blossoms  in  the  wind  are  dancing, 

And  children  in  their  cheerful  play 
Heed  not  the  mournful  crowd  advancing 
Up  thru  the  long  and  busy  street, 

They’ll  bear  me  to  my  last  retreat. 

And  yet,  methinks,  if  the  steps  of  those 
I’ve  known  and  loved  on  earth  around  me 
T’would  tame  the  might  of  my  repose, 

Shiver  the  iron  cords  that  bound  me, 

Save  that  I know  this  could  not  be, 

For  death  disowns  all  sympathy! 

— W.  A.  Urqu. 

“So  I am  glad-not  that  my  friend  is  gone, 

But  that  the  earth  he  laughed  and  lived  upon, 
Was  my  earth  too;  That  I had  closely  known 
And  loved  him,  and  that  my  love  I’d  shown. 

Tears  over  his  departure  ? Nay,  a smile, 

That  I had  walked  with  him  a little  while.” 


228 


IN  MEMORIAM 


Nebr.  S.  M.  Jour. 

July,  1943 


IN  MEMORIAM 

And  he  is  gone.  The  shadow  Watching  men 
At  last  has  claimed  its  forfeit.  And  there  rose 
A crip  of  anguish  mounting  to  the  stars 
Among  the  many  who  had  found  him  fair 

Sleep  on,  O friend,  until  the  Waking  day; 

And  those  who  loved  his  presence  here 
Will  keep  for  him,  through  changes  manifold 
A tender  memory,  growing  With  the  years. 


‘ Dr . Wm.  T.  Wherry 

President  Nebraska  State  Medical  Association 

1941-1942 

President  Omaha-Douglas  County  Medical  Society 

1919 
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IN  MEMORIAM 

Ne'er  Was  the  sky  so  deep  a hue 

But  that  the  sun  came  breaking  through; 

And  never  Was  a night  so  dark 
But  Wakened  to  the  singing  lark; 

Nor  Was  there  ever  a lane  so  long 
It  had  to  turn  for  the  Weary  throng; 

Nor  heart  so  sad  that  sometime  after 
There  came  no  sound  of  lilting  laughter; 

And  Death's  not  the  end ~ 'neath  the  cold  black  sod  ~ 
'Tis  the  Inn  by  the  Road  on  our  Way  to  God. 


Cameron,  A.  D 

Craft,  W,  T 

Curtis,  L.  F. 

Dodd,  Edward 

Downing,  J.  H 

Fast,  Wm.  K 

Hauser,  B.  B 

Henry,  E.  C 

Johnson,  Chester  A. 

Johnson,  J.  M 

Keetel,  W.  C 

Keller,  F.  A 

Lee,  Amesbury 

Luhman,  F.  W 

Martin,  L.  P 

Marvel,  G.  H 

Melerian,  H 

Milroy,  Wm.  F. 

Platt,  0.  R 

Reed,  R.  R. 

Sample,  T.  E 

Sears,  E.  A. 

Slattery,  W.  H 

Smersh,  Otto  G 

Smith,  Richard  A. 

Stokes,  Harry  B 

Stretton,  H.  H 

Talcott,  Jas.  M 

Tornholm,  Frank 

Wagner,  C.  P 

Walker,  W.  H 

Welch,  J.  M 

Wherry,  Walter  J 

Wherry,  W.  P. 

Whiteside,  George 

Wilson,  W.  H 

Yager,  W.  S 


NecAolcu^f  Lid 


_Kearney June  27, 

-Niobrara April  6, 

__Bradshaw August  6, 

-Cairo March  6, 

—Rising  City May  27, 

—Atkinson,  Kansas August  31, 

-Hooper June  14, 

—Omaha April  2, 

..Valentine June  29, 

Hartington October  17, 

—Lyons November  10, 

—Falls  City March  3, 

Pickrell July  29, 

-Pender August  10, 

-Missoula,  Montana October, 

—Lincoln June  21, 

Plainview July  9, 

-Hollywood,  Calif September  21, 

-North  Platte December  19, 

—McCook February  13, 

- Omaha April  8, 

—Decatur January  29, 

—Lincoln November  17, 

-Omaha July  8, 

-Omaha December  18, 

..Omaha January  2, 

-Ingleside September  7, 

-Omaha November  21, 

— Wahoo November  11, 

-Portland,  Conn. August  9, 

—Omaha April  14, 

—Sutton January  26, 

-Omaha April  1, 

-Omaha June  13, 

- Omaha April  20, 

- Lincoln April  12, 

- Nebraska  City May  26, 


1942 

1943 

1942 

1943 
1942 

1941 

1942 

1943 
1942 
1942 

1942 

1943 
1942 
1942 
1942 
1942 
1942 
1942 

1942 

1943 

1942 

1943 
1942 
1942 

1942 

1943 
1942 
1942 
1942 
1942 

1942 

1943 
1943 
1942 
1942 
1942 
1942 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 


ADAMS  COUNTY 

Anderson,  Martin  F..  Hastings 
Coen.  Robert  A.,  Ingleslde 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L,  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W„  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U„  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L L,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElllgott,  E.  W„  Chadron 
Sinclair,  R,  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 

DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L 
Avery,  Hiram  Henry 
Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day.  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L 
Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 


As  of  June  15,  1943 


Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschmann,  Jerome,  Int. 
Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. ' 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Macken  brock,  F.  C. 

Mangiamell,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Oppen,  Ralph  L. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Steinberg.  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand.  Clarence  Johnson 
Tamisiea.  John  A. 

Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens.  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam.  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 

GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias,  Houghton  F.,  Beatrice 
Rush.  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 

GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 

HALL  COUNTY 

McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 


Ryder,  Frank  D.(  Grand  Island 
Watson,  Donald  P.,  Grand  Island 

HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 

HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 

HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 

JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 

JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 

KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 

KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Yandiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still.  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood,  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E„  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P->  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 

Brauer,  S.  H.,  Norfolk 
Ingham.  Chas.  G.,  Norfolk 
Salter,  Geo.  B„  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W\,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C„  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
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PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdreg-e 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Evans,  J.  North,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 

RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 


RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D„  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 


Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N.,  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 


Refresher  Course  in  Lincoln  for  Inactive  Nurses 

Arrangements  are  underway  for  the  inauguration 
in  Lincoln  of  several  Refresher  Courses  for  gradu- 
ate nurses  who  have  been  inactive  in  their  profes- 
sion in  recent  years.  Much  interest  is  being  dis- 
played by  nurses  from  Lincoln  and  vicinity  and  a 
good  attendance  is  anticipated  at  the  first  of  the 
courses,  which  will  start  soon.  Information  may  be 
secured  by  nurses  interested  from  Mrs.  Helen  B. 
Miller,  R.  N.,  1817  S.  24  St.,  Lincoln.  Miss  Mor- 
tensen,  of  Veterans  Hospital,  Lincoln,  will  be  in- 
structor. 


HUMAN  INTEREST  TALES 

Communications  bearing:  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  J.  R.  Leibee,  formerly  of  Beatrice,  has  moved 
to  McCook. 

Dr.  Philip  Romonek,  formerly  of  Omaha,  has 
moved  to  California. 

Dr.  R.  L.  Minnick  of  Stromsburg  visited  in  Hous- 
ton, Texas,  early  in  June. 

Dr.  S.  A.  Masters  visited  in  Wilmington,  Delaware, 
the  latter  part  of  May. 

Dr.  John  B.  Potts  has  returned  to  Omaha  after 
spending  the  winter  in  Florida. 

Dr.  W.  W.  Arrasmith  of  Casper,  Wyoming,  visited 
in  Grand  Island  early  in  June. 

Dr.  M.  J.  Ruzicka  recently  located  in  Fremont. 
Dr.  Ruzicka  is  a graduate  of  Marquette  University. 

Dr.  Clarence  Crook  of  Lincoln  has  accepted  a 
position  at  the  University  Hospital  in  Ann  Arbor, 
Michigan. 

Dr.  U.  S.  Harrison  of  Neligh  visited  Rochester, 
N.  Y.,  in  May,  where  daughter,  Joan,  graduated 
from  the  Eastman  School  of  Music. 

Maj.  George  W.  Ainlay  of  Beatrice  was  home  on 
leave  early  in  June.  Maj.  Ainlay  is  stationed  in  San 
Francisco  at  the  Letterman  General  Hospital. 

Dr.  J.  Harold  Donaldson,  Jr.,  a graduate  of  Duke 
University  until  recently  resident  in  surgery  at 
People’s  Hospital  in  Akron,  Ohio,  has  taken  over  the 
offices  of  the  late  Dr.  R.  R.  Reed  in  McCook. 


The  prevalent  opinion  that  the  finding  of  active 
tuberculosis  in  a minimal  stage  warrants  an  excel- 


lent prognosis  is  true  only  if  qualified  by  the  state- 
ment— “if  adequate  treatment  is  taken.” 

The  “early  discovery”  of  pulmonary  tuberculosis, 
by  which  is  meant  discovery  of  the  disease  in  a 
minimal  stage,  is  almost  useless  unless  it  can  be 
followed  by  adequate  treatment.  Samuel  C.  Stein, 
M.  D.,  Pub.  Health  Nursing,  March,  1943. 


BOOKS  RECEIVED 

The  Sight  Saver,  by  C.  J.  Gerling.  202  pages  with 
foreword  by  Winfield  Scott  Pugh,  B.  S.,  M.  D.  The 
Harvest  House,  50  West  17th  Street,  New  York. 
Price  $2.00. 

New  and  Nonofficial  Remedies,  1942  containing 
descriptions  of  the  articles  which  stand  accepted  by 
the  Council  on  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  on  Jan.  1,  1942. 
Cloth.  Price,  postpaid,  $1.50.  Pp.  671 — XCVII  Chi- 
cago: American  Medical  Association,  1942. 

Perhaps  the  most  important  feature  of  this  new 
volume  of  New  and  Nonofficial  Remedies  is  the 
radical  rearrangement  it  has  undergone,  which  it  is 
believed  will  make  the  contents  more  accessible  and 
therefore  more  valuable  to  the  physician  or  other 
interested  readers.  Heretofore,  the  classification  of 
products  has  been  basically  that  of  chemical  rela- 
tionship— the  new  arrangement  is  primarily  accord- 
ing to  therapeutic  use,  chemical  classification  being 
introduced  by  means  of  subheadings.  In  addition, 
the  typographic  style  has  been  changed  so  as  to  give 
greater  prominence  to  the  products  of  individual 
manufacturers.  No  valuable  feature  has  been  sacri- 
ficed. The  book  still  fulfills  its  function  of  estab- 
lishing chemical  standards  for  new  and  nonofficial 
preparations  which  the  Council  has  found  to  be  use- 
ful or  to  give  adequate  promise  of  usefulness  in  the 
treatment  or  prevention  of  disease.  Its  function  as 
a guide  to  the  most  recent  advances  in  therapeutics 
has  been  greatly  enhanced. 

Careful  examination  of  the  general  discussions 
under  the  various  headings  and  subheadings  shows 
that  the  Council  has  admirably  performed  its  annual 
task  of  keeping  the  text  abreast  with  the  progress 
of  medicine.  The  authoritative  and  compendious 
section  of  the  sulfonamide  derivatives  is  an  out- 
standing example.  So  also  is  the  chapter,  Vitamins 
and  Vitamin  Preparations  for  Prophylactic  and 
Therapeutic  Use.  Equally  important  though  less  ex- 
tensive revisions  have  been  made  in  such  sections  as, 
Aluminum  Compounds,  Dextrose,  Gonadotropic  Sub- 
stances, Liver  and  Stomach  Preparations,  Ovaries, 
Parathyroid,  Pituitary,  and  Testes. 

Among  the  newly  accepted  drugs  are:  Acetyl- 
Beta-Methylcholine  and  the  proprietary  brand,  Mech- 
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olyl  Chloride,  proposed  for  use  by  iontophoresis, 
orally  and  subcutaneously  as  a parasympathetic  stim- 
ulant; Adrenal  Cortex  Extract  for  parenteral  use 
in  the  treatment  of  Addison’s  disease  or  of  adrenal 
insufficiency  of  other  types  as  well  as  prophylac- 
tically  in  surgical  procedures  involving  the  adrenal 
cortex;  Aluminum  Hydroxide  Gel  with  the  proprie- 
tary brand,  Creamalin,  for  oral  use  as  an  adjunct 
in  the  treatment  of  peptic  (gastric  and  duodenal) 
ulcer;  and  Normal  Human  Serum  and  Normal  Hu- 
man Plasma. 

Others  worthy  of  mention  are:  Cyclopropane,  an- 
other general  anesthetic,  now  included  in  the  U.  S. 
P.;  Amylcaine  Hydrochloride,  another  proprietary 
local  anesthetic  and  Pemoston  Sodium,  the  sodium 
salt  of  the  previously  accepted  proprietary  barbital 
derivative,  Pemoston. 

The  indices  of  the  new  volume  of  New  and  Non- 
official Remedies  are  of  the  same  order  and  plan 
as  in  previous  editions.  A general  index  lists  ac- 
cepted articles,  including  those  not  described.  This 
is  followed  by  an  index  to  distributors  in  which  ap- 
pear all  the  Council  accepted  articles  listed  under 
their  respective  manufacturers.  Finally,  a biblio- 
graphical index  is  added  for  listing  proprietary  and 
unofficial  articles  not  included  in  N.  N.  R.  This  in- 
cludes references  to  the  Council  publications  con- 
cerning each  such  article  as  has  appeared  in  The 
Journal  of  the  A.  M.  A.,  Reports  of  the  Council  on 
Pharmacy  and  Chemistry,  Propaganda  for  Reform, 
Vol.  1 and  2,  or  Reports  of  the  A.  M.  A.  Chemical 
Laboratory. 


Tetanus  Immunization  of  Military  Personnel 

All  military  personnel  on  induction  are  being  im- 
munized against  tetanus  either,  as  in  the  Army,  by 
three  injections  of  fluid  toxoid,  or  as  in  the  Navy 
and  Marine  Corps,  by  two  injections  of  alum  pre- 
cipitated toxoid  (New  Eng.  J.  Med.,  227:162,  1942). 
In  addition  a small  or  stimulating  dose  is  injected 
prior  to  departure  for  a theater  of  operations  and 
an  emergency  dose  is  given  to  those  wounded  or 
burned  in  battle  or  incurring  other  wounds  likely 
to  be  contaminated  with  Clostridium  tetani.  Ac- 
cording to  recent  report  (Am.  J.  Pub.  Health,  33:53, 
1943)  since  June,  1941,  when  the  present  tetanus 
immunization  program  was  adopted,  there  have  been 
but  four  cases  reported  from  the  entire  Army,  and 
none  of  these  were  in  immunized  individuals.  Al- 
though perhaps  too  early  in  the  present  war  to 
draw  any  conclusions,  it  is  of  particular  interest 
that  no  cases  of  tetanus  have  been  reported  from 
battle  casualties. 

For  civilian  use,  especially  in  children,  it  is  of 
decided  advantage  to  accomplish  simultaneous  im- 
munization against  tetanus  and  diphtheria.  Com- 
bined Diphtheria  Toxoid-Tetanus  Toxid,  Alum  Pre- 
cipitated, Lilly,  is  designed  for  prophylaxis  only, 
affords  effective  immunity  against  both  diseases, 
and  avoids  risk  of  serum  sensitization  which  may 
follow  use  of  an  antitoxin. 


Seventy-five  scholarships  in  medical  and  physchia- 
tric  social  work  will  be  made  available  to  eligible 
candidates  between  July  1,  1943,  and  July  30,  1944, 
by  the  American  Red  Cross,  it  has  been  announced. 


These  are  a continuation  of  the  program  initiated 
last  December,  under  which  approximately  60  schol- 
arships have  been  granted. 

Upon  successful  completion  of  the  scholarship 
training,  students  will  be  assigned  to  positions  on 
Red  Cross  staffs  in  military  hospitals  where  the 
need  for  well-qualified  personnel  has  rapidly  ex- 
panded because  of  the  war. 

Candidates  may  designate  the  school  of  their 
choice  from  a list  of  social  work  schools  offering  an 
approved  course  in  medical  and  physciatric  social 
work.  Educational  requirements  include  successful 
completion  of  one  year  of  graduate  work  in  an 
accredited  school  of  social  work,  and  it  will  be  neces- 
sary for  each  applicant  to  apply  directly  to  the 
school  of  his  choice  to  obtain  approval  for  admis- 
sion. Awards  of  full  tuition  and  $65  a month  for 
maintenance  will  be  made  according  to  the  indivi- 
dual qualifications  of  the  applicant  in  order  of 
receipt  of  the  applications  by  the  assistant  director 
of  Red  Cross  Military  and  Naval  Welfare  Service, 
Hospital  Service,  in  the  four  following  Red  Cross 
area  headquarters:  North  Atlantic  Area,  300  Fourth 
Avenue,  New  York  City;  Eastern  Area,  615  North 
St.  Asaph  Street.  Alexandria,  Virginia;  Midwest- 
ern Area,  1709  Washington  Avenue,  St.  Louis,  Mis- 
souri; Pacific  Area,  Civic  Auditoruim,  San  Fran- 
cisco, California. 

Application  forms  may  be  obtained  from  any  of 
the  above  addresses  or  the  Personnel  Training  Unit, 
Services  to  the  Armed  Forces,  American  Red  Cross, 
Washington,  D.  C. 


The  last  world  conflict  sent  tuberculosis  rates 
soaring  in  the  nations  of  Europe  and  brought  about 
a slight  rise  even  in  this  country.  Today  increases 
are  noted  throughout  Europe.  We  hope  to  prevent 
an  increase  in  this  country.  There  is  still  time  to 
lay  down  an  effective  barrage  which  could  prevent 
rise  due  to  the  war.  Although  we  have  no  apparent 
increase  yet,  the  circumstances  of  overcrowding,  un- 
sanitary living  conditions,  and  undue  fatigue  are 
strikingly  apparent  to  everyone. 

Tuberculosis  strikes  down  the  very  individuals 
who  are  most  valuable  as  war  workers — men  and 
women  between  the  ages  of  20  and  60.  When  pro- 
tected from  this  disease,  they  are  the  human  assets 
upon  which  the  presumption  of  victory  is  based. 
When  attacked  by  tuberculosis — and  one  per  cent 
of  our  manpower  is  attacked — they  become  liabilities 
who  perform  their  jobs  inefficiently,  join  the  rolls 
of  the  absenteeism  club,  and  unwittingly,  yet  re- 
lentlessly, spread  sickness  to  others. 

Among  the  specific  measures  that  can  be  taken 
to  prevent  a wartime  rise  in  tuberculosis  is  mass 
chest  x-ray  examination  of  workers  in  war  indus- 
tries and  families  in  war-industry  communities. 

Early  discovery  of  tuberculosis  is  only  the  begin- 
ning of  the  story.  There  must  be  follow-up  of  all 
newly  discovered  cases,  including  after-care  and 
rehabilitation  of  arrested  cases  that  stay  on  the 
job  after  medical  supervision,  as  well  as  active  and 
infectious  cases  that  require  sanatorium  care  or  out- 
patient ambulatory  care  during  convalescence.  C. 
M.  Sharp,  M.  D.,  U.  S.  Pub.  Health  Service. 
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WHITHER  PUBLIC  HEALTH? 

The  thinking  physician  who  reads  the  pro- 
ceedings of  the  State-Wide  Health  Confer- 
ence recorded  in  this  issue  of  The  Journal 
will  stop  in  amazement  over  the  distance  we 
have  traveled,  without  much  cost,  in  stir- 
ring up  among  the  people  of  this  state  inter- 
est in  the  many  phases  of  health.  The  evolu- 
tion of  this  interest  is  a phenomenon  too  com- 
plex to  describe,  and  too  detailed  to  recount 
with  any  degree  of  accuracy.  Nor  is  it  pos- 
sible accurately  to  apportion  the  credit  to 
the  individuals,  agencies,  and  institutions 
who  played  their  respective  roles  singly  and 
collectively  in  this  educational  process.  The 
fact  is  that  people  of  this  state  have  rapidly 
become  conscious  in  a practical  way,  over 
matters  pertaining  to  public  health.  This  in- 
terest is  an  indication  of  progress  in  a gen- 
eral way  and  a tribute  to  the  leadership  of 
the  Commonwealth. 

It  must  be  stressed  however,  that  mere 
awareness  of  the  problem  does  not  in  itself 
constitute  a solution  thereto.  Judging  by  the 
May  Conference  many  of  those  participating 
portrayed  little  more  than  an  ephemeral 
knowledge  of  the  scope  and  functions  of  a 
public  health  organization.  To  some  it  im- 
plied a medical  panacea.  Others  would  legis- 
late compulsory  measures  for  disease  pre- 
vention. The  majority,  to  their  credit,  re- 
mained satisfied  with  emphasis  on  further 
education  of  the  voters  in  an  effort  to  in- 
crease the  per  capita  allotment  for  public 
health. 


No.  8 

The  Conference  as  was  reported  in  the 
June  issue  of  The  Journal,  was  successful  in 
that  the  attendance  was  larger  than  even 
the  most  optimistic  workers  in  the  field  had 
expected.  The  proceedings  should  convince 
the  members  of  the  medical  profession  that 
our  major  educational  task  lies  ahead.  The 
public  has  learned  to  appreciate  the  blessings 
of  preventive  medicine.  We  have  taught 
them  the  value  of  immunizations  against  cer- 
tain diseases,  the  early  diagnosis  of  some  of 
the  diseases  through  the  periodic  examina- 
tion, the  detection  of  syphilis  by  the  sero- 
logical tests.  It  took  time  for  these  teach- 
ings to  take  effect,  and  now  the  enlightened 
sector  of  our  population  conciously  or  other- 
wise is  beginning  to  wonder  where  the  bor- 
derline lies  between  public  health  and  indi- 
vidual medical  care.  A typical  example  is 
the  remark  made  by  one  of  the  members  of 
the  audience  when  in  answer  to  a definition 
on  public  health,  the  speaker  defined  it  in 
terms  of  three  functions:  1.  Prevention  of 
disease ; 2.  Eelevation  of  standards  of  health, 
and  3.  Prolongation  of  life.  To  this  the  ques- 
tion was  “How  can  these  objectives  be 
reached  without  a supply  of  doctors  from  the 
state?” 

This  question  is  an  important  one.  It  rep- 
sents  a thought  process  which  challenges  the 
very  concept  of  present  medical  practice,  Is 
it  possible  that  we  have  educated  the  people 
of  Nebraska  to  look  to  the  state  for  provi- 
sion of  medical  service?  Local,  state,  and 
federal  public  health  agencies,  in  order  to 
preserve  the  time-honored  tradition  of  this 
specialty,  and  so  they  may  continue  to  ren- 
der their  excellent  service  to  the  nation 
must  emphasize  whole-heartedly  the  true 
function  of  public  health  as  differentiated 
from  individual  medical  care. 
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THE  NEW  MEDICAL  PRACTICE  ACT 

Of  one  aspect  of  public  health  Nebraska 
may  justly  pride  itself,  the  elevation  of 
standards  of  medical  practice.  The  new  Act 
published  in  this  issue  of  The  Journal  will 
long  remain  a credit  to  the  1943  session  of 
our  state  senate,  and  particularly  to  the  com- 
mittee on  Public  Health  and  Miscellaneous 
Subjects.  Senators  Foster,  Rakow,  Gutosky, 
and  Thompson  in  introducing  the  bill  ren- 
dered a service  to  the  State  of  Nebraska 
which  will  go  down  in  the  history  of  medical 
licensure  as  one  of  outstanding  importance. 
While  the  whole  senate  deserves  commenda- 
tion for  the  passage  of  S.  F.  139,  outstanding 
work  in  behalf  of  this  bill  was  done  by  Sena- 
tors Gutoski  of  Omaha,  Lee  of  Fremont, 
Gantz  of  Alliance,  Thompson  of  Genoa,  and 
many  others  too  numerous  to  mention  here. 

To  these  gentlemen  the  medical  profession 
owes  special  thanks.  They  have  enabled  us 
to  continue  side  by  side  with  the  other  states 
which  occupy  first  rank  in  medical  education 
and  licensure.  What  is  even  of  greated  im- 
portance they  helped  weed  out  the  quacks 
and  impostors  who  under  the  old  act  could 
prey  on  human  life  with  impunity  for  months 
or  years  before  being  legally  indicted  for 
their  malfeasance. 


HEREDITY  OF  HUMAN  CANCER 

Pointing  out  that  the  study  of  the  heredi- 
ty of  human  cancer  has  lagged,  at  least  in  the 
United  States,  The  Journal  of  the  American 
Medical  Association  for  July  3 declares  that: 

“The  uncertainty  regarding  hereditary 
factors  in  the  major  kinds  of  human  cancer 
should  be  ended.  This  can  be  done  only  by 
the  use  of  data  based  on  human  material. 
Serious  consideration  should  be  given  to 
plans  for  collecting  the  necessary  data. 

“Students  of  the  natural  history  of  can- 
cer in  man  were  early  impressed  by  the  pos- 
sibility that  a hereditary  factor  might  exist 
in  its  causation.  The  occurrence  of  numer- 
ous cancers,  often  of  rare  types,  in  certain 
families  sometimes  called  cancer  families, 
the  similarities  in  type  and  in  time  of  occur- 
rence of  tumors  in  identical  or  monochorial 
twins,  the  racial  peculiarities  in  susceptibility 
and  resistance  to  some  kinds  of  cancer  and 
the  tendency  for  some  persons  to  develop 
more  than  one  primary  tumor,  seen  espe- 
cially in  those  who  had  been  cured  of  one 


cancer,  were  suggestive  of  hereditary  influ- 
ence. 

“Further  investigation  was  made  largely 
by  geneticists  who  entered  the  field  in  the 
first  decade  of  the  present  century.  Their 
studies  were  almost  entirely  on  laboratory 
animals,  especially  mice.  Large,  long  range 
research  projects,  some  of  which  are  still  un- 
der way,  were  begun  by  Tyzzer,  Lathrop, 
Little,  Slye,  Strong  and  others.  It  is  impos- 
sible to  summarize  adequately  the  results  of 
the  important  studies,  but  a few  general  re- 
marks can  be  made.  While  in  mice  a heredi- 
tary factor  is  present  in  many  types  of  tu- 
mor, this  factor  is  neither  qualitatively  nor 
quantitatively  the  same  for  all  types  of  can- 
cer. A genetic  formula  which  would  explain 
the  occurrence  of  all  cancers  in  animals  has 
not  been  found.  Furthermore,  there  appear 
to  be  species  differences  in  the  importance  of 
the  hereditary  factor.  While  these  studies 
have  helped  to  define  the  problems  of  the  role 
of  heredity  in  human  cancer,  they  have  not 
solved  them.  They  should,  however,  not  be 
discontinued  for  that  reason. 

“In  contrast  to  the  great  effort  devoted  to 
the  study  of  cancer  in  laboratory  animals, 
the  study  of  the  heredity  of  human  cancer 
has  lagged,  at  least  in  the  United  States. 
Large  scale,  long  range  investigations  have 
not  been  reported  here  comparable  to  those 
of  Waaler  in  Norway  and  Wassink  in  the 
Netherlands.  The  evidence  which  has  ac- 
cumulated indicates  that  the  importance  of 
hereditary  factors  is  probably  different  for 
each  type  of  human  cancer,  as  in  mice.  Hu- 
man tumors  can  be  divided  into  three  classes 
on  the  basis  of  our  present  knowledge  in  this 
respect:  (1)  a group  in  which  a strong 
hereditary  factor  is  unquestionably  present, 
(2)  those  in  which  a hereditary  factor  is  pos- 
sibly but  not  surely  important  and  (3)  a 
group  in  which  there  is  little  or  no  sugges- 
tion of  a hereditary  factor.  In  the  latter  two 
groups  a hereditary  factor  has  not  been  dem- 
onstrated, but  neither  has  it  been  excluded. 
. . . All  the  more  common  forms  of  human 
cancer  fall  into  the  second  and  third  groups. 
These  include  carcinoma  of  the  stomach, 
colon,  mammary  gland,  prostate,  lung, 
uterus,  biliary  system  and  others. 

“More  knowledge  on  the  role  of  hereditary 
factors  in  human  cancer  is  desirable  from  the 
point  of  view  of  its  own  importance  as  well 
as  for  the  direction  of  research  in  collateral 
(Continued  on  page  236) 
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The  therapeutic  side  of  medicine  occupies 
such  a major  part  of  the  average  physician’s 
time  and  effort,  and  is  so  directly  the  im- 
mediate concern  of  his  patient,  that  the  pre- 
ventive side  often  seems  to  lack  comparative 
importance.  However,  the  real  values  of  pre- 
ventive medicine  are  becoming  more  evident 
to  both  the  profession  and  the  lay  public. 

Public  Health  is  becoming  more  insepar- 
ably a part  of  complete  medical  care,  as  our 
social  structure  becomes  more  complex.  Our 
professional  usefulness  and  efficiency  are  en- 
hanced to  the  degree  we  are  able  to  lead  in 
this  progress. 

The  Third  State-Wide  Health  Conference, 
considering  Wartime  Public  Health  Needs  in 
Nebraska,  convened  at  Lincoln,  May  16-17- 
18,  is  an  example  of  the  mounting  interest 
and  sincere  effort  at  solving  such  problems 
of  vital  importance  in  these  turbilant  times. 
Elsewhere  in  this  journal  are  given  details 
well  worth  weighing  carefully. 

Cooperation  between  the  Nebraska  State 
Medical  Association,  the  State  Department 
of  Health,  the  two  Medical  Colleges,  the  Col- 
lege of  Agriculture,  and  other  organizations, 
in  a meeting  of  this  kind,  with  the  team  of 
guest  talent  from  the  United  States  Public 
Health  Service  is  very  encouraging. 

The  medical  profession  will  do  well  to  take 
a leading  part  in  conferences  of  this  kind,  and 
guide  the  widely  varient  energies  into  chan- 
nels of  safe  and  sound  progress. 

If  we  will  do  this,  the  public  will  have  lit- 


tle to  fear,  and  the  profession  still  less,  for 
the  dangers  of  radical  experiment  of  over- 
enthusiasm in  new  possibilities  of  Better 
Health  for  All.  Medicine  has  never  been 
static  in  its  scientific  progress.  It  has  ever 
been  ready  to  make  proven  knowledge  render 
better  service.  Medicine  must  be  equally 
zealous,  in  real  social  progress,  particularly 
to  safeguard  against  the  pitfalls  of  untried 
paths.  Aggressive  leadership,  rather  than 
reluctant  following  should  be  our  goal. 

A very  encouraging  milestone  has  been 
reached  in  Nebraska  Medicine  in  another  di- 
rection. The  new  Medical  Practice  Act  at- 
tests the  cooperative  efforts  of  several 
branches  of  our  Medical  Association,  and  the 
State  Legislature.  We,  Nebraska  citizens 
and  Nebraska  physicians,  are  to  be  congratu- 
lated for  the  good  fortune  of  reaching  the 
front  ranks  of  states  having  legislation  in 
keeping  with  the  rapid  progress  of  medical 
science  and  practice. 

The  same  intelligent  interest  and  coopera- 
tion manifest  at  the  Health  Conference,  has 
been  back  of  the  labors  necessary  to  build 
this  legislation.  Education  in  the  sound 
fundamentals  of  medicine,  and  the  exposure 
of  false  imitation,  has  made  it  possible. 

Great  credit  must  be  given  the  special  com- 
mittees, and  many  individual  doctors,  for 
their  long  and  continuous  labors,  over  the 
many  years  that  have  culminated  in  this 
great  foreward  step.  True  education  has 
won  again. 


A.  L.  COOPER,  President. 
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fields.  If  it  could  be  shown  that  a heredi- 
tary factor  is  not  important  in  the  causa- 
tion of  the  major  forms  of  human  cancer  as, 
for  example,  gastric  cancer,  then  full  efforts 
could  be  devoted  to  finding  the  immediate 
exciting  causes,  because  only  by  controlling 
them  could  this  form  of  cancer  be  pre- 
vented. If  it  should  be  shown,  however,  that 


a hereditary  factor  is  important  in  the  causa- 
tion of  this  cancer,  thought  should  be  di- 
rected toward  nullifying  its  action  by  genetic 
methods.  Also  known  potential  victims 
could  be  given  special  clinical  observation  to 
discover  the  early  stages,  just  as  care  is  now 
taken  to  discover  early  tuberculosis  in  con- 
tacts.” 


* * * 


THE  SENATE  COMMITTEE  ON  PUBLIC  HEALTH  AND  MISCELLANEOUS  SUBJECTS 


Seated,  left  to  right:  Senators  Ray  Thomas,  Clay  Center;  John  E.  Mekota,  Crete;  Harry  A.  Foster, 
Omaha,  Chairman;  Harry  E.  Bowman  (Deceased),  Hastings;  Miss  Lorraine  Schwenk,  Secretary,  Harvard. 

Standing:  Senator  Elmer  C.  Rakow,  Neligh. 

* * * 


IN  THIS  ISSUE 


THE  PROCEEDINGS  of  the  State-Wide 
Conference  on  Public  Health  are  recorded  as 
a part  of  medical  history  of  Nebraska.  Main- 
ly however,  they  are  presented  to  the  physi- 
cians of  this  state  for  information.  They 
should  be  considered  as  a public  forum  where 
everyone  could,  and  many  did  say  what  was 
on  their  mind  regarding  many  of  the 
phases  of  health  and  medical  care.  There 
were  some,  not  many  doctors  in  the  audience 
whose  statements  appear  in  the  contents. 
Unfortunately  some  of  the  statements  re- 
main anonymous.  Some  excellent  papers 
read  by  the  famous  guest  speakers  are  not 
available  to  us,  we  regret. 

THE  NOTES  were  submitted  by  Dr. 
Claude  Selby,  the  Director  of  the  State  Health 
Department.  They  are  stenographic  reflec- 
tions of  what  was  said  in  the  group  Con- 


ferences. These  notes  were  edited  without 
deletions  excepting  for  a few  irrelevant  re- 
marks and  one  or  two  jokes  which  were  be- 
yond editorial  grasp  and  were  not  particu- 
larly connected  with  the  theme  of  the  dis- 
cussion. 

THE  IDEAS  expressed  in  these  proceed- 
ings should  be  attributed  to  the  author  and 
no  one  else.  You  will  agree  with  some  of  the 
thoughts  brought  out  and  you  will  disagree 
with  others  you  will  read.  Some  of  the 
statements  submitted  as  factual  are  open  to 
challenge.  Others  are  manifestations  of 
study  and  evaluation.  The  contents  as  a 
whole  are  thought-provoking.  Whether  we 
agree  or  disagree  on  some  or  many  criteria 
is  not  as  important  as  that  we  know  how 
people  in  general  or  their  representatives 
think  on  matters  of  health. 


Legislative  Bill  139,  Now  the  New  Medical  Practice  Act 


Introduced  by  Elmer  C.  Rakow  of  Ante- 
lope, Peter  P.  Gutoski  of  Douglas,  Dudley  E. 

Thompson  of  Nance,  Harry  A.  Foster  of 

Douglas. 

Read  first  time  January  18,  1943. 

Read  second  time  January  19,  1943. 

Referred  to  committee  on  Public  Health 

and  Miscellaneous  Subjects. 

Sent  to  printer  January  19,  1943. 

Final  form  sent  to  printer  May  14,  1943. 

A BILL 

FOR  AN  ACT  relating  to  the  public  health, 
convenience  and  welfare;  providing  for 
the  examination  and  licensing  of  persons 
to  practice  chiropody,  chiropractic,  den- 
tistry, embalming,  medicine  and  surgery, 
optometry,  osteopathy,  pharmacy  and  vet- 
erinary medicine ; providing  the  duties  of  li- 
censees thereunder;  providing  for  the  re- 
vocation of  licenses  for  cause,  the  proce- 
dure therefor,  an  appeal  therefrom  and  the 
effect  thereof ; to  provide  for  the  registra- 
tion, use  and  presumptive  effect  of  such  a 
license ; to  provide  certain  requirements  for 
signs,  advertisements,  announcements  and 
stationery  of  such  licensees;  to  prescribe 
terms,  number  and  certain  qualifications 
of  examiners  on  the  various  boards  of  ex- 
aminers; to  limit  the  number  of  terms  of 
examiners  on  the  Board  of  Examiners  in 
Medicine  and  Surgery;  to  define  certain 
terms ; to  state  who  shall  be  deemed  to  be 
engaged  in  the  practice  of  medicine  and  sur- 
gery and  the  requirements  for  a license  to 
practice  medicine  and  surgery ; to  state  the 
standards  and  requirements  of  a medical 
college  or  school  in  good  standing;  to  pro- 
vide for  the  payment  of  certain  fees;  to 
amend  sections  71-205,  71-208,  71-303, 

71-305,  71-306,  71-311,  71-601,  71-602, 

71-603,  71-609,  71-613,  71-614,  71-801, 

71-1401,  71-1402,  71-1403,  and  71-1404, 
Compiled  Statutes  of  Nebraska,  1929;  to 
amend  sections  71-206,  71-302,  71-304, 

71-602  and  71-701,  C.  S.  Supp.,  1941;  to 
repeal  the  above  mentioned  original  sec- 
tions and  also  section  71-1405,  Compiled 
Statutes  of  Nebraska,  1929;  to  repeal  all 
the  acts  and  parts  of  acts  in  conflict 
therewith;  and  to  declare  an  emergency. 

Be  it  enacted  by  the  people  of  the  State  of 
Nebraska, 


Section  1.  That  section  71-205,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-205.  Every  license  issued  under  this 
chapter  shall  be  presumptive  evidence  of  the 
right  of  the  holder  to  practice  the  profession 
therein  specified  in  this  state. 

Sec.  2.  That  section  71-206,  C.  S.  Supp., 
1941,  be  amended  to  read  as  follows: 

71-206.  Every  person,  licensed  under  this 
act  to  practice  a profession,  shall  keep  such 
license  displayed  in  the  office  or  place  in 
which  he  or  she  practices,  and  place  and  keep 
placed,  in  a conspicuous  place  at  each  en- 
trance thereto,  a sign,  in  intelligible  letter- 
ing not  less  than  one  inch  in  height,  con- 
taining the  name  of  such  person  and  imme- 
diately followed  by  the  recognized  abbrevia- 
tion indicating  the  professional  degree,  if 
any,  held  by  such  person.  In  addition  to  the 
foregoing,  those  persons  licensed  to  prac- 
tice osteopathy,  chiropractic,  chiropody  or 
optometry  shall  cause  to  be  placed  upon  such 
signs,  in  lettering  of  equal  height,  the  word, 
“Osteopath,”  “Chiropractor,”  “Chiropodist” 
or  “Optometrist,”  as  the  case  may  be;  Pro- 
vided, further,  the  same  wording  shall  be 
used  in  all  signs,  announcements,  stationery 
and  advertisements  of  such  licensees. 

Sec.  3.  That  section  71-208,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows : 

71-208.  Within  ninety  days  after  the  ef- 
fective date  of  this  act,  every  person  holding 
a certificate  under  the  laws  of  this  state  au- 
thorizing such  person  to  practice  any  system 
or  mode  of  treating  the  sick  or  afflicted  in 
this  state,  whether  practicing  now  or  here- 
after licensed  to  practice,  shall  have  it  regis- 
tered in  the  office  of  the  county  clerk  of  the 
county  where  such  person  is  practicing,  pro- 
poses to  practice  or  maintains  his  or  her 
principal  place  of  business.  Registration 
shall  be  made  in  a register  kept  by  the 
county  clerk  for  such  purpose.  The  register 
shall  be  alphabetically  arranged  and  show 
the  following  information  in  regard  to  the 
certificate  and  the  person  to  whom  the  cer- 
tificate is  issued:  (a)  Name;  (b)  residence; 
(c)  form  of  certificate  issued;  (d)  scope  of 
practice  permitted  thereunder,  as  prescribed 
on  said  certificate  so  registered;  (e)  num- 
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ber  and  date  of  said  certificate;  and  (f)  the 
date  of  registration  of  said  certificate.  Any 
person  engaging  in  said  practice  without 
having  registered  such  license,  as  herein  re- 
quired, shall  be  guilty  of  practicing  without 
a license  and  subject  to  the  penalties  of  this 
act.  The  county  clerk  shall  keep,  in  a book 
provided  for  that  purpose  and  furnished  by 
the  Department  of  Health,  a complete  list  of 
the  certificates  so  recorded  with  the  date 
of  the  record.  Said  book  shall  be  open  to 
public  inspection  during  office  hours.  The 
county  clerk  shall,  within  24  hours  after 
recording  of  a license,  forward  an  official 
notice  of  such  recording  to  the  Department 
of  Health;  Provided,  that  any  practitioner 
having  lost  his  original  certificate  may  pre- 
sent a copy  of  the  record  of  such  certificate 
or  his  annual  renewal  card  in  lieu  of  the 
original  certificate. 

Sec.  4.  That  section  71-802,  C.  S.  Supp., 
1941,  be  amended  to  read  as  follows: 

71-302.  The  board  of  examiners  provided 
in  the  preceding  section  shall  be  designated 
as  follows:  For  medicine  and  surgery,  Exam- 
iners in  Medicine  and  Surgery;  for  osteo- 
pathy, Examiners  in  Osteopathy;  for  chiro- 
practic, Examiners  in  Chiropractic;  for  den- 
tistry, Examiners  in  Dentistry;  for  opto- 
metry, Examiners  in  Optometry;  for  phar- 
macy, Examiners  in  Pharmacy ; for  em- 
balming, Examiners  in  Embalming;  for 
chiropody,  Examiners  in  Chiropody;  and  for 
veterinary  medicine  and  surgery,  Examiners 
in  Veterinary  Medicine. 

Sec.  5.  That  section  71-303,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-303.  Each  board  of  examiners  shall 
consist  of  three  members,  except  that  those 
in  dentistry  and  medicine  and  surgery  shall 
each  consist  of  five  members. 

Sec.  6.  That  section  71-304,  C.  S.  Supp., 
1941,  be  amended  to  read  as  follows: 

71-304.  Every  examiner  shall  be  and 
have  been  actively  engaged  in  the  practice 
of  his  or  her  profession  in  the  State  of  Ne- 
braska, under  a license  issued  in  this  state, 
for  a period  of  five  years  just  preceding  an 
appointment  on  such  board.  No  examiner  on 
the  Board  of  Examiners  in  Medicine  and  Sur- 
gery shall  serve  more  than  two  terms. 

Sec.  7.  That  section  71-305,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-305.  No  examiner  shall  be  connected 


in  any  manner  with  any  wholesale  or  jobbing 
house  dealing  in  supplies  or  instruments  hav- 
ing to  do  with  the  profession  of  said  exam- 
iner. Two  of  the  five  members  of  the  Board 
of  Examiners  in  Medicine  and  Surgery  shall 
be  officials  or  members  of  the  instructional 
staff  of  a class  “A”  medical  school  in  this 
state. 

Sec.  8.  That  section  71-306,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-306.  (a)  The  members  of  each  board 

of  examiners  shall  be  appointed  for  a term 
of  three  years,  except  as  herein  otherwise 
provided,  (b)  The  members  of  the  Board  of 
Examiners  in  Dentistry  shall  be  appointed 
for  a term  of  five  years,  (c)  The  members 
of  the  Board  of  Examiners  in  Medicine  and 
Surgery  shall  be  appointed  as  follows:  With- 
in thirty  days  after  the  passage  and  ap- 
proval of  this  act  five  members  shall  be 
appointed,  one  of  whom  shall  hold  office  un- 
til December  1,  1944,  one  until  December  1, 
1945,  one  until  December  1,  1946,  one  until 
December  1,  1947,  and  one  until  December 

1,  1948;  upon  the  expiration  of  said  several 
terms,  successors  shall  be  appointed  for 
terms  of  five  years  each,  (d)  The  term 
of  each  examiner  provided  for  herein  shall 
commence  on  the  first  day  of  December,  fol- 
lowing the  expiration  of  the  term  of  the 
member  whom  such  person  succeeds,  and 
shall  be  rotated  in  such  a manner  that  one 
examiner  shall  retire  each  year. 

Sec.  9.  That  section  71-311,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-311.  The  Department  of  Health  shall, 
as  far  as  practicable,  provide  by  rules  for 
the  conducting  of  the  business  of  the  several 
boards  of  examiners  by  mail.  Any  official 
action  or  vote  taken  by  mail  shall  be  pre- 
served in  the  records  of  the  department  and 
be  embodied  in  the  proper  minute  book  by 
the  Director  of  the  Bureau  of  Examining 
Boards.  At  least  a majority  of  each  board 
of  examiners  shall  be  present  at  any  exam- 
ination given  in  that  profession. 

Sec.  10.  That  section  71-601,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-601.  A license  to  practice  a profession 
may  be  revoked  or  suspended  when  the  li- 
censee is  guilty  of  any  of  the  following  acts 
or  offenses:  1.  Fraud  in  procuring  a license. 

2.  Immoral,  unprofessional  or  dishonorable 
conduct.  3.  Habitual  intoxication  or  addic- 
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tion  to  the  use  of  drugs.  4.  Conviction  of  a 
felony.  5.  Use  of  untruthful  or  improbable 
statements,  or  flamboyant,  exaggerated  or 
extravagant  claims,  concerning  such  licen- 
see’s professional  excellence  or  abilities,  in 
advertisements.  6.  Use  and  distribution  of 
literature  advertising  professional  abilities. 

7.  Other  unethical  advertising  practice. 

8.  Distribution  of  intoxicating  liquors  or 
drugs  for  any  other  than  lawful  purposes. 

9.  Wilful  or  repeated  violations  of  this  chap- 
ter or  the  rules  and  regulations  of  the  De- 
partment of  Health  relating  to  sanitation, 
quarantine  and  school  inspection.  10.  Un- 
lawful invasion  of  the  field  of  practice  of  any 
profession,  mentioned  in  this  chapter  which 
the  licensee  is  not  licensed  to  practice. 
11.  Failure  to  pay  annual  renewal  fees  as  out- 
lined in  section  71-209,  C.  S.  Supp.,  1941,  as 
amended  by  legislative  bill  149,  fifty-sixth 
session  of  the  Nebraska  State  Legislature, 
1943. 

Sec.  11.  That  section  71-602,  C.  S.  Supp., 
1941,  be  amended  to  read  as  follows: 

71-602.  For  the  purpose  of  the  preceding 
section  “unprofessional  conduct”  shall  in- 
clude any  of  the  following  acts:  1.  Solicita- 
tion of  professional  patronage  by  agents  or 
persons,  popularly  known  as  “cappers”  or 
“steerers,”  or  profiting  by  the  acts  of  those 
representing  themselves  to  be  agents  of  the 
licensee.  2.  Receipt  of  fees  on  the  assur- 
ance that  a manifestly  incurable  disease  can 
be  permanently  cured.  3.  Division  of  fees 
or  agreeing  to  split  or  divide  the  fees  re- 
ceived for  professional  services  with  any  per- 
son for  bringing  or  referring  a patient. 
4.  Assisting  in  the  care  or  treatment  of  a 
patient  without  the  consent  of  said  patient 
or  his  or  her  legal  representative.  5.  The 
use  of  any  letters,  words,  term  or  terms, 
either  as  a prefix,  affix,  or  suffix,  on  sta- 
tionery, in  advertisements  or  otherwise,  in- 
dicating that  such  person  is  entitled  to  prac- 
tice a system  or  mode  of  healing  for  which 
he  or  she  is  not  licensed.  6.  Advertisement 
of  any  medicine  or  means  whereby  monthly 
periods  of  women  can  be  regulated  or  the 
menses  reestablished  if  suppressed.  7.  Per- 
forming, procuring  or  aiding  and  abetting  in 
the  performance  or  procurement  of  a crim- 
inal abortion.  8.  Wilful  betrayal  of  a pro- 
fessional secret.  9.  Making  use  of  any  ad- 
vertising statements  of  a character  tending 
to  deceive  or  mislead  the  public.  10.  Ad- 
vertising professional  superiority  or  the  per- 
formance of  professional  services  in  a su- 


perior manner.  11.  Advertising  prices  for 
professional  service.  12.  Advertising  by 
means  of  a large  display,  light  signs  or  con- 
taining, as  a part  thereof,  the  representation 
of  a tooth,  teeth,  bridge  work  or  any  por- 
tion of  the  human  head  or  body.  13.  Em- 
ploying or  making  use  of  advertising  solici- 
tors or  free  public  press  agents.  14.  Adver- 
tising any  free  professional  services  or  free 
examination.  15.  Offering  discounts  or  in- 
ducements to  prospective  patients,  by  means 
of  coupons  or  otherwise  to  perform  profes- 
sional services  during  a given  period  of  time 
or  during  any  period  of  time  for  a lesser  or 
moT’e  attractive  price.  16.  Advertising  to 
guarantee  any  professional  service  or  to  per- 
form any  operations  painlessly.  17.  Adver- 
tising any  price  or  prices  of  corrective  de- 
vices or  services. 

Sec.  12.  That  section  71-603,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows : 

71-603.  The  Director  of  the  Department 
of  Health  shall  have  jurisdiction  of  pro- 
ceedings to  revoke  or  suspend  the  license  of 
any  licensee  practicing  under  this  article. 
When  any  licensee  shall  fail  to  pay  annual 
renewal  fees,  as  provided  in  section  71-209, 
C.  S.  Supp.,  1941,  as  amended  by  legislative 
bill  149,  fifty-sixth  session  of  the  Nebraska 
State  Legislature,  1943,  within  thirty  days 
after  they  become  due,  as  provided  in  said 
section,  the  license  of  such  person  shall  be 
automatically  revoked  at  the  expiration  of 
thirty  days  after  the  same  became  due,  with- 
out further  notice  or  hearing,  and  the  Direc- 
tor of  Health  shall  make  proper  record  of 
such  revocation.  For  any  other  cause  than 
the  nonpayment  of  renewal  fees,  a petition 
for  the  revocation  or  suspension  of  a license 
may  be  filed:  1.  By  the  Attorney  General 

in  all  cases.  2.  By  the  county  attorney  of 
the  county  in  which  the  licensee  resides  or 
has  practiced.  Said  petition  shall  be  filed  in 
the  office  of  the  Director  of  the  Bureau  of 
Examining  Boards  of  the  department  or  with 
some  other  person  designated  by  its  director. 

Sec.  13.  That  section  71-609,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-609.  The  proceeding  shall  be  summary 
in  its  nature  and  triable  as  an  equity  action. 
Affidavits  may  be  received  in  evidence  in  the 
discretion  of  the  Director  of  Health.  The 
Department  of  Health  shall  have  the  power 
to  subpoena  witnesses  and  compel  their  at- 
tendance in  the  same  manner  and  to  the 
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same  extent  as  the  district  courts  of  the 
state.  Depositions  may  be  used  by  either 
party.  Upon  the  completion  of  any  hearing 
held  hereunder,  the  director  shall  have  the 
power  to  enter  an  order  of  revocation  or  sus- 
pension of  a license.  The  licensee  shall  not 
engage  in  the  practice  of  any  profession  after 
a license  to  practice  the  same  is  revoked  or 
during  the  time  for  which  it  is  suspended. 
If  a license  is  suspended,  the  suspension  shall 
be  for  a definite  period  of  time  to  be  fixed 
by  the  director  and  such  license  shall  be  auto- 
matically reinstated  upon  the  expiration  of 
such  period  if  all  annual  renewal  fees  have 
been  paid.  If  such  license  is  revoked,  such 
revocation  shall  be  for  all  time;  Provided, 
that,  at  any  time  after  the  expiration  of  two 
years,  application  may  be  made  for  rein- 
statement of  any  licensee  whose  license  shall 
have  been  revoked;  such  application  shall  be 
addressed  to  the  Director  of  Health,  but  may 
not  be  received  or  filed  by  him  unless  accom- 
panied by  a written  recommendation  of  re- 
instatement by  the  board  of  examinei’s  in  the 
profession  of  the  petitioner.  The  Depart- 
ment of  Health  may  promulgate  such  rules 
and  regulations,  concerning  notice  and  hear- 
ing of  such  application,  as  are  deemed  neces- 
sary. 

Sec.  14.  That  section  71-613,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-613.  Both  parties  shall  have  the  right 
of  appeal  to  the  district  court  of  Lancaster 
County  at  any  time  within  thirty  days  after 
the  entry  of  the  order  by  the  secretary  of 
the  department.  The  filing  of  a notice  in 
writing  of  the  intention  to  take  such  an  ap- 
peal, with  the  Director  of  the  Department  of 
Health  within  ten  days  after  the  entry  of  the 
order,  shall  be  sufficient  notice  to  the  adverse 
party,  of  the  intention  to  appeal.  A duly  cer- 
tified transcript  of  all  pleadings,  upon  which 
the  cause  was  tried  before  the  department, 
shall  be  filed  in  the  office  of  the  clerk  of  said 
district  court,  which  shall  complete  the  ap- 
peal. The  trial  in  the  district  court  upon 
such  appeal  shall  be  de  novo  and  be  upon  the 
issues  joined  before  the  Director  of  the  De- 
partment of  Health,  except  as  the  district 
court  may  allow  amendments  thereto,  which 
shall  be  governed  by  the  usual  rules  of  plead- 
ing in  that  court. 

Sec.  15.  That  section  71-614,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-614.  The  cause  shall  be  heard  at  a 


time  fixed  by  the  district  court.  It  shall  be 
advanced  and  take  precedence  over  all  other 
cases  upon  the  court  calendar  except  com- 
pensation and  criminal  cases. 

Sec.  16.  That  section  71-701,  C.  S.  Supp., 
1941,  be  amended  to  read  as  follows: 

71-701.  The  following  fees  shall  be  col- 
lected by  the  Department  of  Health  and 
turned  into  the  state  treasury  as  is  now  pro- 
vided by  law:  1.  For  a license  to  practice 

medicine  and  surgery,  osteopathy,  dentistry, 
chiropractic,  embalming  and  chiropody  is- 
sued upon  the  basis  of  an  examination  given 
by  the  board  of  examiners,  twenty-five  dol- 
lars. 2.  For  a license  to  practice  any  of  the 
professions,  enumerated  in  subdivision  1 
hereof,  issued  without  examination  upon  a li- 
cense granted  in  another  state,  territory  or 
the  District  of  Columbia,  fifty  dollars.  3.  For 
a license  to  practice  veterinary  medicine  and 
surgery  or  optometry  issued  upon  the  basis 
of  an  examination  given  by  the  board  of  ex- 
aminers, twenty  dollars.  4.  For  a license  to 
practice  any  of  the  professions,  enumerated 
in  subdivision  3 hereof,  issued  without  an  ex- 
amination upon  a license  granted  in  another 
state,  territory  or  the  District  of  Columbia, 
forty  dollars.  5.  For  a license  to  practice 
pharmacy  issued  upon  the  basis  of  an  exam- 
ination given  by  the  board  of  examiners, 
fifteen  dollars.  For  a license  to  practice 
pharmacy  issued  without  examination  on  a 
license  granted  by  another  state,  territory  or 
the  District  of  Columbia,  thirty  dollars. 
6.  Where  a segregated  examination  is  given, 
one  half  the  fixed  fee  shall  be  paid  when  the 
junior  is  taken  and  the  remaining  one  half 
when  the  senior  is  taken.  7.  For  the  an- 
nual renewal  of  a license  to  practice  any  of 
the  professions  enumerated  in  this  section 
the  fee  shall  be  as  follows:  Dentistry,  opto- 
metry, medicine  and  surgery,  osteopathy, 
chiropractic,  chiropody,  embalming  and  vet- 
erinary medicine  and  surgery,  one  dollar. 
Pharmacv,  three  dollars.  All  monev  paid  as 
renewal  fees  shall  be  kept  in  a separate  fund 
to  be  used  for  the  benefit  of  the  profession 
so  paying  such  fees.  8.  For  a certified  state- 
ment that  a licensee  is  licensed  in  this  state, 
one  dollar.  9.  For  duplicate  original  license, 
one  dollar  . 

Sec.  17.  That  section  71-801,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-801.  Any  person  engaging  in  the  prac- 
tice of  any  profession,  for  which  a license  is 
required  by  this  article,  without  such  a li- 
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cense  may  be  restrained  by  temporary  and 
permanent  injunctions. 

Sec.  18.  That  section  71-1401,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-1401.  For  the  purpose  of  this  chapter 
the  following  classes  of  persons  shall  be 
deemed  to  be  engaged  in  the  practice  of 
medicine  and  surgery:  1.  Persons  who  pub- 
licly profess  to  be  physicians,  surgeons  or  ob- 
stetricians or  publicly  profess  to  assume  the 
duties  incident  to  the  practice  of  medicine, 
surgery  or  obstetrics  or  any  of  their 
branches.  2.  Persons  who  prescribe  and  fur- 
nish medicine  for  some  illness  or  treat  the 
same  by  surgery.  3.  Persons  holding  them- 
selves out  to  the  public  as  being  engaged  in 
the  diagnosis  or  treatment  of  diseases,  ail- 
ments or  injuries  of  human  beings.  4.  Per- 
sons who  suggest,  recommend  or  prescribe 
any  form  of  treatment  for  the  intended  pal- 
liation, relief  or  cure  of  any  physical  or  men- 
tal ailment  of  any  person.  5.  Persons  who 
maintain  an  office  for  the  examination  or 
treatment  of  persons  afflicted  with  ailments, 
diseases  or  injuries  of  the  human  mind  or 
body.  6.  Persons  who  attach  to  their  name 
the  title  M.  D.,  surgeon,  physician,  physician 
and  surgeon,  doctor  or  any  word  or  abbrevia- 
tion indicating  that  they  are  engaged  in  the 
treatment  or  diagnosis  of  ailments,  diseases 
or  injuries  of  human  beings. 

Sec.  19.  That  section  71-1402,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-1402.  The  preceding  section  shall  not 
be  construed  to  include  the  following  classes 
of  persons:  1.  Persons  rendering  gratuitous 
services  in  cases  of  emergency.  2.  The  ad- 
ministration of  ordinary  household  remedies. 

3.  The  members  of  any  church  practicing 
their  religious  tenets;  Provided  they  do  not 
prescribe  or  administer  drugs  or  medicines, 
perform  surgical  or  physical  operations  nor 
assume  the  titl  of  or  hold  themselves  out  to 
be  physicians  or  surgeons  and,  provided  fur- 
ther, that  such  members  shall  not  be  exempt 
from  the  quarantine  laws  of  this  state. 

4.  Students  of  medicine  and  surgery  who 
have  completed  at  least  two  years’  study  in 
an  accredited  school  and  who  gratuitously 
prescribe  for  and  treat  disease  under  the  su- 
pervision of  a licensed  physician  or  while 
serving  an  internship  in  an  accredited  hos- 
pital. 5.  Physicians  and  surgeons  of  the 
United  States  army,  navy,  public  health  or 
marine  hospital  service,  when  acting  in  the 


line  of  duty  in  this  state.  6.  Physicians  and 
surgeons  (graduates  of  an  accredited  medical 
school  with  the  degrees  of  Doctor  of  Medi- 
cine) licensed  in  another  state,  when  inci- 
dentally called  into  this  state,  for  consulta- 
tion with  a physician  and  surgeon  licensed  in 
this  state,  or  physicians  and  surgeons  resid- 
ing on  the  border  of  a neighboring  state,  duly 
licensed  under  the  laws  thereof  to  practice 
medicine  and  surgery,  but  who  do  not  open 
an  office  or  maintain  or  appoint  a place  to 
meet  patients  or  to  receive  calls  within  this 
state.  7.  Dentists  practicing  their  profes- 
sion, when  licensed  and  practicing  in  accord- 
ance with  the  provisions  of  Article  12,  Chap- 
ter 71,  Compiled  Statutes  of  Nebraska,  1929. 
8.  Optometrists  practicing  their  profession, 
when  licensed  and  practicing  under  and  in 
accordance  with  the  provisions  of  Article  16, 
Chapter  71,  Compiled  Statutes  of  Nebraska, 
1929.  9.  Osteopaths  practicing  their  pro- 

fession, if  licensed  and  practicing  under  and 
in  accordance  with  Article  17,  Chapter 
71,  Compiled  Statutes  of  Nebraska,  1929. 

10.  Chiropractors  practicing  their  profes- 
sion, if  licensed  and  practicing  under  Article 

11,  Chapter  71,  Compiled  Statutes  of  Ne- 
braska, 1929.  11.  Chiropodists  practicing 

their  profession,  when  licensed  and  prac- 
ticing under  and  in  accordance  with  the  pro- 
visions of  Article  10,  Chapter  71,  Compiled 
Statutes  of  Nebraska,  1929.  12.  Any  licen- 

tiates, licensed  under  the  laws  of  this  state 
to  practice  a limited  field  of  the  healing  art, 
not  heretofore  specifically  named,  when  con- 
fining themselves  strictly  to  the  field  for 
which  they  are  licensed,  not  assuming  the 
title  of  physician,  surgeon  or  physican  and 
surgeon,  and  not  professing  or  holding  them- 
selves out  to  administer  or  prescribe  drugs 
in  any  form,  perform  operative  surgery  with 
instruments  or  practice  obstetrics.  13.  Every 
act  or  practice  falling  within  the  field  of  the 
healing  art,  not  specially  excepted  herein, 
shall  constitute  the  practice  of  medicine  and 
surgery. 

Sec.  20.  That  section  71-1403,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-1403.  (A)  Each  applicant  for  a license 
to  practice  medicine  and  surgery,  except  per- 
sons now  licensed  to  practice  osteopathy  in 
the  State  of  Nebraska,  shall:  1.  Present  proof 
that  he  or  she  is  a graduate  of  an  accredited 
high  school  or  has  an  educational  equivalent, 
as  that  term  is  hereinbefore  defined.  2.  Pre- 
sent to  the  Department  of  Health  a certifi- 
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cate  of  ability  in  anatomy,  physiology,  chem- 
istry, bacteriology,  pathology  and  hygiene 
issued  by  the  Board  of  Basic  Sciences. 

3.  Present  proof  that  he  or  she  is  a graduate 
of  an  accredited  medical  school  or  college. 

4.  Pass  an  examination  prescribed  and  con- 

ducted by  the  Board  of  Examiners  in  Medi- 
cine and  Surgery,  and  approved  by  the  Di- 
rector of  Health,  covering  the  following  sub- 
jects: Obstetrics,  pathology,  physiology, 

principles  and  practice  of  medicine  and  sur- 
gery as  taught  in  accredited  medical  schools 
or  colleges,  operative  surgery,  bacteriology, 
gynecology,  materia  medica,  therapeutics, 
toxicology,  hygiene,  medical  jurisprudence 
and  such  other  subjects  as  the  board  of  ex- 
aminers shall  prescribe.  (B)  Any  person 
now  licensed  to  practice  osteopathy  in  the 
State  of  Nebraska  may,  if  application  is 
made  prior  to  July  1,  1948  and  upon  pay- 
ment of  the  prescribed  fee,  take  the  first 
regular  examination  given  after  the  applica- 
tion is  made  before  the  Board  of  Examiners 
in  Medicine  and  Surgery.  If  such  person  is 
successful  in  passing  such  examination,  he  or 
she  shall  receive  a license  to  practice  medi- 
cine and  surgery  in  the  State  of  Nebraska; 
Provided,  however,  that  any  doctor  of  osteo- 
pathy, now  licensed  and  practicing  in  the 
State  of  Nebraska  and  who  is  able  to  show 
satisfactory  evidence  of  having  taken  and 
successfully  passed  the  regular  examination 
in  medicine  and  surgery,  shall  be  issued  a li- 
cense hereunder  upon  payment  of  the  pre- 
scribed fee. 

Sec.  21.  That  section  71-1404,  Compiled 
Statutes  of  Nebraska,  1929,  be  amended  to 
read  as  follows: 

71-1404.  An  accredited  medical  school  for 
the  purpose  of  this  article  shall  be  one  ap- 
proved by  the  Department  of  Health  upon 
the  recommendation  of  the  Board  of  Exam- 
iners in  Medicine  and  Surgery  and  shall  fur- 
ther be  defined  as  and  have  the  following 
requirements  and  standards:  1.  A legally 
chartered  medical  school  or  college  requiring 
for  admission  at  least  two  years  credit  from 
an  accredited  college  or  university  of  this  or 
some  other  state,  which  requirements  shall 
be  regularly  published  in  all  the  advertise- 
ments and  in  each  prospectus  or  catalog 
issued  by  such  medical  college  or  school. 
2.  That  such  medical  college  or  school  in 
good  standing,  hereinafter  referred  to  as 
“it”  or  “its,”  shall  show  evidence  of  modern 
methods  in  all  its  branches  of  instruction 
and  demonstration.  3.  That  its  equipment 


and  facilities  for  medical  instruction  shall 
be  modern  and  shall  be  kept  up  to  date. 
4.  That  it  shall  keep  and  maintain  a library 
consisting  of  up  to  date  text  books  and  peri- 
odicals dealing  with  medical  subjects  and 
questions.  5.  That  it  shall  have  access  to, 
own  or  control  a hospital  and  conduct  a dis- 
pensary for  indigent  patients,  in  both  of 
which  its  students  shall  be  required  to  regu- 
larly participate  in  the  treatment  of  cases. 

6.  That  it  shall  have  a faculty  of  at  least 
eight  who  devote  their  entire  time  to  the 
teaching  of  medicine  and  its  associated 
branches  in  said  school  and  the  remainder 
of  the  faculty  shall  be  composed  of  repre- 
sentative members  of  the  medical  profession. 

7.  That  it  shall  also  require,  as  a requisite  for 

granting  of  its  professional  degree,  attend- 
ance upon  at  least  four  courses  of  lectures 
of  eight  months  each,  no  two  of  such  courses 
to  be  held  concurrently.  8.  That  it  shall  have 
a full  faculty  of  capable  instructors  in  all  of 
the  different  branches  of  medical  education, 
to-wit : Anatomy,  physiology,  biological 

chemistry,  pharmocology,  pathology,  public 
health  materia  medica,  therapeutics,  obstet- 
rics, bacteriology  and  immunology,  medical 
jurisprudence,  gynecology  and  the  principles 
and  practice  of  medicine  and  surgery  and 
especially  requiring  ample  clinical  instruc- 
tion in  the  general  subjects  of  medicine,  sur- 
gery and  obstetrics.  9.  That  it  shall  meet 
and  maintain  such  other  minimum  standards 
prescribed  at  the  discretion  of  the  Board  of 
Examiners ; Provided,  however,  that  such 
minimum  standards  shall  apply  equally  to  all 
accredited  schools.  10.  That  it  shall  permit 
inspections  by  the  department.  11.  An  os- 
teopathic school  or  college,  fulfilling  all  the 
foregoing  requirements,  shall  not  be  refused 
standing  as  an  accredited  medical  school  be- 
cause it  may  also  specialize  in  giving  instruc- 
tion according  to  any  special  system  of  heal- 
ing. 

Sec.  22.  That  section  71-1405,  Compiled 
Statutes  of  Nebraska,  1929,  and  original 
sections  71-205,  71-208,  71-303,  71-305, 

71-306,  71-311,  71-601,  71-602,  71-603, 

71-609,  71-613,  71-614,  71-801,  71-1401, 

71-1402,  71-1403,  71-1404,  Compiled  Statutes 

of  Nebraska.  1929;  and  original  sections 
71-206,  71-302,  71-304,  71-602,  71-701,  C.  S. 
Supp.,  1941,  are  repealed. 

Sec.  23.  Since  an  emergency  exists,  this 
act  shall  be  in  full  force  and  take  effect, 
from  and  after  its  passage  and  approval,  ac- 
cording to  law. 


Proceedings  of  Third  State-Wide  Health 
Conference 

May  17,  1943 

Discussion  on  Medical  Care  Needs  in  Nebraska 


In  the  last  two  years  we  have  found  that  we  have 
met  quite  a few  medical  problems  that  we  did  not 
expect.  President  Coolidge  called  the  first  public 
health  conference  and  had  a hand  in  forming  one 
of  the  committees  at  Stanford  University.  That 
was  but  the  beginning. 

What  is  the  problem?  What  is  confronting  us? 
From  the  point  of  view  of  the  Health  of  the  people, 
this  should  be  discussed. 

Statistics  gathered  from  a Health  Bulletin:  It  is 
quite  astounding  to  note  that  out  of  50,000  young 
men,  22%  were  rejected  because  of  physical  dis- 
abilities; 10%  were  given  limited  service;  one  out 
of  three  were  rejected  for  military  services.  Among 
rural  people  72  to  78%  would  have  been  rejected 
for  military  services,  had  they  been  called.  A large 
percent  of  this  would  be  serious  physical  disabilities, 
perhaps  18%. 

Onlv  during  times  of  war  do  we  seem  to  recog- 
nise this  problem.  However,  the  above  statistics 
should  not  be  generalized  on  the  basis  of  rejections 
from  military  services.  Some  rejections  in  the 
early  days  of  Selective  Service  were  made  on  very 
minor  nhvsical  defects.  An  over-all  figure  will  "uve 
an  entirely  erroneous  impression.  Ninety-odd  per- 
cent would  have  been  taken  into  the  German  Army 
and  would  have  made  good  soldiers. 

Dr.  Anderson  presented  maps  of  Nebraska  in  1923 
and  1943,  showing  the  distribution  of  physicians  in 
Nebraska  and  surrounding  states.  “In  some  coun- 
ties in  1923,  there  was  one  phvsician  for  every  800 
peonle.  and  in  other  counties  for  even  more  people. 
In  1943  there  are  some  counties  entirely  without 
phvsicians  due  to  the  War.  One  physician  to  every 
800  people  is  considered  excellent,  and  one  to  every 
1500  people  is  considered  good  at  this  time.  But 
there  are  counties  which  have  one  physician  for 
everv  3000  people.  However,  the  numbers  of  the 
physicians  do  not  tell  the  whole  story.  More  older 
phvsicians  are  on  the  job  during  1938  than  during 
1923.  Physicians  from  55  to  65  are  only  % as  effi- 
cient. 

“Nebraska  is  primarily  an  agricultural  state.  Peo- 
ple depend  on  the  welfare  of  the  fanner.  Due  to 
the  drouths  and  economic  conditions  the  farm  pop- 
ulation tends  to  fall  off.  Since  sparse  population 
of  rural  areas  shows  an  average  of  about  1%  per- 
sons per  square  mile,  the  matter  of  isolation  enters 
in.  It  is  unlikely  and  undesireable  to  expect  any 
marked  return  to  the  rural  areas.  People  who  have 
gone  into  industrial  work  will  be  slow  in  returning. 
In  the  Farm  Population,  even  good  years,  we  will 
always  find  families  who  have  but  a subsistence 
living.  This  and  the  fact  that  they  are  isolated 
m°kes  matters  more  serious.  We  can  also  anticipate 
that  phvsicians  will  be  slow  to  return  to  the  rural 
aroas  and  small  towns.” 

To  what  extent  is  this  the  nature  of  the  problem 
in  your  community?  It  seems  that  the  poor  people 
can  recei/e  medical  care  through  county  funds;  well- 
to-do  people  must  go  farther  to  get  medical  care; 


but  people  of  standard  means  are  left  stranded. 
Will  the  rural  doctors  come  back  to  these  commu- 
nities after  the  war?  The  group  of  common  people 
are  wondering  who  will  give  them  medical  care. 
They  have  been  in  need  of  proper  care  before,  but 
now  more  than  ever.  They  need  the  clinics  and 
doctors  for  consultants.  For  the  approximately  1800 
people  in  Dawson  county  there  are  18  physicians 
all  of  whom  are  older  men. 

Is  this  problem  so  much  a lack  of  physicians  as 
it  is  a lack  of  financial  means  of  paying  them.  In- 
digents receive  care  only  in  the  case  of  an  emer- 
gency. What  about  the  care  needed  to  keep  healthy, 
not  only  for  the  indigent  but  for  the  moderate  class 
of  people  as  well  ? 

Nebraska  has  not  used  the  provisions  of  taxes 
widely. 

There  are  only  1300  active  physicians  in  Nebraska. 
We  can  hardly  expect  brilliant  men  to  go  to  the 
sparsely  settled  areas.  The  reason  a doctor  can 
not  succeed  in  a rural  community  is  because  the 
people  of  the  community  go  to  a city  doctor  for 
anything  serious  and  where  they  feel  sure  they  will 
get  expert  care. 

Some  member  of  the  State  Health  Department 
should  see  that  sufficient  medical  care  is  provided. 

People  pay  taxes  for  medical  care  but  receive 
no  care  for  it.  But  do  rural  people  really  want 
medical  care  ? They  usually  think  of  it  only  in  an 
emergency.  There  should  be  a program  of  pre- 
ventive medicine  presented  to  home-makers. 

If  a farmer  could  know  that  he  could  get  com- 
plete medical  services  for  his  entire  family  for  $30 
to  $50,  he  would  be  more  likely  to  utilize  the  med- 
ical care  placed  at  his  disposal. 

So  many  people  are  so  far  from  a physician  that 
valuable  time  may  be  lost  in  reaching  him. 

People  do  not  have  “time”  to  go  to  the  doctor. 
This  brings  in  the  problem  of  education. 

The  dental  aspect  must  be  considered.  We  have 
always  been  short  of  dentists  and  tooth  decay  is 
steadily  increasing.  21%  of  military  rejectees  were 
rejected  for  dental  defects.  The  cost  of  dental  care 
to  a family  would  very  likely  equal  that  of  medical 
care.  Dental  care  after  a mouth  has  been  fully  re- 
paired has  been  reported  to  cost  approximately  4c 
per  day.  The  initial  cost  is  the  greatest. 

Has  anything  been  done  to  take  care  of  the  dental 
and  medical  defects  of  the  selective  service  reject- 
ees ? These  people  were  informed  as  to  what  was 
wrong  with  them,  but  no  effort  was  made  to  take 
care  of  them  systematically.  In  the  state  of  Mary- 
land and  Virginia  a set-up  was  inaugurated  to  cor- 
rect these  defects,  but  this  was  abandoned  because 
it  was  not  workable. 

Education  is  of  greatest  importance  in  health 
preservation.  Unless  the  program  is  begun  in  in- 
fancy it  is  not  workable. 

Finance  has  an  important  place  in  the  picture,  but 
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this  has  changed  in  the  last  ten  years.  The  problem 
is  still  how  to  get  medical  care  to  the  greatest  bulk 
of  the  people.  More  people  would  get  adequate 
medical  care  if  they  would  set  aside  a reasonable 
sum  of  money  with  which  to  pay  for  it.  The  legis- 
lature set  up  county  health  units  but  made  no  pro- 
visions for  financing  them  adequately. 

The  key-note  of  the  problems  are  educational 
and  economic  situations. 

How  can  younger  men  be  persuaded  to  go  to  the 
rural  community?  If  the  situation  is  made  attrac- 
tive, they  would  be  more  likely  to  go  there.  A 
doctor,  in  order  to  do  his  best  work,  must  have 
adequate  tools  with  which  to  work.  Providing 
him  with  such  tools  would  be  considered  making 
the  situation  an  attractive  one.  The  pre-payment 
plan  is  desirable. 

Socialized  medicine  is  commonly  classified  the 
same  as  State  Medical  Care.  Socialized  medicine 
is  any  means  of  bringing  medical  care  to  all  of  the 
people.  A cooperative  working  of  a medical  pro- 
gram is  needed  in  this  state.  If  people  cooperate 
and  pre-pay  their  physicians,  this  is  not  socialized 
medicine. 

The  state  of  Nebraska  is  one  of  the  most  back- 
ward in  the  matter  of  taxes. 

Some  people  work  short  hours  and  have  time 
to  go  for  medical  care,  while  farmers  and  others 
work  seventy  and  eighty  hours  per  week,  need  the 
care  more,  but  haven’t  the  time  to  go  for  it.  There 
must  be  some  way  of  seeing  that  these  men  have 
means  of  support  in  order  to  hold  them  in  the  rural 
areas. 

A disadvantage  of  the  pre-payment  plan  is  that 
sometimes  medical  care  can  not  be  obtained  after 
it  has  been  paid  for  because  of  the  war  or  other 
factors. 

The  people  alone  can  not  do  it;  the  government 
can  be  a great  cooperator.  England  has  a good 
organization  of  the  economic  side  of  medicine. 


“To  be  an  asset  to  your  country — guard  your 
health.” 

It  is  recognized  that  public  health  programs  are 
useful  things.  In  the  long  run  they  are  very  im- 
portant in  the  rural  community.  Health  depart- 
ments for  the  city  or  state  require  money.  A good 
figure  for  public  health  is  $1.00  per  capita.  A good 
job  can  be  done  for  less  than  that  in  thickly  settled 
areas.  In  New  York  City,  it  is  done  for  70c  per 
individual.  They  did  not  hesitate  to  accept  money 
from  the  government. 

“It  seems  to  me,”  stated  Dr.  Rice,  “you  should 
first  purchase  public  health  by  spending  money  to 
buy  it.  You  must  figure  that  you  will  pay  money 
to  do  it.  When  public  health  is  once  established, 
you  can  then  do  your  first  work.  Not  only  should 
you  provide  the  right  set-up  for  educational  services 
but  also  clinics.  Group  together  those  who  wish 
to  prepay,  and  pf>->T  them,  perhaps  with  some  as- 
sistance from  the  State.” 

The  people  themselves  are  responsible  for  edu- 
cating the  people.  The  State  Department  of  Health 
can  do  nothing  by  itself. 

The  community  hesitates  to  use  the  services  of 
the  public  health  nurse,  although  she  is  expert.  The 
doctors  have  not  yet  learned  to  use  the  public 
health  nurse.  Their  hands  are  tied.  One  unit  has 
already  folded  up  in  Nebraska.  If  the  people  were 
behind  them,  the  public  health  nurses  could  do  a 
great  work.  Better  health  could  be  maintained  if 
these  nurses  were  used  to  the  greatest  extent.  The 
time  has  come  for  the  public  health  nurse  to  do  a 
better  educational  job  by  doing  bedside  nursing, 
but  the  question  is  where  to  start.  Who  should 
receive  this  care  ? Those  who  would  require  the 
most  time  spent  at  their  bedside  would  learn  the 
least  from  it. 

In  summarizing  the  discussion,  we  are  reminded 
of  three  major  points  that  enter  into  the  Medical 
Care  Needs  of  Nebraska:  Education  of  the  people, 
financial  support,  and  an  adequate  and  even  dis- 
tribution of  physicians. 


Public  Health  Needs  in  Nebraska 

Group  Conference 


Mrs.  Roscoe  Hill,  Lincoln,  Presiding.  Mrs.  Hill 
introduced  the  following: 

Co-Chairman:  E.  W.  Hancock,  M.  D.,  Acting  Chief, 
Services  for  Crippled  Children. 

Reporter:  Col.  L.  0.  Weldon,  Liaison  Officer,  U.  S. 
Public  Health  Service,  7th  Service  Command,  Omaha. 
Guest  Consultants:  E.  R.  Coffey,  M.  D.,  Assistant 

Surgeon  General,  U.  S.  Public  Health  Service,  Wash- 
ington, D.  C.  D.  W.  Gudakunst,  M.  D.,  Dr.  Ph.,  New 
York  City;  Medical  Director,  National  Foundation 
for  Infantile  Paralysis,  Inc.  Reginald  M.  Atwater, 
M.  D.,  Ph.  D.,  New  York  City;  Executive  Secretary, 
American  Public  Health  Association. 

MRS.  HILL:  We  are  here  for  the  purpose  of 
discussing  public  health.  First  of  all,  it  might  be 


well  to  define  what  we  mean  by  public  health.  In 
this  particular  state,  we  find  that  there  is  a good 
deal  of  variation  in  opinion  as  to  what  public  health 
is,  and  what  are  the  objectives  and  procedures  in 
the  achievement  of  the  objectives.  That  is  one  of 
the  things  to  keep  in  mind.  Another  thing  to  keep 
in  mind  is  the  specific  problems  which  we  find  in 
Nebraska.  We  have  never  had  any  one  big  thing 
in  the  way  of  a problem  to  dramatize  health  needs 
for  the  state.  For  that  reason  it  is  a little  difficult 
to  arouse  interest  in  it.  We  have  problems  in  the 
communicable  disease  field;  in  tuberculosis;  one  of 
our  greatest  problems  is  in  the  maternal  and  child 
health  field;  we  have  great  needs  in  a preventive 
way  for  children;  we  have  a school  health  problem, 
as  very  little  if  anything  is  being  done  in  the  school 
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health  field;  there  is  an  increased  venereal  disease 
problem,  which  we  have  always  had  but  it  is  now 
increasingly  important  because  of  the  fluctuation  in 
population  and  the  advent  of  industrialized  and 
military  communities.  Last  but  not  least,  one  of  the 
important  problems  is  sanitation  in  the  public  health 
field.  We  have  done  virtually  nothing  in  the  way 
of  inspection  of  milk  supplies,  water  supplies,  food 
supplies,  disposal  plants,  etc. 

We  have  those  problems  in  Nebraska,  which 
means  we  have  a public  health  program  greater 
than  most  people  recognize.  In  the  past  we  have 
not  had  very  much  in  the  way  of  tools  for  combat- 
ting that  problem.  I would  like  to  have  the  dis- 
cussion started  off  by  having  Dr.  Hancock  present 
to  us  some  of  our  organization  problems  in  the  ad- 
ministration of  public  health.  We  have  had  very 
little  to  work  with.  Unfortunately,  in  a discus- 
sion of  this  kind,  the  people  who  really  need  to 
know  are  not  present.  I do  believe  it  will  be  help- 
ful if  we  start  off  with  a statement  of  the  working 
tools  available  in  the  way  of  organization. 

DR.  HANCOCK:  There  are  many  in  this  room 

who  could  tell  you  about  the  State  and  local  public 
health  organization  much  better  than  I could.  Per- 
haps it  was  intended  that  the  statement  come  from 
an  unofficial  source.  It  so  happens  that  this  con- 
ference is  presided  over  by  Mrs.  Hill  who  is  a lay- 
man and  myself,  a dabbler  in  public  health,  neither 
of  us  holding  any  official  position  in  the  field.  Per- 
haps that  is  best  since  this  is  a joint  lay  and  pro- 
fessional conference.  I won’t  go  into  the  figures  on 
health  work  in  this  state.  You  all  know  we  have 
been  lowest  in  per  capita  appropriation  for  many 
years.  Our  Health  Department  has  been  the  under 
privileged  child  of  the  State  government.  Appro- 
priations are  low  and  its  functions  limited  by  State 
policies  and  by  public  opinion.  Many  important 
functions  which  should  be  carried  on  by  the  State 
Health  Department  are  done  or  allocated  to  some 
other  agencies.  Therefore,  more  money  is  being 
spent  than  shows  in  the  appropriations,  but  it  is 
being  spent  by  other  agencies.  We  are  still  very 
low. 

We  have,  of  course,  a State  Health  Department 
with  all  of  the  regulation  divisions  of  such  a de- 
partment. The  staff  is  so  small  that  little  or  no 
local  services  can  be  given.  It  is  necessarily  admin- 
istrative. That  is,  of  course,  good  organization  in 
the  State  Health  Department,  for  it  should  be  ad- 
ministrative and  not  give  local  services,  but  no  fa- 
cilities for  local  services  are  available.  We  have  a 
supervisory  agency  with  little  or  nothing  to  super- 
vise. We  have  a map  here  showing  the  local  health 
services.  We  can  see  that  the  local  services  are 
verv  limited.  You  will  see  the  areas  where  defense 
health  units  have  been  set  up:  in  the  Western  part 
of  the  state,  including  Alliance  and  Scottsbluff; 
Another  such  unit  in  the  Eastern  part  of  the  state, 
Cass  and  Sarpy  Counties;  Omaha-Douglas  County*; 
Dodcre-Saunders  Counties;  and  the  Grand  Island  and 
Hastings  area.  They  are  the  only  health  units  in 
existence  in  the  state  at  the  present  time.  Units 
in  other  counties  have  been  withdrawn  for  various 
reasons.  There  are  a few  Health  Councils  which 
are  working  to  improve  services  and  extend  them. 
There  is  a Medical  Care  program  in  Thomas  county, 

* The  discontinuation  of  this  unit  on  July  1st  through  al- 
leged lack  of  cooperation  by  the  Omaha  Health  Department  is 
at  this  writing  a subject  of  controversy. 


and  a Public  Health  Nursing  program  in  Dundy 
County  under  state  supervision.  That  doesn’t  quite 
give  a true  picture,  because  there  are  other  health 
services  such  as  voluntary  agencies,  local  subdivi- 
sions, etc.,  not  connected  with  the  State  Health  De- 
partment. Probably  the  State  Health  Department 
is  not  even  aware  of  some  of  them.  We  can  see 
that  Nebraska  is  without  local  public  health  services 
except  in  metropolitan  cities  and  defense  areas. 
When  we  say  that,  we  must  remember  that  those 
defense  area  units  are  just  temporary  and  there  is 
no  assurance  that  they  will  be  continued,  even  for 
the  duration  of  the  war,  because  requirements  dif- 
fer and  perhaps  some  plants  will  cease  to  oper- 
ate and  the  units  be  withdrawn.  Afterwards  they 
will  have  to  be  carried  on  locally  or  with  state  aid, 
and  they  may  be  lost  to  us.  I believe  that  is  a fair 
statement  of  our  machinery  and  tools  with  which 
we  have  to  work. 

MRS.  HILL:  I had  hoped  you  might  mention 

the  absence  of  any  authority  by  which  counties  can 
act  at  the  present  time.  A health  department  en- 
abling act  is  one  of  the  primary  things  to  consider 
when  we  discuss  public  health  needs.  Without  some 
enabling  act  it  seems  impossible  in  Nebraska  for 
counties  to  set  up  county  health  units  of  any  descrip- 
tion because  they  don’t  have  the  money  available  to 
set  them  up.  Unless  we  can  get  some  money  and 
authority  to  spend  it  on  local  communities,  we  will 
not  be  able  to  better  the  situation  very  much.  Let 
us  begin  our  questions,  or  just  expressions  of  public 
health  needs  in  your  own  home  communities. 

We  should  like  to  ask  these  gentlemen  as  to 
whether  public  health  programs  developed  in  com- 
munities in  this  country  have  been  developed  as  a 
result  of  the  wishes  of  the  people,  needs  of  the  peo- 
ple, desires  voiced  by  the  people  so  strongly  until 
they  had  public  health  machinery  established,  or  be- 
cause a few  people  saw  the  need  and  then  tried  to 
educate  the  people  as  to  the  needs.  There  are  two 
definite  points  of  procedure.  Which  should  come 
first  and  which  is  more  effective? 

DR.  ATWATER:  I hope  you  will  get  Dr.  Coffey 
to  tell  of  what  happened  in  Missouri. 

DR.  COFFEY : That  question  Mrs.  Hill  asked  as 
to  just  what  stimulates  the  organization  of  particu- 
larly a rural  health  department  is  one  we  have 
been  conjecturing  with  for  some  time.  I am  frank 
to  admit  I do  not  know  just  how  it  is  brought  about. 
In  about  1927  I was  sent  out  to  Missouri  to  receive 
some  field  training  and  after  that  to  work  in  the 
state  in  development  of  local  health  departments. 
My  first  experience  on  arriving  in  the  state  was  to 
notice  that  the  Mississippi  and  Missouri  rivers  were 
out  of  their  banks  and  I was  to  go  down  in  the 
flood  area  and  do  some  work.  Health  Departments 
had  already  been  organized  prior  to  the  flood  and 
they  were  on  the  job.  Just  what  prompted  the  or- 
ganization of  those  health  departments  I don’t  know. 
Perhaps  two  or  three  leading  citizens  who  realized 
how  they  could  meet  the  problems  of  the  community, 
or  perhaps  a delegation  of  people  who  got  together. 
It  takes  a few  leaders,  very  enlightened  citizens,  to 
become  articulate,  to  bring  the  other  citizens  in  the 
community  together  and  express  themselves  as  a 
group.  It  doesn’t  mean  any  one  particular  group 
or  organization,  because  you  are  likely  to  find  them 
rather  circumscribed  as  to  membership.  You  will 
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find  the  other  groups  saying,  “They  started  it,  let 
them  carry  on.”  The  proper  way  is  to  have  in- 
dividuals see  the  need,  call  a meeting  of  some  kind, 
present  those  needs,  organize  some  committees  and 
go  out  and  ferret  out  the  problems.  Find  out  just 
what  is  the  situation  or  the  particular  problems, 
such  as  sanitation,  communicable  disease,  maternal 
and  child  health,  etc.  Bring  the  committees  back  to 
make  reports  and  with  that,  in  the  average  com- 
munity in  the  United  States  and  in  Nebraska,  the 
local  officials  once  they  are  faced  with  the  situa- 
tion whereby  the  people  in  that  community  have  be- 
come articulate  and  have  demanded  that  service, 
will  provide  for  it.  Certainly  it  cannot  be  done  by 
sporadic  efforts  of  one  or  two  individuals.  All  citi- 
zens will  not  arise  in  toto.  Of  course,  in  times  of 
emergency  they  will  do  it.  While  I am  not  going  to 
answer  categorically  as  to  how  they  come  about, 
I hope  I have  given  some  idea. 

DR.  GUDAKUNST:  You  don’t  mean  to  shut  out 
the  possibility  of  a few  informed  people  going  to 
the  legislature  and  branches  of  the  government  and 
selling  them  the  idea. 

DR.  COFFEY : I have  no  confidence  in  health 

departments  started  by  a few  leading  citizens.  No 
health  department  can  be  successful  until  it  has  the 
support  of  the  great  majority  of  the  people.  Until 
they  realize  it  is  something  to  which  they  are  en- 
titled and  which  they  know  they  should  have.  Only 
by  that  are  you  going  to  place  it  in  a position  in 
a community  that  it  deserves. 

MRS  HOWEY : I would  like  to  ask  Dr.  Coffey  a 
question.  A group  of  us  represent  Lincoln  and  we 
have  been  interested  in  Bill  295.  Lincoln  has  voted 
in  favor  of  a county  health  unit.  We  have  hit  a 
snag.  We  understand  the  county  commissioners  are 
not  interested  in  a County  Health  unit. 

DR.  COFFEY : In  this  democratic  way  of  life, 

I am  sure  there  must  be  an  answer. 

DR.  GUDAKUNST:  Is  that  a fact  that  they 

are  not  interested?  So  many  times  we  assume  they 
are  not  interested. 

MRS.  HOWEY : I was  present  at  the  time  they 

said  they  were  not  in  favor. 

DR.  COFFEY : Usually  the  representatives  that 

we  elect  to  our  government  are  supposed  to  speak 
the  mind  of  the  people  and  to  act  for  the  people. 
So  it  is  unthinkable  that  over  any  period  of  time 
they  will  not  put  into  effect  the  things  in  which 
the  people  are  interested. 

MRS.  HILL:  When  I asked  one  of  our  Congress- 
men about  the  problem,  he  said,  “National  policy 
is  shaped  by  national  conversation  and  national  con- 
versation is  shaped  by  the  women.”  A survey  in 
Washington  on  conversation  showed  that  a topic  is 
popular  so  long  as  people  did  not  have  to  make  a 
decision.  Immediately  when  people  were  asked  to 
decide  for  or  against,  they  don’t  want  it  because  it 
is  controversial.  We  have  a hot  problem  and  no- 
body wants  to  hear  it  discussed.  How  are  we  going 
to  make  it  part  of  our  everyday  and  public  con- 
versation? That  is  going  to  take  more  than  women. 
I think  we  do  not  consider  what  public  health  means 
in  Nebraska  if  we  leave  the  impression  that  it  is 
something  that  only  the  women  are  interested  in.  I 


wonder  if  this  attitude  has  been  prevalent  any  place 
else. 

DR.  ATWATER:  I would  like  to  give  an  illus- 

tration of  how  one  community  did  it.  They  had 
been  bogged  down  in  getting  it  across  to  the  legis- 
lature. They  said,  “Our  problem  is  how  to  put  ‘sex 
appeal’  into  the  program.”  This  is  the  way  they 
did  it.  They  went  home  and  laid  down  the  plan  for 
enlightment  of  the  recalcitrant  legislators,  who  on 
a certain  day  went  to  their  desks  to  find  a very  sub- 
stantial number  of  letters  from  the  people  back  home 
that  really  counted.  These  particular  legislators 
were  definitely  influenced  favorably.  That  particu- 
lar bill  has  been  advanced  several  stages  since  that 
group  got  together  to  put  “sex  appeal”  into  it. 

MRS.  DUFF:  Is  the  Sandhill  program  considered 
a public  health  project? 

MRS.  HILL:  Is  that  all  a public  health  aim, 

or  is  it  organized  on  another  level  ? 

DR.  FRARY : I think  it  is  primarily  medical 

care,  but  the  public  health  angle  is  very  much  in 
sight.  They  were  without  a doctor  in  that  region,  so 
it  had  to  be  primarily  medical  care. 

DR.  COFFEY : Would  Dr.  Atwater  or  Dr.  Guda- 
kunst  give  the  definition  of  public  health  ? 

DR.  ATWATER:  There  is  an  excellent  state- 

ment in  a publication  of  the  APHA  called  “Describ- 
ing the  main  functions  of  a public  health  depart- 
ment.” Copies  of  this  are  available  from  my  office. 

DR.  COFFEY : I have  a little  pet  definition  for 

public  health.  Back  in  Spokane  in  1933  or  ’34  I 
went  to  make  a talk  to  the  Woman’s  Club  there.  In 
the  course  of  the  talk  I gave  the  definition  of 
public  health.  I enumerated  the  three  things  that 
go  to  make  up  public  health:  1.  prevention  of  dis- 
ease; 2.  elevation  of  the  standards  of  health;  3.  pro- 
longation of  life.  I gave  those  three  things  as  a 
definition  for  public  health,  and  I got  back  to  reiter- 
ate these  three  things,  and  I gave  two  of  them  and 
then  I couldn’t  think  of  the  third  one.  I got  a happy 
thought  and  asked  the  audience,  and  nobody  could 
give  it,  so  I said  if  nobody  paid  any  more  attention 
than  that,  there  was  no  use  in  repeating  it. 

MRS.  HILL:  We  often  hear  the  comment  that 

the  reason  Nebraska  is  interested  in  public  health 
now  is  because  of  the  military  aspect,  and  that  other 
than  that  we  do  not  have  any  great  need  for  it. 
Colonel  Weldon,  will  you  speak  regarding  what  you 
have  observed? 

COL.  WELDON:  I think  Nebraska  has  been 

backward  in  public  health.  The  problems  you  have, 
have  been  exaggerated  by  the  war,  especially  around 
war  establishments.  It  is  an  exaggeration  of  condi- 
tions that  have  always  existed.  The  State  Health 
Department  is  of  comparatively  recent  development. 
Back  in  1913  the  control  of  milk,  food,  etc.,  was  un- 
der the  Department  of  Agriculture.  That  is  only 
30  years  ago,  but  still  rather  a long  time  ago  in  the 
history  of  this  state.  The  State  Health  Department 
was  very  poorly  organized  and  did  not  exert  itself. 
Public  health  matters,  especially  in  regard  to  food, 
milk,  etc.,  had  no  recognition  as  a public  health 
problem.  A good  example  as  a result  of  war  condi- 
tions is  when  we  see  military  establishments  sending 
a veterinary  or  medical  officer  out  to  do  work  which 
should  have  been  done  by  state  and  local  health  offi- 
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cials.  I think  that  constitutes  a very  serious  reflec- 
tion. It  is  something  the  State  Health  Department 
is  not  responsible  for  because  of  lack  of  legislation. 
The  legislators  say  it  is  going  to  cost  you  something. 
That  is  a very  powerful  argument.  The  problems 
that  exist  have  always  existed,  but  they  have  been 
exaggerated  and  brought  to  our  attention  by  the 
war. 

DR.  COFFEY:  Dr.  Weldon  stated  that  the  prob- 

lems of  public  health  in  Nebraska  have  been  accentu- 
ated by  the  war,  and  that  is  right.  I hope  as  we  go 
along  that  we  will  not  put  all  our  eggs  in  the  one 
basket  of  the  war,  because  when  the  war  is  over 
the  tendency  will  be  to  say  we  no  longer  have  the 
need,  so  let’s  go  back  to  pre-war  days.  Today  we 
are  more  moved  by  patriotism,  by  the  urgency  of  the 
need  of  keeping  people  on  the  job  and  keeping  people 
supplied  with  materials.  We  are  also  stimulated  by 
the  desire  to  win  this  war.  Those  things  accentuate 
our  efforts  and  our  thinking  toward  all  problems. 
It  will  be  a grave  mistake  to  put  all  of  your  empha- 
sis on  the  fact  that  we  need  public  health  depart- 
ments now  because  of  the  war.  These  boys  are 
going  to  be  coming  back  one  of  these  days;  the 
least  thing  we  can  offer  them  is  the  protection  from 
disease  and  the  sanitary  conditions  that  they  were 
accustomed  to  in  the  army.  They  should  come  back 
to  a place  decent  and  fit  to  live  in. 

MRS.  J.  R.  THOMPSON:  I am  speaking  for  the 
people  in  the  audience  who  would  like  to  know  about 
Bill  295,  its  present  status  and  how  they  can  help.* 

MRS.  HILL:  L.  B.  295  is  the  health  enabling 
legislation  which  is  pending.  So  far  as  I know  it  is 
on  General  File.  Two  weeks  ago  the  eyes  of  the 
legislature  were  focused  on  the  Lincoln  amendment. 
Now  the  attention  is  focused  on  this  meeting  today 
and  tomorrow.  I hope  we  can  have  sufficient  interest 
here  so  that  we  will  make  our  wishes  on  the  passage 
of  295  known  to  the  legislature,  and  that  we  may 
go  home  and  get  a little  of  that  “sex  appeal”  and 
get  other  people  to  write  and  wire  to  the  legisla- 
tors. I would  say  to  the  people  out  over  the  state 
who  are  interested  in  the  passage  of  295,  it  is  not 
going  to  be  enough  to  write  legislators  or  to  just  say 
“please  vote  for  295.”  295  in  its  present  form  wrill 
not  be  applicable  to  many  counties.  Damaging 
amendments  by  the  Committee  on  Health  and  Wel- 
fare have  been  added.  One  amendment  makes  it  im- 
possible for  counties  of  less  than  20,000  to  take 
advantage  of  it.  That  includes  most  of  the  coun- 
ties in  the  state.  You  must  let  the  legislators  know 
you  want  that  amendment  lifted.  Another  amend- 
ment prevents  a combination  of  counties  where  the 
population  is  so  small.  You  are  the  only  ones  who 
can  do  anything  about  that,  because  we  living  in 
counties  of  more  than  20,000  can  have  no  influence. 

In  order  to  get  the  ball  tossed  back  to  these  gentle- 
men, Dr.  Gudakunst,  we  hear  the  opposition  state- 
ment tossed  to  us  when  discussing  a public  health 
program  in  which  we  have  funds  coming  from  the 
county,  city  and  state  level,  that  it  is  just  one 
more  bureaucratic  control.  Are  we  in  this  state 
alone  in  thinking  that  is  a very  real  argument? 

DR.  GUDAKUNST:  We  have  heard  that  argu- 

ment all  over  the  country  in  response  to  any  pro- 
gram that  was  not  understood.  It  is  those  same 

* This  bill  was  passed  by  the  last  session  of  the  legislature. 


people  who  give  that  argument  who  have  no  hesi- 
tancy in  accepting  aid  for  construction  of  highways, 
schools,  public  utilities,  etc.  It  is  a straw  house, 
quite  easily  blown  down.  I am  sure  there  are  no 
deep,  dark  laid  plans  to  take  over  your  state  control. 
We  hear  it  many  places,  and  it  is  a purely  fallacious 
argument. 

MRS.  HILL:  Do  you  hear  that  argument  after 
the  units  are  running? 

DR.  GUDAKUNST:  It  doesn’t  evaporate.  It  un- 
dergoes a certain  metamorphosis.  It  usually  is 
“Give  us  some  more.”  The  ones  against  it  in  the 
first  place  are  the  loudest  for  more  money  after 
it  is  in  operation. 

DR.  COFFEY : I think  it  would  be  quite  to  the 

point  to  say  something  about  Federal  aid  in  public 
health.  I am  sure  that  those  of  us  in  the  Public 
Health  Service  who  have  had  a part  in  grant-in-aid 
programs  to  the  states  have  never  thought  of  it 
in  terms  of  purchasing  anything,  or  money  to  satis- 
fy needs.  We  have  thought  of  it  as  our  financial 
outlay  in  meeting  responsibility  to  the  nation  as 
a whole.  In  regard  to  interstate  control  of  diseases, 
we  realize  that  it  is  the  primary  responsibility  of  the 
states,  but  it  was  an  act  of  economy  to  assist  the 
states  in  carrying  on  active  programs  and  thereby 
minimizing  interchange  of  diseases  from  one  state  to 
another.  We  are  always  warned  that  way  and  can 
assist  in  protecting  any  state  bordering  the  state 
where  the  epidemic  might  arise.  It  is  an  opportunity 
for  more  rapid  control.  It  is  the  most  economical 
way  to  help  health  departments,  rather  than  to  put 
barriers  around  one  state  to  control  diseases  going 
from  one  state  to  another.  It  is  not  an  act  of 
Philanthropy;  it  is  a matter  of  public  health. 

DR.  HANCOCK:  We  have  had  several  surveys  in 
the  state.  All  the  surveys  recommended  about  the 
same  things,  but  it  might  be  well  to  recall  some 
of  the  things  recommended  in  a survey  made  by 
Dr.  Ferris.  1.  Enabling  legislation,  which  we  are  in 
the  process  of  getting.  2.  Organization  of  local 
units  either  on  county  or  district  basis.  3.  Gather- 
ing together  of  the  various  functions  which  should 
be  in  the  Health  Department.  4.  Finding  out  the 
tax  value  of  each  county  in  the  state  and  determine 
if  every  county  in  the  state  could  afford  a public 
health  program,  or  could  be  combined  in  district 
if  counties  too  small. 

I would  like  to  ask  one  of  these  men  what  the 
present  feeling  of  the  APHA  is  about  the  per  capita 
cost  of  adequate  health  services  in  both  urban  and 
rural  areas,  the  way  in  which  a health  department 
should  be  organized  (how  the  health  officer  should 
be  appointed,  salary,  etc.) 

DR.  ATWATER:  A can  summarize  it  by  saying  a 
good  deal  of  careful  attention  has  been  given  to 
that  particular  matter  in  the  last  few  months  by 
sub-committees  of  the  Committee  on  Administrative 
Practices  of  the  APHA.  American  Medical  Associa- 
tion at  the  last  meeting  a year  ago  passed  a resolu- 
tion saying  there  should  not  be  a single  area  of  the 
United  States  without  full  time  services.  This  com- 
mittee of  the  APHA  has  been  trying  to  implement 
that  practically  along  the  lines  Dr.  Hancock  has 
outlined. 

By  and  large,  you  cannot  have  a satisfactory  pub- 
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lie  health  unit  where  the  population  served  is  less 
than  50,000.  If  it  means  combining  counties  for  such 
a purpose,  then  counties  should  be  combined.  But  in 
any  case  you  must  have  50,000.  Must  have  60  to 
80c  per  capita  on  a minimum  basis  to  do  the  job, 
which  would  mean  a minimum  of  $30,000  out  of  a 
population  of  50,000.  You  would  have  to  pay  a 
trained  health  officer  not  less  than  $4,000  and  it  is 
generally  about  $4,500  for  any  kind  of  trained  man. 
You  would  need  a minimum  of  one  trained  health 
officer;  one  nurse  for  each  5,000  persons.  In  50,000 
population  would  mean  10  nurses.  For  each  10  there 
should  be  a person  trained  for  supervision.  A mini- 
mum of  two  persons  in  sanitation,  an  engineer  pro- 
fessionally trained  and  another,  not  necessarily  pro- 
fessionally trained.  Need  one  clerk  for  each  15,000. 
That  is  the  minimum  pattern  the  APHA  proposes. 
We  have  made  a preliminary  of  the  entire  country 
with  that  in  mind. 

In  Nebraska  there  are  93  counties.  According  to 
the  survey,  there  would  be  about  20  full  time  units 
to  cover  the  state  of  Nebraska  on  this  basis.  Other 
states  would  be  in  proportion.  In  the  country  as  a 
whole,  there  would  be  over  1,100.  This  is  not  as  dif- 
ficult a problem  as  it  seems  , because  there  are  over 
1,800  at  the  present  time.  A lot  of  them  can’t  be 
sustained  on  this  basis.  Not  necessarily  would  the 
counties  we  have  set  up  be  grouped  together  in  Ne- 
braska. However,  to  do  it  you  are  going  to  come 
out  with  something  like  20  units  in  Nebraska. 

MRS.  HILL:  Dr.  Parry  said  this  morning  that 

he  has  about  $2,500,000  for  a population  of  500,000. 
That  is  about  $5.00  per  capita. 

DR.  ATWATER:  Part  of  that  is  public  health  re- 
lief money. 

MR.  AYLESWORTH:  In  case  these  local  units 

as  outlined  by  Dr.  Atwater  were  established,  would 
it  or  would  it  not  require  as  large  an  amount  of 
administrative  personnel  as  we  have  now? 

DR.  ATWATER:  There  still  would  have  to  be  a 
Department  with  the  local  set-up  and  a relationship 
of  the  whole  thing.  I can’t  think  of  there  being  less 
demand  for  state  administration.  You  would  prob- 
ably have  to  have  more  rather  than  less  state  super- 
vision. 

MRS.  SELLERS:  In  the  rural  sections  where  we 
have  no  physicians  or  hospitals,  I am  wondering  if 
health  centers  would  be  implicated  in  the  establish- 
ment of  public  health  units. 

DR.  ATWATER:  Our  plan  assumes  there  will  be 
a place  prepared,  with  sub-stations,  where  these 
services  can  be  administered.  The  committee  is  very 
favorable  toward  the  linkage  of  that  with  already 
existing  facilities.  There  has  got  to  be  a place  where 
these  services  can  be  rendered.  They  can  be  very 
simple. 

MRS.  SELLERS:  The  other  problem  is  educa- 

tion in  Nebraska.  It  is  all  very  well  to  say  that 
public  health  units  must  be  established  by  local  ef- 
fort. We  have  hindered  the  State  Health  Depart- 
ment by  not  giving  them  adequate  funds  for  educa- 
tion. If  you  live  in  a community  where  you  have  to 
depend  on  someone  many  miles  away,  then  how  are 
you  going  to  get  a community  feeling  in  the  organi- 
zation of  Health  Councils?  We  need  a very  ade- 
quate appropriation  for  education  in  health  matters. 


MRS.  HILL:  We  have  talked  today  about  the 

needs  in  Nebraska.  We  have  talked  a little  about 
the  machinery  we  have  to  work  with  and  now  we 
must  turn  our  attention  toward  the  goals  to  be 
reached  or  we  are  not  going  to  get  anywhere.  We 
then  must  consider  the  state  department,  the  local 
units  that  will  help  us  arrive  at  the  goals.  We 
need  a little  clarification  in  thinking  about  those 
goals  and  come  back  with  what  we  really  want.  See 
whether  or  not  we  have  adequate  machinery  in  our 
state  department  or  whether  it  needs  to  be  increased. 

DR.  ATWATER:  It  is  suggested  about  $4,000  for 
a health  officer.  That  brings  to  mind  the  fact  that 
you  have  legislation  pending  now  for  the  salary  of 
the  Director  of  Health  which  pays  about  $3,000.  It 
was  to  be  increased  to  $5,000  and  now  settled  back  to 
$4  000.  The  point  is,  we  cannot  expect  adequately 
trained  people  to  be  attracted  by  a minimum  figure, 
and  considering  the  amounts  of  money  we  have  been 
willing  to  pay,  we  have  got  remarkably  good  admin- 
istration. The  people  have  to  be  willing,  know  what 
we  want,  and  when  we  are  willing,  we  pay  for  it. 

COL.  WELDON : Do  you  care  to  say  anything 

about  salaries  of  state  health  officers,  training  and 
experience  of  state  health  officers  ? 

DR.  ATWATER:  The  plain  fact  is  that  $3,800 

will  not  purchase  a man  with  experience,  training 
and  capabilities  for  the  health  administration.  Men 
of  that  caliber  receive  in  excess  of  $4,500.  There 
is  a wide  variation  in  state  health  salaries.  Some  of 
them  are  quite  adequate.  There  is  one  at  $12,000, 
several  at  $10,000;  one  state  recently  moved  from 
$4,000  to  a point  where  they  realized  they  must 
pay  a salary,  and  they  have  moved  it  to  $10,000  and 
put  him  on  civil  service.  That  is  the  first  example 
of  that  I believe.  That  gives  him  the  same  kind  of 
tenure  as  Dr.  Parry  and  the  other  British  health 
officers. 

Certainly  with  the  survey  of  state  and  territorial 
health  officers  that  a county  health  officer  should 
be  a physician,  registered,  completing  internship  plus 
at  least  one  year  of  graduate  training  in  public 
health  and  preferable  with  a minimum  of  a vear’s 
service  under  supervision,  if  you  are  going  to  set 
that  up  as  a minimum  for  county  health  officers, 
certainly  you  cannot  set  a minimum  lower  than  that 
for  state  health  officers.  If  anyone  here  is  going 
to  formulate  it,  I think  we  should  shoot  higher  than 
that  mark  which  fits  in  with  the  standard  recom- 
mended by  the  APHA,  and  it  certainly  is  the  thing 
for  which  we  are  going  to  be  striving. 

COL.  WELDON : As  I see  it,  the  most  im- 

portant need  is  legislation  which  will  permit  estab- 
lishment of  country  or  district  health  departments 
under  control  of  the  State  Health  Department  and 
with  authority  to  function.  As  you  perhaps  know, 
the  authority  in  counties  has  been  delegated  to  the 
sheriff  as  chairman  of  the  County  Board  of  Health 
and  quarantine  officer  of  the  county,  with  the  county 
superintendent  of  schools  and  a physician  who  is  the 
medical  advisor.  The  situation  is  much  the  same  in 
cities,  with  the  mayor,  chief  of  police  and  a physician 
on  the  board  of  health.  A public  health  movement 
cannot  go  into  effect  until  this  legislation  is  enacted. 
Dr.  Atwater  has  set  up  certain  details  as  to  organi- 
zation of  units.  In  this  state,  with  its  93  counties, 
most  of  which  have  only  2,000  or  3,000  people,  of 
course  many  of  them  will  have  to  be  drawn  into 
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one  unit.  In  some  of  these  counties  it  will  probably 
take  eight  or  ten  of  them  to  get  a population  of 
50,000. 

We  might  mention  here  that  the  war  has  not  only 
exaggerated  the  problem  but  it  has  improved  condi- 
tions. Out  of  the  93  counties,  at  least  three  or  four 
of  them  have  health  units  set  up  since  the  war  start- 
ed. In  the  matter  of  appropriation,  as  you  per- 
haps know,  the  per  capita  expenditure  is  3%c.  I 
suppose  they  couldn’t  operate  without  federal  money. 
In  the  matter  of  the  health  officer,  I think  it  was 
$3,200  and  I believe  now  $4,000.  I should  think  it 
should  be  $5,000,  but  they  couldn’t  get  it  through. 


Without  a salary  of  that  kind  we  have  this  kind  of 
thing  happen.  A general  practitioner  gets  about  68 
or  70  and  is  rewarded  with  the  job  of  state  health 
officer.  As  a rule  he  is  too  old.  I think  that  is  a 
very  bad  practice  and  I don’t  think  you  will  get  free 
of  it  until  salaries  and  requirements  are  put  into 
effect. 

Health  education,  of  course,  is  important  and  I 
think  that  the  public  health  program  must  be  based 
on  public  health  education.  Health  centers  are 
necessary.  We  have  one  in  the  state  of  Nebraska, 
and  two  more  have  been  recommended,  but  I don’t 
know  what  the  outcome  is  to  be. 


* * ❖ 


Group  Conference  on  Public  Health  Nursing 


MR.  LEADLEY:  We  have  with  us  this  afternoon 
Co-Chairman,  Miss  Eleanor  Palmquist,  R.  N.,  State 
Director,  Public  Health  Nursing;  Reporter,  Miss 
Leeta  Holdrege,  R.  N.,  Director,  Visiting  Nurse  As- 
sociation, Omaha,  in  our  audience,  Miss  Jane  D. 
Nicholson,  Public  Health  Nursing  Consultant,  Chil- 
dren’s Bureau  and  our  Guest  Consultant,  Miss  Doro- 
thy Deming,  R.  N.,  Merit  System  Unit,  American 
Public  Health  Association,  formerly,  General  Direc- 
tor, National  Organization  for  Public  Health  Nurs- 
ing, New  York  City,  New  York. 

To  cover  some  of  the  high  spots  in  public  health 
nursing  the  co-chairman  has  arranged  a procedure  in 
this  manner:  Summary  of  public  health  nursing  in 
Nebraska;  how  financed;  how  conducted;  accom- 
plishments; major  problems;  needs  brought  on  by 
the  war  and  reactions  by  the  public. 

We  wish  to  have  discussion  directed  by  those  in 
the  group  but  will  have  to  limit  discussion  to  the 
time  scheduled.  We  all  know  that  health  is  a vital 
factor  for  without  good  health  the  individual  is 
handicapped.  Some  speaker  pointed  out  this  morn- 
ing that  “every  child  is  entitled  to  a birth  right  of 
good  health.”  In  many  instances  the  agricultural 
and  rural  communities  suffer  most  from  lack  of  local 
facilities  and  care. 

Miss  Palmquist  will  now  describe  the  public  health 
nursing  set-up  in  the  state. 

MISS  PALMQUIST:  When  a recent  survey  of 
the  nurses  in  the  United  States  was  taken,  it  was 
found  that  five  per  cent  of  the  total  number  of 
nurses,  student  and  registered,  were  in  the  field 
of  Public  Health. 

HOW  NEBRASKA  COMPARES 

We  have  four  tenths  of  one  per  cent  of  nurses  in 
Nebraska  doing  public  health  work.  That  includes 
all  the  nurses  in  the  non-official  agencies,  Depart- 
ment of  Health  and  Boards  of  Education.  The  De- 
partment of  Health  employs  42  nurses  at  the  pres- 
ent time.  School  nurses  are  the  oldest  type  of  nurs- 
ing out  in  the  state.  All  but  three  of  the  nurses 
employed  by  the  State  Department  of  Health  are 
financed  by  the  State  Department  of  Health.  Some 


areas  have  various  types  of  public  health  nursing 
services.  As  Nebraska  is  much  slower  than  other 
states  in  planning  for  public  health  nursing  services, 
there  were  no  nurses  in  the  State  Department  of 
Health  in  1937.  This  is  partly  due  to  the  fact  that 
we  are  a newer  state.  Also  because  of  plenty  of 
space,  sunshine,  sandy  soil  that  makes  for  good 
water,  hardy  pioneers,  an  attitude  of  self-sufficiency 
and  a consistent  attitude,  we  really  haven’t  felt  a 
need  for  public  health.  We  have  also  had  low  death 
rates  in  infant,  maternity  and  tuberculosis  cases. 

We  will  find  that  there  are  some  other  indices  of 
health  we  should  consider.  Young  men  examined 
for  the  army  draft  reveal  that  one  out  of  every 
three  is  physically  unfit  to  carry  on  full  wartime  re- 
sponsibilities. NYA  survey  shows  that  18%  of  the 
youth  between  17  and  25  years  of  age  were  not 
capable  of  accepting  full-time  employment.  Each 
year  through  school  examinations  we  are  uncover- 
nig  the  very  same  difficulties.  Instead  of  preventing 
some  of  the  things  we  go  on  from  where  we  left 
off  trying  to  correct  the  same  thing  year  after  year. 
We  are  still  having  deaths  from  unnecessary  causes 
such  as  deaths  from  diphtheria.  One  of  the  answers 
to  the  question,  “Why  a Public  Health  Nurse?” 
would  be  the  effort  to  bring  the  information  that 
science  has  brought  to  the  people  who  need  it.  The 
physician  is  handicapped  to  give  this  information 
until  the  people  feel  the  need  for  it.  Boast  noth- 
ing is  too  good  for  our  children — until  we  seriously 
consider  the  health  programs  and  make  plans  how 
to  improve  that  situation,  it  is  really  an  empty 
boast.  Public  health  nursing  is  facing  some  prob- 
lems that  we  will  lead  up  to  this  afternoon. 

1.  Amount  of  money  we  are  spending  for  health 
and  how  we  are  getting  that  money. 

It  may  be  interesting  to  you  to  know  that  Ne- 
braska is  48th  in  the  amount  spent  for  health. 

2.  Satisfaction  of  the  nurse  in  her  job. 

MR.  LEADLEY : Miss  Palmquist,  to  get  down  to 
discussion,  what  is  the  situation  with  respect  to  the 
public  health  nurses  in  the  program  and  some  of  the 
problems  ? 

MISS  PALMQUIST:  One  of  our  problems  is  get- 
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ting  enough  nurses  and  keeping  them.  Miss  Hold- 
rege,  have  you  had  difficulty  keeping  the  public 
health  training  nurses  on  your  staff? 

MISS  HOLDREGE:  We  are  meeting  the  same 

problems  that  all  localities  are  now  experiencing, 
perhaps  more  so.  We  do  not  have  a university  in 
our  midst  that  offers  a course  in  Public  Health  Nurs- 
ing. We  find  we  are  losing  nurses  by  their  join- 
ing the  Army,  Navy  and  Red  Cross.  Many  nurses 
are  marrying  and  leaving  with  their  husbands. 

MISS  PALMQUIST:  Miss  Arndt,  what  is  your 
situation  as  far  as  finding  nurses  for  your  staff  or 
keeping  those  you  have  ? 

MISS  ARNDT:  We  have  a real  problem.  It  is 

first  of  all  a small  organization  which  was  just  re- 
cently reorganized.  We  had  a turnover  inside  of  a 
year;  one  nurse  on  only  nine  months.  Our  salaries 
are  small  that  we  can  offer  in  comparison  say,  with 
industry.  Transportation  is  another  terrific  prob- 
lem due  to  the  fact  that  Lincoln  is  spread  over  a 
large  area.  Therefore,  two  of  our  main  problems 
are  transportation  and  finances. 

MISS  PALMQUIST:  I think  one  of  the  diffi- 

culties that  confronts  public  health  nursing  as  a 
whole  is  the  army.  If  we  felt  that  the  needs  of  the 
men  in  the  armed  services  were  demanded  we  might 
respond  as  one.  I wonder  what  things  we  should 
consider  as  far  as  public  health  nursing  and  the  call 
of  the  military  services.  Miss  Nicholson,  am  I 
right  in  saying  that  to  date  the  recommendation  is 
that  we  feel  we  have  a responsibility  to  the  civilian 
population  until  told  otherwise? 

MISS  NICHOLSON:  Yes.  Soon  after  war  was 

declared  a statement  was  issued  by  Dr.  Parran  to 
the  effect  that  the  health  and  welfare  of  the  civilian 
population  must  be  maintained.  A communication 
was  brought  to  my  attention  recently  through  a let- 
ter written  by  Miss  Beard  of  the  Red  Cross  asking 
for  clarification  of  that  very  problem.  Doctor  Par- 
ran pointed  out  that  in  making  any  decision  as  to 
change  from  civilian  service  to  military  service  the 
health  of  the  civilian  population  must  be  consid- 
ered. 

MISS  PALMQUIST:  Miss  Deming,  can  you  give 
us  some  of  your  ideas  on  this  problem? 

MISS  DEMING:  It  seems  that  the  young  nurse 

who  has  prepared  herself  for  public  health  nursing 
and  put  time  and  interest  into  training  wants  to  drop 
public  health  nursing  and  go  into  the  branch  of  win- 
ning the  war  when  we  need  her  most.  The  army 
wants  public  health  nurses  to  forget  the  communi- 
ties, forget  the  sick  people,  immunization  cam- 
paigns and  tuberculosis  follow-ups.  When  the  need 
comes  we  will  all  be  drafted  and  will  then  go  where 
we  are  wanted.  Until  that  time,  our  first  duty  as 
trained  public  health  nurses  is  at  home.  It 
seems  to  me  that  when  this  war  is  over, 
public  health  nurses  again  are  going  to  be  the 
mainstay  for  the  complete  rehabilitation  program 
and  those  who  are  trained  will  be  the  ones  we 
are  going  to  depend  on  most.  When  they  come  back 
from  service  they  will  find  that  the  same  place  is 
not  waiting  for  them  as  the  world  is  going  to  move 
on.  When  the  nurses  come  back  there  is  going  to  be 
an  enormous  number  wanting  to  go  into  public 
health.  Shorter  courses  will  be  set  up  and  the  nurses 


will  be  turned  out  to  the  community  in  big  numbers. 
I think,  that  until  the  time  the  government  begins 
drafting  our  services,  our  job  is  in  public  health  nurs- 
ing in  the  United  States. 

MISS  PALMQUIST : I heard  the  comment  recent- 
ly that  it  would  be  quite  a disadvantage  not  to  be 
able  to  show  a service  record. 

MISS  DEMING:  This,  I suppose,  is  in  reference 
to  veteran’s  preference.  I would  hardly  think  that 
would  affect  public  health  nursing  so  much.  As  far 
as  the  merit  system  is  concerned  I do  not  think  it 
will  make  much  difference  as  to  whether  we  have 
been  overseas  or  in  the  army  after  the  war  is  over. 
Hospitals  may  make  a preference  but  not  in  public 
health  nursing. 

MISS  NICHOLSON : I think  that  there  may  be 

many  public  health  nurses  who  are  prepared  but 
not  satisfied  or  liking  what  they  are  doing.  I won- 
der what  some  of  the  things  are  that  are  making 
the  nurses  in  public  health  work  feel  that  they  are 
not  important  at  the  present  time.  I would  like  to 
hear  a discussion  as  to  what  are  the  greatest  rea- 
sons. 

MISS  OLSON:  People  remark  saying  “You  are 

going  into  the  service,  aren’t  you?”  makes  a per- 
son feel  very  unpatriotic. 

MRS.  STILLINGER:  The  Red  Cross  appeals  call 
for  every  nurse  under  45.  Public  opinion  does  enter 
in  very  definitely. 

MISS  PALMQUIST:  We  might  hope  that  the  lay 
people  will  get  a broader  glimpse  of  the  conflict  that 
the  nurse  faces  and  would  have  an  influence  on  the 
problem. 

MR.  LEADLEY : Couldn’t  that  be  remedied 

through  an  official  order  by  the  Army  Medical  Serv- 
ice as  they  are  telling  farm  boys  to  stay  on  the  farm 
and  produce  food  by  telling  the  nurses  they  have  a 
responsibility. 

MISS  ALICE  JENSEN:  If  I would  tell  people 

that  I was  a Red  Cross  nurse  they  would  have  an 
entirely  different  attitude. 

MISS  PALMQUIST:  Miss  Genevieve  Brueggeman 
you  have  recently  gone  into  an  area  with  insuffi- 
cient preparations,  can  you  tell  us  some  of  the  prob- 
lems that  you  have  been  meeting  that  make  you  dis- 
satisfied with  your  accomplishments. 

MISS  G.  BRUEGGEMAN:  Most  important  is  one 
that  we  have  known  for  a long  time  and  that  is  one 
of  working  with  the  physicians.  I think  that  in 
Grand  Island  that  is  particularly  true.  They’re  still 
pretty  much  afraid  that  socialized  medicine  is  not 
very  far  away.  I suppose  that  other  big  problem  is 
a lack  of  knowledge  on  the  part  of  the  people  with 
whom  we  are  working.  I think  we  were  put  in  this 
area  simply  because  there  was  an  influx  of  popula- 
tion and  the  community  was  not  prepared  for  our 
coming.  Our  services  have  enlarged  and  there  are 
more  and  more  people.  It  does  seem  that  what  we 
are  lacking  is  community  leadership. 

MISS  PALMQUIST:  Does  that  point  to  a health 
council  ? 

MISS  G.  BRUEGGEMAN:  Certainly,  the  person- 
nel of  the  health  unit  cannot  control  epidemics  or  be 
responsible  for  the  health  of  the  community — it  takes 
more  people  than  that. 
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MISS  PALMQUIST:  Miss  H.  Brueggeman,  you 
have  been  in  Dundy  county  for  a couple  of  years. 
There  you  have  had  an  active  health  council — tell  us 
what  difference  this  has  made  in  what  you  are  able 
to  accomplish. 

MISS  H.  BRUEGGEMAN:  This  health  council  has 
been  a working  organization  for  about  fifteen 
months.  Previous  to  that  time  we  tried  to  organize 
a health  council  and  interest  people  in  the  work 
of  the  public  health  nurse.  The  health  council 
made  out  their  entire  program  as  to  what  they 
wanted  to  carry  out,  mapping  it  out  so  that  every 
corner  of  the  county  was  taken  care  of  in  one  pro- 
gram or  another.  This  last  year  I had  arranged  my 
work  to  deal  with  infants  and  prenatal  care.  Also 
received  suggestions  as  to  what  the  community 
wished  in  their  particular  program.  Some  sugges- 
tions were  for  dental  examinations.  Health  councils 
do  a great  deal  of  the  publicity  work.  Take  over  the 
responsibility  of  helping  the  nurse  in  her  program. 
Other  programs  sponsored  are  sanitary  surveys  of 
the  community;  seeing  that  funds  are  there  for  my 
salary — last  year  $880  was  raised;  the  goal  for  this 
year  is  $2,000. 

MISS  NICHOLSON : Miss  Brueggeman,  on  what 

basis  would  they  map  out  a program  ? 

MISS  BRUEGGEMAN:  It  was  through  the  State 
Department  of  Health.  A program  was  set  up  there 
as  an  MCH  program  because  of  the  infant  and  ma- 
ternal deaths  of  the  community.  Now  that  it  has 
been  in  the  county  for  a period  of  years,  the  State 
Department  has  asked  the  community  if  they  would 
take  some  of  that  responsibility  and  they  did. 

MISS  NICHOLSON:  If  a good  public  health 

nurse  had  not  been  stationd  there,  do  you  think  they 
would  have  gone  ahead? 

MISS  BRUEGGEMAN:  Maybe  not  at  first. 

MISS  PALMQUIST:  I am  inclined  to  think  that 
they  would  get  a public  health  nurse  if  they  lost  the 
one  they  had.  Do  you  work  as  hard  since  the  health 
council  has  been  active,  Miss  Brueggeman  ? 

MISS  BRUEGGEMAN:  I work  harder!!! 

MISS  PALMQUIST:  Do  you  like  it  any  better? 

MISS  BRUEGGEMAN:  You  bet  ! 

MISS  PALMQUIST:  Miss  Wright,  tell  us  about 
going  into  an  area  where  a health  council  was  al- 
ready started. 

MISS  WRIGHT : Because  they  knew  before  I got 
there  what  a public  health  nurse  was  to  do,  my 
coming  was  accepted.  In  our  area  the  health  council 
helped  me  in  working  with  the  doctors. 

MISS  PALMQUIST:  Mrs.  Fortin,  what  are  some 
of  the  problems  you  meet  in  your  area  that  are 
just  the  opposite  those  Miss  Wright  has  mentioned? 


health  nursing  in  a county  in  peace  time  and  that  the 
itinerant  Red  Cross  nursing  service  returned  time 
and  again  before  the  public  took  to  them.  Without 
a health  council,  it  seems  it  is  just  a matter  of  sell- 
ing and  doing  the  very  best  you  can  and  selling 
the  plan  of  public  health  nursing  by  getting  your 
citizens  and  disorganized  groups  together. 

MISS  PALMQUIST:  Miss  Stein  you  are  in  an 

area  where  the  public  health  nurses  recently  have 
located  and  do  you  have  any  suggestions  as  to  the 
nurses  going  into  the  area  as  to  how  they  are  ac- 
cepted. 

MISS  STEIN:  Hastings  is  the  center  of  a long 
over-populated  area  right  now.  My  particular  con- 
cern happens  to  be  with  the  schools — consisting  of 
about  4,000  children.  If  I had  not  had  Miss  Leiser 
to  fall  back  on,  I would  have  been  hopelessly 
swamped.  Much  of  the  work  has  to  be  with  the  lay 
officers  who  actually  have  the  direction  of  the  work. 
That’s  where  you  need  to  be  quite  a good  salesman. 
If  you  fail  there,  your  whole  program  may  fail  as 
you  have  not  sold  a lay  person  who  is  interested  in 
the  program. 

MISS  PALMQUIST:  Doesn’t  that  mean  that  a 

health  council  is  the  basis  for  what  a nurse  wants 
to  accomplish  in  the  community? 

MR.  LEADLEY : That  local  communities  be  en- 

couraged to  form  local  health  councils  to  further  an 
understanding  of  public  health  nursing  as  one  part 
of  the  total  public  health  program  in  which  the 
council  is  interested  and  that  future  assignment  of 
public  health  nurses  to  an  area  be  dependent  upon 
that  area  having  a health  Council  and  financing,  at 
least  in  part,  that  nurse’s  salary. 

MISS  PALMQUIST:  Would  you  want  to  put  it 

that  strong? 

MR.  LEADLEY : As  a lay  man,  reference  has 

been  made  as  to  the  unfair  pay  scale.  Miss  Palm- 
quist,  would  you  like  to  tell  us  about  the  present 
salary  schedule? 

MISS  PALMQUIST:  A senior  public  health  nurse, 
in  addition  to  three  years  of  nursing,  must  have  had 
an  academic  year  of  university  work  and  her  salary 
is  $145  per  month.  A junior  public  health  nurse  is 
one  that  has  had  three  years  of  nursing  and  less 
than  one  academic  year  and  her  salary  is  $130. 
Graduate  nurses  are  nurses  who  are  getting  experi- 
ence in  public  health  to  determine  whether  or  not 
that  is  the  field  of  their  choice  and  their  salary 
is  $115. 

I wonder  if  pooling  the  nurses  we  have  available 
isn’t  a means  that  we  should  recommend  to  accom- 
plish the  problem  that  we  face  today.  Mr.  Leadley, 
would  you  like  to  read  the  recommendations  as  to 
that  ? 

MR.  LEADLEY : That  each  community  study  its 
own  nursing  problems  considering  possibilities  for: 

a.  Pooling  all  nurses  doing  work  of  a public 
health  nature. 

b.  Use  non-nurses  for  all  tasks  not  of  a profes- 
sional nature. 

c.  Plan  for  group  instruction  as  a means  of 
spreading  services  and  saving  time. 

d.  Plan  for  closer  cooperation  between  hospital 
and  public  health  groups. 


MRS.  FORTIN : We  were  dropped  into  a de- 

fense area.  We  have  interpreted  our  program  but 
can’t  keep  up  with  the  public  as  thev  make  so 
many  demands  that  we  can’t  take  care  of.  The  unit 
has  been  in  that  area  about  two  years.  We  are 
getting  a health  council  started. 

MISS  DEMING:  It  seems  to  me  that  the  public 

is  taking  the  program  of  public  health  nursing  to 
heart  and  piling  on  work.  You  must  remember  that 
it  took  from  four  to  seven  years  to  establish  public 
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MISS  PALMQUIST:  Miss  Holdrege,  you  have 

had  experience  in  this  respect.  Do  you  feel  there 
are  any  benefits  derived  from  pooling? 

MISS  HOLDREGE:  I think  that  we  all  feel  there 
are  a great  many  benefits.  It  is  more  economical 
to  the  community  as  we  are  able  to  give  family 
health  services  rather  than  individual  health  serv- 
ices. The  pooling  of  nurses  does  call  for  a greater 
knowledge  of  how  to  get  along  with  people  and  how 
to  handle  public  health  problems. 

The  educational  program  has  proven  to  be  very 
beneficial.  We  certainly  have  gained  very  much  by 
having  consultation  services.  I believe  we  are  really 
able  to  carry  out  what  we  have  been  striving  for  for 
a long  time. 

MISS  PALMQUIST:  I think  the  State  Depart- 

ment of  Health  profits  and  I think  Omaha  profits 
more. 

MISS  HOLDREGE:  Yes,  I wish  rural  Douglas 

county  could  have  more  services. 

MR.  LEADLEY : Recommendations  re  permissive 
legislation — that  the  permissive  legislation  now  be- 
fore the  Unicameral  be  passed,  revised  so  that  all  of 
the  counties  have  the  privilege  of  planning  for  bet- 
ter health  facilities  either  as  a single  county  or  as 
a group  of  counties  in  a district. 

That  we  express  our  appreciation  of  the  prin- 
ciples of  the  Merit  System  and  recommend  that  the 
appointments  be  continued  on  this  basis  and  that 
the  plan  for  experience  prior  to  training  be  con- 
tinued. 

Would  you  like  to  explain  this  legislation,  Miss 
Palmquist? 

MISS  PALMQUIST:  I think  there  is  no  one  here 
who  has  not  heard  of  bill  No.  295.  This  bill  defin- 
itely concerns  counties  that  are  interested  in  any 
type  of  public  health.  Purpose  of  the  bill  is  to 
provide  for  local  boards  of  health;  provide  for  fam- 
ily and  district  health  problems  through  county 
appropriations  and  state  and  federal  funds.  We 
would  have  a board  of  health  that  would  replace 
the  sheriff  and  county  superintendent. 

MR.  LEADLEY : If  there  are  no  additions  or 

comments  upon  these  recommendations,  I think  they 
should  be  turned  over  to  be  reported  to  the  general 
conference. 

MISS  PALMQUIST:  Now,  Miss  Deming,  would 

you  like  to  tell  us  something  about  the  Merit  Sys- 
tem ? 

MISS  DEMING:  I hardly  know  where  to  begin. 

Would  someone  in  the  audience  like  to  ask  some 
questions  relative  to  the  Merit  System  ? 

Audience:  When  are  we  going  to  have  it? 


MISS  DEMING:  It  is  on  paper  now — to  become 

active  as  soon  as  you  go  through  the  final  step  of 
examinations.  They  will  not  be  written  but  simply 
an  examination  of  your  past  experience  and  training 
and  that  will  be  rated.  After  that  you  will  be  sub- 
ject to  the  rules  and  regulations  of  the  Merit  Sys- 
tem. Eligibility  will  be  based  on  training  and  ex- 
perience both. 

AUDIENCE:  Will  each  state  decide  as  to  whether 
they  desire  this? 

MISS  DEMING:  In  1939  the  Social  Security  Act 
was  amended  to  read  that  positions  which  were  not 
on  a state  level  should  be  filled  by  candidates  chosen 
on  a Merit  Basis.  This  was  passed  by  Congress  and 
became  a law.  Administrative  order  that  nurses 
appointed  to  public  health  nursing  positions  in  the 
state  for  which  federal  funds  are  being  used  should 
be  chosen  on  the  merit  basis.  Any  state  has  the 
right  to  turn  down  the  Merit  System  but  of  course 
the  federal  funds  go  with  it.  I think  the  Merit  Sys- 
tem is  the  fair  way  of  choosing  personnel.  It  is  a 
method  of  helping  to  avoid  political  pressure.  It  as- 
sures you  of  fair  personnel  practice  and  fair  con- 
sideration as  far  as  your  own  advancement  goes. 

Nebraska  is  coming  to  it  fresh  and  I think  it  be- 
hooves you  to  read  the  rules  and  regulations  of  the 
merit  system  and  be  sure  that  these  rules  and  regu- 
lations are  applied.  We  are  suggesting  that  you 
have  state  organization  so  that  when  questions  come 
up  you  will  have  some  place  where  the  matter  can 
be  cleared.  Your  supervisor,  Doctor  Montgomery, 
likes  to  be  able  to  bring  his  problems  before  a group 
so  as  to  get  interpretations  of  public  health  nurs- 
ing. These  things  can  be  discussed  with  Miss  Palm- 
quist but  she  is  the  administrator  of  the  staff. 

MISS  ARNDT:  Are  they  more  or  less  standard- 
ized in  the  various  states  ? 

MISS  DEMING:  I believe  every  state  in  the 

union  has  now  presented  its  plan  to  the  Merit  Sys- 
tem and  Children’s  Bureau  and  they  are  all  ap- 
proved. The  recommendations  are  followed  very 
closely  in  almost  every  state.  The  definitions  of  the 
duties  of  the  nurse  is  slightly  different  in  the  differ- 
ent states  but  is  very  similar.  Six  states  have  al- 
ready held  their  merit  exams  (written)  and  others 
have  had  assembled  exams.  Public  health  has  been 
the  last  group  professionally  to  take  the  merit  sys- 
tem and  make  it  part  of  their  personnel  practice. 
It  behooves  all  of  you  to  know  more  about  it  and 
see  how  it  is  working  out  in  other  states. 

MR.  LEADLEY : We  will  now  have  to  bring  our 
meeting  to  a close  due  to  the  fact  that  our  time  is 
up.  The  public  health  nurse  has  a responsibility 
and  her  duty  after  the  war  is  going  to  be  very  much 
needed. 
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Group  on  Civilian  Defense 


Co-Chairmen:  W.  F.  Roberts,  Secretary-Coordi- 
nator Nebraska  Advisory  Defense  Committee,  Lin- 
coln and  Mrs.  Nell  Krause,  Nebraska  Advisory  De- 
fense Committee,  Omaha. 

Reporter:  J.  Ed.  C.  Fisher,  Gage  County  Defense 
Committee,  Beatrice. 


Guest  Consultants:  Robert  Hughes  Parry,  M.  D., 
Bristol,  England;  Albert  McCown,  M.  D.,  Medical 
Director,  American  Red  Cross,  Washington,  D.  C., 
and  Wallace  D.  Hunt,  M.  D.,  Regional  Medical  Offi- 
cer. 7th  Civilian  Defense  Region,  Omaha. 

MR.  ROBERTS:  I think  we  who  are  associated 
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with  Civilian  Defense  activities  are  glad  and  appre- 
ciate that  it  has  been  given  a part  on  the  program. 
We  feel  that  organized  Civilian  Defense  activities 
should  concern  itself  with  public  health  to  quite  an 
extent.  Our  program  is  so  broad  and  the  staff  so 
small  we  cannot  adequately  cover  all  the  phases  of 
the  war  effort.  I feel  that  our  program  should  be 
divided  into  three  parts:  1.  Protection,  which,  of 
course,  is  a big  part  of  the  program.  2.  Agricultural 
production,  and  3.  Conservation.  I know  we  often 
think  of  conservation  as  collecting  scrap,  etc.,  but 
to  me  it  means  conservation  of  morale  and  strength, 
or  conservation  of  human  resources  and  I believe 
it  is  one  of  the  biggest  activities  we  can  engage  in  if 
we  are  to  win  this  war.  We  have  to  conserve  all 
the  resources  we  have,  but  the  most  important  is 
the  human  resources,  consequently  we  are  very  much 
concerned  with  the  conservation  of  public  health, 
morale,  and  such.  They  are  linked  so  closely  with 
the  strength  of  the  individual  citizen  that  we  cannot 
digress  very  far  from  that. 

DR.  HUNT:  The  organization  of  medical  services 
for  civilian  defense  primarily  protection  against 
the  possibility  of  air  raids.  Here  in  Nebraska  we  are 
almost  geographically  in  the  center  of  the  United 
States  and  seem  comparatively  safe  from  such  dis- 
aster. I am  thinking  in  terms  of  permanent  good 
in  regard  to  public  health  as  the  real  reason  for 
medical  organization  for  civilian  defense.  There 
are  things  which  apply  very  definitely  here  in  Ne- 
braska as  in  any  other  state.  I am  referring  pri- 
marily to  the  emergency  medical  service  of  organiz- 
ing blood  banks,  etc.  As  I say,  it  is  primarily  tied 
up  with  the  war  effort  but  if  the  time  comes  when 
we  do  need  large  stores  of  plasma  or  any  other  medi- 
cal care,  that  should  be  available.  This  should  be 
available  not  only  in  case  of  air  raids  but  for  any 
national  disaster.  In  the  case  of  the  Boston  fire, 
whenever  we  have  a disaster  of  that  type,  we  need 
plenty  of  plasma.  The  chief  of  medical  service  for 
the  state  of  Nebraska,  which  happens  to  be  Dr.  Selby, 
should  have  a definite  idea  where  all  the  plasma  in 
the  state  is  located  and  how  much  there  is.  We 
never  know  how  or  when  we  may  need  it.  Iowa 
has  done  an  excellent  job  of  making  an  inventory  of 
its  resources.  I think  they  know  where  every  unit 
of  plasma  is  and  are  ready  for  any  emergency.  We 
should  have  the  same  inventory  for  the  state  of 
Nebraska.  We  have  been  very  interested  in  mak- 
ing this  survey  and  having  the  state  know  just  what 
their  resources  are.  Many  lives  are  lost  from  the 
lack  of  specific  information  concerning  materials.  I 
believe  that  as  soon  as  the  inventories  are  made  in 
this  state  and  are  kept  up-to-date,  we  would  feel 
more  confident  in  any  disaster.  Although  we  place 
the  responsibility  for  most  of  the  care  in  natural 
disasters  with  the  Red  Cross,  at  the  same  time  they 
might  not  have  the  necessary  supplies  at  hand.  Ob- 
viously, they  cannot  keep  stores  of  plasma  all  over 
the  United  States  in  event  of  disaster. 

Another  part  of  the  program  is  the  (affiliated) 
hospital  unit.  The  U.  S.  Public  Health  Service 
through  Civilian  Defense  is  organized  in  some  of 
the  larger  centers.  Commissioned  officers  in  the 
Health  Service  help  form  a balanced  hospital  staff 
and  could  be  used  in  emergencies  at  any  time.  The 
medical  resources  such  as  Hastings,  Nebraska  has 
would  be  insufficient  to  cope  with  a serious  dis- 
aster but  through  an  (affiliated)  hospital,  we  know 
we  could  put  into  Hastings  a balanced  hospital  staff 


that  would  be  available  for  use.  Omaha  has  one 
and  we  hope  to  have  one  in  Lincoln  which  could 
be  used  throughout  the  state. 

Referring  again  to  blood  plasma  from  the  stand- 
point of  public  health,  it  is  the  time  lag  in  what  we 
know  and  what  we  do  that  counts.  It  is  a well  recog- 
nized fact,  but  we  certainly  feel  that  medical  prac- 
tice itself  will  progress  and  the  time  lag  needed. 
Not  so  many  years  ago  we  were  doing  blood  trans- 
fusions on  patients  who  were  dying,  but  we  know 
now  that  the  time  to  use  plasma  is  before  they  go 
into  shock,  that  is  real  progress.  Use  plasma  be- 
fore the  situation  becomes  desperate.  Countless 
numbers  of  lives  will  be  saved  if  it  is  available 
at  a reasonable  price. 

Dr.  McCown  will  be  able  to  tell  you  all  about 
the  Red  Cross.  There  sometimes  exists  misunder- 
standing between  the  emergency  medical  service  and 
the  Red  Cross,  although  we  have  no  difficulties.  The 
recent  flood  that  occurred  in  Omaha  was  obviously 
a natural  disaster.  Such  a disaster  is  the  responsi- 
bility of  the  Red  Cross.  However,  the  organization 
for  Civilian  Defense  was  mobilized  and  cooperated 
with  the  Red  Cross.  Medical  service  was  handled 
with  dispatch  and  quickness  that  was  not  possible  a 
year  or  more  ago.  OCD  expedited  the  work  of  the 
Red  Cross.  It  is  not  a question  of  whether  we  are 
bombed  or  not  bombed.  Each  community  must  or- 
ganize all  resources  and  supplement  them  with 
those  of  the  Red  Cross.  Naturally,  we  have  the 
best  organizations  in  the  larger  cities.  Omaha  has 
an  excellent  organization,  so  does  Lincoln.  It  is  not 
possible  to  do  a great  deal  of  organizing  in  a city 
that  does  not  have  the  medical  resources,  especial- 
ly in  the  smaller  towns  that  have  no  hospital  and 
only  one  doctor.  When  the  resources  are  very  lim- 
ited, we  must  organize  as  efficiently  as  possible. 
The  population  is  concentrated  in  the  larger  cities. 
They  not  only  have  larger  resources,  but  they  are 
much  more  likely  to  have  more  serious  accidents  than 
do  rural  communities.  It  is  asked,  “Why  do  you  do 
so  much  for  the  large  city  and  nothing  for  the  small 
town?  A bomb  can  hit  in  a small  town  just  as  well 
as  in  a city.”  But  if  bombs  fall  in  small  towns, 
there  are  not  so  many  people  to  get  killed,  not  such 
high  rates  of  casualties. 

We  have  not  completed  our  work  by  a long  way 
but  we  are  definitely  making  progress. 

DR.  McCOWN : I am  very  happy  to  not  only  be 

with  this  group  who  are  facing  public  health  issues, 
but  to  be  in  Lincoln.  I have  been  very  much  in- 
terested in  the  splendid  cooperation  between  the 
EMS  and  the  American  Red  Cross.  I have  a copy  of 
the  report  of  the  Omaha  set-up  in  which  Dr.  Wil- 
helmj  is  not  only  chief  of  EMS  but  chairman  of  the 
subcommittee  on  medical  aid.  In  the  first  days  of 
organization  as  Dr.  Hunt  has  suggested,  there  was 
some  divergence  of  opinion.  The  Red  Cross  has 
been  functioning  since  1881 — 62  years  of  service  in 
which  time  they  have  spent  $145,000,000  of  which 
$113,000,000  was  used  in  the  United  States,  the  rest 
outside.  An  over-all  policy  was  worked  out  whereby 
the  Red  Cross  would  handle  floods,  fires,  etc.  The 
Red  Cross  does  not  duplicate  services  but  used  facili- 
ties of  the  community.  In  discussing  with  officials 
in  Chicago  the  other  day,  they  have  done  exactly  the 
same  thing,  one  man  is  head  of  EMS  and  also  chair- 
man of  the  Red  Cross  Subcommittee.  It  seems  to 
me  that  is  the  logical  approach  to  the  problem. 
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This  plan  is  used  in  Omaha,  Chicago,  Baltimore  and 
many  other  cities  and  it  seems  to  be  the  type  that 
should  be  used.  During  the  last  year  Red  Cross 
took  care  of  40,000  families,  almost  200,000  persons, 
in  the  48  states,  186  disasters  occurred  in  which  Red 
Cross  participated — one  every  48  hours.  Not  only 
emergency  care — hospital,  medical  and  nursing  care 
— is  given  but  the  long  job  of  reconstruction  is  car- 
ried on.  We  have  some  cases  in  Red  Cross  files  to- 
day four  and  five  years  old. 

The  State  Department  of  Health  has  responsibility 
for  the  health  of  that  state.  We  recognize  that,  of 
course,  sanitation,  immunization,  etc.,  are  very  def- 
initely a part  of  the  State  Health  Department.  Red 
Cross  feels  their  activities  need  to  be  integrated 
with  those  of  the  State  Health  Department.  It  has 
been  a great  satisfaction  to  go  into  the  different 
states  and  work  in  cooperation  with  the  medical  pro- 
fession, public  health  people  and  others.  It  was  rare 
that  we  met  anyone  that  was  not  willing  to  make 
his  contribution  in  time  of  emergency  and  there  was 
always  a splendid  attitude  of  the  people  who  were 
injured. 

The  national  program  of  the  American  Red  Cross 
which  is  being  carried  on  at  the  request  of  the  army 
and  navy,  requires  4,000,000  pints  of  blood  or  80,000 
pints  per  week  for  the  31  centers.  At  the  present 
time  it  looks  as  if  that  level  may  be  maintained. 
This  is  being  collected  for  our  armed  forces,  and 
they  are  sending  it  to  various  parts  of  the  world 
wherever  our  forces  are  stationed. 

DR.  PARRY : I have  been  trying  to  think  what 
I have  to  tell  you  that  may  be  a help  to  you  in  your 
problems  here.  The  war  came  so  suddenly  upon  us. 
The  Central  Government  decided  to  implant  upon 
local  authorities  the  duty  of  civilian  defense.  For 
example,  they  thought  they  would  be  required  local- 
ly to  meet  the  work  of  bombing  and  the  problem  of 
invasion.  They  implanted  a service  of  this  kind,  a 
service  to  ascertain  damage  as  quickly  as  possible. 
Air  raid  wardens  are  very  largely  full-time  and  vol- 
unteers. They  have  a full-time  skeleton  staff,  vol- 
unteers come  when  they  can  get  the  time.  Such 
people  in  every  area  contact  the  head  division.  Bris- 
tol is  divided  into  six  divisions  with  headquarters 
in  each  division.  That  headquarter  is  the  report 
center.  This  report  center  has  in  it  a staff  to  take 
note  of  this  report.  That  comes  from  the  wardens 
or  the  post.  Then  they  thought  this  was  a round 
about  way  to  deal  with  fires  so  that  this  information 
about  a fire  must  go  straight  to  the  fire  service.  A 
policeman  goes  straight  and  telephones  to  the  near- 
est fire  brigade.  That  is  the  only  short  cut  made. 
This  same  procedure  should  apply  to  casualties — di- 
rect communication  rather  than  going  through  red 
tape.  The  medical  service  implanted  in  the  medical 
army,  roughly  is  this,  first  aid,  ambulance  service 
and  hospital  service,  and  above  all  the  mortuary 
service.  I would  like  to  talk  more  about  the  mortu- 
ary service.  There  is  nothing  that  can  keep  up  the 
morale  more  than  a first  class  mortuary.  First  aid 
is  merely  stretcher-bearers  reporting  directly  to  the 
scene  accompanied  by  an  ambulance.  They  pick  up 
the  case  and  take  it  to  the  nearest  hospital.  Some 
of  us  feel  that  many  lives  could  be  saved  if  we  could 
do  some  resuscitation  on  the  spot,  but  it  is  perfectly 
foolish  to  do  it  in  the  middle  of  the  night  in  the 
street  if  you  have  to  use  a light.  The  health  cen- 
ters have  mobile  units  and  we  could  send  a doctor, 


nurse  and  equipment  so  that  first  aid  could  be  ren- 
dered and  the  persons  transferred  to  the  hospital  as 
soon  as  possible.  In  regard  to  the  staff,  we  have  a 
matron,  health  visitors,  trained,  semi-trained  and 
voluntary  nurses  who  have  just  had  primary  train- 
ing. There  is  only  one  sector  matron  and  a medical 
staff  surgeon  who  is  cooperating  official.  He  deals 
with  the  staff  of  all  hospitals.  There  is  a staff  of 
specialists  in  all  hospitals.  He  sees  these  specialists 
are  transferred  according  to  need. 

Previously  they  had  not  made  provision  for  the 
dead.  In  one  instance  there  were  150  bodies  after 
a bombing  and  they  just  moved  them  into  tents  or 
wherever  they  could.  There  were  relatives  and 
friends  coming  to  claim  them.  The  sight  was  so 
atrocious,  it  had  a great  effect  on  the  people.  We 
took  over  and  organized  the  mortuaries  very  much 
against  the  will  of  the  people  at  this  time  but  we 
stuck  to  the  plan  and  were  very  well  rewarded. 
First  of  all  we  approached  the  undertaker  to  see 
that  these  bodies  would  be  properly  dealt  with.  The 
undertakers  had  so  much  private  work  they  did  not 
want  to  be  bothered  with  casualties.  We  appointed 
30  full-time  people.  There  was  a superintendent  of 
each  mortuary,  one  to  take  charge  of  all  valuables, 
make  any  record  necessary,  and  the  body  wrashers. 
The  bodies  get  terribly  dirty  under  these  conditions. 
Then  we  had  to  provide  coffins.  We  kept  a supply 
of  about  250  in  a city,  available  at  all  times.  In 
addition,  the  police  had  a first  class  photographer. 
This  service  is  used  to  take  photographs  so  the  dead 
might  be  identified.  For  example,  we  had  a day- 
light raid,  three  busses  ignited  by  the  gas  and 
thirty-five  people  were  burned  beyond  recognition. 
It  all  happened  in  5 or  10  minutes.  The  bodies  were 
taken  to  the  mortuary.  Two  women  by  the  same 
name,  same  age,  living  a quarter  of  a mile  apart, 
were  being  searched  for.  We  were  only  able  to  iden- 
tify the  body  of  the  one  woman  by  the  dental  work 
which  she  had  had  done  recently. 

They  discovered  it  is  better  to  increase  the  size 
of  the  service  in  towns  of  60,000  or  70,000  to  pro- 
vide for  adjacent  areas  within  20  miles. 

MR.  ROBERTS:  Mr.  A1  Gahn,  who  is  connected 
with  Robert’s  Mortuary,  has  been  given  the  respon- 
sibility of  organizing  a mortuary  unit  in  this  area 
and  this  unit  is  attached  to  the  Civilian  Defense 
Corps. 

DR.  PETTY : Dr.  Selby  is  State  Emergency  Med- 
ical Officer.  Prior  to  that  Dr.  Miller,  was  former 
commissioner  and  it  fell  to  my  lot  to  work  with 
Mr.  Roberts  and  his  organization.  Regarding  blood 
plasma  or  blood  banks,  I will  refer  to  Dr.  Bierring 
of  Iowa.  When  the  subject  comes  up,  I always  say, 
“Well,  what  do  they  do  over  in  Iowa.”  As  far  as 
blood  plasma  is  concerned,  we  have  had  to  just  hit 
the  high  spots,  which  means,  Scottsbluff,  Sidney, 
Hastings,  Grand  Island,  Omaha,  Cass-Sarpy,  Dodge- 
Saunders,  Fairmont,  Scribner  and  Bruning.  We 
have  no  set-up  in  our  laboratory  which  they  have  in 
Iowa.  We  did  get  a sum  of  money  so  we  could 
go  out  and  purchase  some  plasma  to  put  in  reserve 
in  our  Storage  in  the  laboratory.  In  each  of  our 
Units  we  have  two  kits  of  medical  and  surgical  sup- 
plies for  the  medical  directors  of  the  districts  so 
they  can  take  those  in  any  area.  These  are  to  be 
used  for  the  war  effort  and  the  director  is  asked 
to  give  a return  report  of  the  instance  it  was  used 
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and  why.  We  have  had  a lot  of  requests  in  different 
areas  from  Junior  Chambers  of  Commerce  who  have 
become  very  interested  in  blood  banks.  Here  in 
Lincoln  we  have  had  a waiting  list.  If  we  would  go 
out  in  the  state,  say  Grand  Island,  and  set  up  a 
place  to  do  bleedings  and  bring  it  in  to  a central 
place  for  processing,  they  would  be  more  mindful 
of  their  part  in  the  program. 

Going  back  16  or  17  years,  Missouri  and  Missis- 
sippi had  a tremendous  flood.  The  town  where  I 
lived  was  entirely  isolated.  It  was  a job  for  the 
Red  Cross.  I do  not  know  what  we  would  have  done 
without  it.  I was  health  officer  in  my  county. 
Health  officers  from  other  counties  were  isolated 
also.  We  finally  had  to  put  a good  many  of  the 
people  on  the  fair  ground;  in  another  town  we  had 
8 box  cars  for  the  people  and  in  another  town  we 
used  the  city  hall  plus  tentage.  Medical  supplies 
and  serums  had  to  be  flown  in  and  brought  in  by 
the  Red  Cross.  It  was  a matter  of  several  days 
and  if  it  had  not  been  for  the  Red  Cross,  some  other 
like  organizations,  and  understanding  medical  so- 
cieties, I do  not  know  what  we  would  have  done.  We 
also  had  several  cases  of  scarlet  fever.  It  all  hap- 
pened at  night  and  within  24  hours.  We  never  know 
when  something  like  that  is  going  to  happen. 

Dr.  Selby  has  taken  a particular  interest  in  things 
that  are  developing  here  in  the  state  and  Dr.  Hunt 
told  you  there  is  to  be  some  base  hospitals  with 
personnel  that  can  be  sent  out  in  the  different  parts 
of  the  state.  We  have  assured  Mr.  Roberts  and  his 
department  that  the  State  Health  Department  is 
always  willing  to  help. 

MR.  FISHER:  Possibly  we  do  not  fully  under- 

stand what  the  duties  of  a reporter  are  on  the 
activities  in  a county  like  mine  which  might  be  an 


example.  Therefore,  I will  give  the  following  re- 
port: Gage  County  is  some  40  miles  in  area,  pop- 

ulation 30,000,  one-third  of  whom  live  in  Beatrice, 
outside  is  composed  of  agricultural  communities,  12 
villages  accessible  by  gravel  highways.  The  county 
commissioner  agreed  to  hire  a coordinator  under  the 
heads  of  the  service  corps.  The  department  of 
agriculture,  health  and  nutrition  seem  more  or  less 
interdependent.  Questions  arose  as  to  the  adequacy 
of  medical  service  to  the  sick  and  injured.  With 
some  15,000  men  working  on  Government  munitions 
projects,  many  casualties  could  occur  in  case  of 
disaster.  What  could  we  do  in  the  way  of  medical 
attention  or  care  of  those?  We  were  thinking  as  to 
the  adequacy  of  the  medical  service  that  we  have. 
We  have  a survey  of  physicians,  nurses,  and  hos- 
pitals which  might  be  required.  The  result  was,  in 
Beatrice  16  active  physicians,  in  surrounding  vil- 
lages another  12,  totalling  28.  Since  then,  we  have 
lost  7 physicians  to  the  armed  forces,  as  all  towns 
are  losing,  and  we  are  to  lose  another  two  in  the 
next  two  weeks.  The  OCD  started  to  put  into  action 
the  home  nursing  classes.  The  county  commission- 
ers guaranteed  the  sum  of  $5,000  for  developing 
home  nursing  classes.  About  400  women  have  com- 
pleted the  course.  Most  of  these  were  in  the  rural 
areas.  Two  classes  were  graduated  at  the  same 
time — 18  and  35  years  of  age,  and  21  under  35. 
Twenty-two  seniors  in  high  school  completed  home 
nursing  classes.  One  hospital  is  training  nurses’ 
aids.  There  are  two  hospitals,  one  capacity  of  112 
rooms,  another,  110  rooms.  Red  Cross  relief  is  set 
up  to  go  into  action  immediately.  The  only  near 
disaster  we  have  had  in  the  past  year  was  the  flood. 

We  realize  that  under  the  head  of  service,  those 
three  things  are  really  interdependent — Agriculture, 
Health  and  Happiness,  and  Nutrition. 


* * * 


Round  Table  on  Practical  Problem  Solving 

(All  Guest  Consultants) 


Dr.  Atwater  presiding. 

DR.  ATWATER:  I am  going  to  briefly  introduce 
this  panel.  I may  say  this  scheme  is  going  to  term- 
inate according  to  schedule  here  so  you  will  not 
be  kept  indefinitely. 

On  my  right  is  Dr.  Coffey  who  is  one  of  the 
members  of  this  team  traveling  with  us.  Dr.  Hes- 
ter Curtis,  representing  the  Children’s  Bureau  for- 
merly was  a director  of  maternal  and  child  health 
in  New  Mexico  and  Virginia,  now  with  the  Chil- 
dren’s Bureau.  Dr.  Parry,  who  was  introduced  this 
morning;  Dr.  Don  Gudakunst,  formerly  state  health 
commissioner  of  Michigan;  Dorothy  Deming,  work- 
ing with  the  Merit  System  Unit.  On  the  extreme 
right  is  Dr.  Albert  McCown,  Medical  Director,  Amer- 
ican Red  Cross. 

We  take  pleasure  in  presenting  a panel  of  this 
sort  because  it  is  quite  a unique  experience  to  pre- 
sent so  many.  Like  a certain  radio  program,  this 
is  entirely  unrehearsed.  The  participants  do  not 
know  the  questions  you  have  asked.  I will  start  on 
some  of  those.  This  is  the  $64  question.  I am  going 
to  direct  the  first  to  Dr.  Parry  and  see  what  light 


he  can  throw  on  it  from  the  standpoint  of  experi- 
ence in  Great  Britain. 

Can  we  justify  promotion  of  industrial  health 
programs  including  industrial  nursing,  in  the  face 
of  shortage  of  personnel ? 

DR.  PARRY:  We  are  perfectly  satisfied  in  our 

country  that  for  the  sake  of  production  also  for  the 
sake  of  public  health  generally  that  attention  must 
be  paid  to  it. 

DR.  ATWATER:  Miss  Deming,  will  you  tell  us 

about  the  industrial  nursing  aspect  of  the  question? 

MISS  DEMING:  It  seems  to  me  that  industrial 

health  inasmuch  as  it  deals  with  the  health  of  the 
worker,  the  man  who  is  behind  the  man  behind  the 
gun,  is  extremely  important.  I do  think,  however, 
there  is  this  one  possibility  that  we  haven’t  explored 
sufficiently,  and  that  is  that  industrial  health  pro- 
grams in  industry  can  be  tied  more  closely  to  the 
community  health  program  and  the  possibility  of 
combining  some  nursing  service  has  not  been  suf- 
ficiently tried. 

DR.  ATWATER:  It  seems  to  me  we  can  justify 
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industrial  program  ...  in  the  emergency  including 
public  health  nursing. 

What  can  be  done  to  protect  the  health  and  morale 
of  the  teen-age  in  areas  near  war  camps  and  war 
industries  ? 

DR.  H.  CURTIS:  I think  that  such  protection 

requires  some  social  planning.  I think  it  involves 
the  planning  of  the  major  activities  of  these  girls  as 
well  as  inquire  into  whether  the  parents  understand 
the  dangers  to  which  their  young  children  are  being 
subjected.  There  is  an  excellent  article  in  the  cur- 
rent Readers  Digest  on  that  program  and  I would 
recommend  it  to  you. 

DR.  ATWATER:  Will  you  give  us  your  view  on 
women  and  children  in  industry? 

DR.  CURTIS:  I feel  very  strongly  that  until  all 

the  single  women  without  children  are  employed 
in  industry,  the  recruitment  of  women  with  children 
should  not  be  considered  at  the  present  time. 

DR.  ATWATER:  The  question  relates  to  health 

and  morale  in  teen-age  groups  in  areas  near  war 
camps  and  war  industries.  Miss  Deming  had  ? 
chance  to  see  an  acute  situation  in  Norfolk,  Va.  and 
around  Baltimore. 

MISS  DEMING:  This  was  one  of  the  most  press- 
ing problems  which  I happened  to  see  in  both  the 
areas  to  which  Dr.  Atwater  has  referred,  and  I 
must  say  I came  back  in  a very  discouraged  state 
of  mind  because  there  had  been  so  little  done  for 
the  recreation  periods  of  this  teen-age  group;  there 
was  so  little  supervision,  so  few  facilities  for  nor- 
mal healthy  recreation  and  protection  of  health.  In 
many  of  those  cities  the  workers  are  on  three  shifts 
and  if  the  mother  happens  to  be  on  the  afternoon 
shift  and  the  father  on  the  night  shift,  the  children 
getting  out  of  school  in  the  middle  of  the  afternoon 
are  left  totally  alone  and  unsupervised  for  four  to 
six  hours.  I honestly  don’t  know  the  answer. 

DR.  COFFEY  (?)  We  have  left  that  program  to 
the  children’s  Bureau  and  the  State  Health  Depart- 
ment, recognizing  that  the  Children’s  Bureau  in  a 
sense,  have  to  meet  with  that  problem.  However, 
we  do  not  recognize  that  it  is  an  overall  fundamental 
health  problem  and  we  have  a feeling  that  when 
the  problems  occur,  if  there  was  a sufficient  number 
of  personnel  more  familiar  with  the  dangers  and 
pitfalls  that  are  liable  to  come  up, — qualified,  wel- 
fare workers,  etc.,  the  question  can  be  met  and  the 
mothers  in  many  instances  would  be  permitted  to  go 
on  with  their  work  in  a very  necessary  production. 

ATWATER:  It  is  not  true  that  there  is  an  active 
service  division  of  social  protection  ? 

COFFEY:  It  is  related  more  closely  to  the  Fed- 
eral Security  Agencies.  In  any  case  there  is  a pro- 
vision in  the  federal  set-up  for  this  work  and  many 
of  you  are  in  touch  with  the  social  protection  meas- 
ures which  are  being  administered  by  Charles  B. 
Taft,  who  is  giving  it  very  distinguished  service. 

DR.  ATWATER:  Would  Dr.  Parry  have  a word 

on  the  experience  of  Great  Britain  in  working  with 
this  teen-age  group  near  war  camps  and  war  indus- 
tries ? 

DR.  PARRY:  This,  of  course,  is  a problem  that 

we  have  had  to  deal  with.  I believe  with  Dr.  Curtis 
that  the  preventive  side  must  be  depended  upon. 


Recreation  facilities  for  the  people  of  all  ages,  both 
in  the  camps  and  on  the  civilian  side.  We  in  Bristol 
have  been  trying  to  get  the  agencies  to  come  in  and 
to  organize  social  groups,  to  open  social  clubs,  to 
give  all  the  help  to  this  social  problem. 

DR.  ATWATER:  Another  question.  What 

should  we  do  to  get  ready  for  a poliomyelitis  out- 
break ? 

DR.  GUDAKUNST:  If  I were  alone  I would  say 

cross  your  fingers  and  formulate  a prayer.  That 
is  about  all  we  can  do.  There  are  certain  things 
that  we  can  dc  in  poliomyelitis  outbreak.  Lacking 
means  of  prevention,  lacking  means  of  cure,  we  have 
then  only  means  of  treatment.  Health  authori- 
ties, social  agencies,  should  be  concerned  with  the 
problem.  What  are  the  facilities  for  taking  care 
of  a large  number  of  crippled  children?  When 
they  look  into  that  problem  then  they  are  imme- 
diately looking  into  their  entire  health  care  prob- 
lem. Our  problems  are  no  different  than  they  are 
in  other  fields  of  medical  care.  Do  you  have  hospi- 
tals? How  can  the  people  use  these  hospitals?  Do 
you  have  professional  personnel  acquainted  with  the 
various  forms  of  treatment  that  are  necessary?  Do 
you  have  command  of  facilities  in  your  community? 
Asking  and  tabulating  an  answer  to  those  questions 
is  today  about  the  best  preparation  we  have,  not 
only  for  an  outbreak  of  paralysis,  but  the  best 
preparation  we  have  for  any  communicable  disease. 

DR.  ATWATER:  What  is  the  American  Red 

Cross  prepared  to  do  for  a sizable  outbreak  of  polio- 
myelitis, say  in  Nebraska? 

DR.  McCOWN:  We  feel  that  probably  some  of 

our  training  programs  will  be  of  help  in  such  an 
outbreak.  You  doubtless  know  there  are  some  3700 
chapters  in  the  Red  Cross  and  a large  number  of 
people  are  being  trained  at  the  present  time,  over 
600,000  people,  women  and  men,  and  with  the 
nurses’  aid  program,  I am  very  hopeful  that  the 
local  health  departments  are  going  to  use  these 
people  that  the  Red  Cross  has  trained.  I don’t  just 
know  the  mechanics.  There  are  women  in  your 
community  who  have  had  nurse’s  aid  training,  first 
aid,  etc.,  and  I am  hoping  you  will  find  a way  to 
use  them. 

DR.  ATWATER:  What  do  you  say  about  insect- 
borne  poliomyelitis?  What  is  the  up-to-date  word 
on  it? 

DR.  GUDAKUNST:  You  are  putting  pretty 

tough  questions  when  you  set  a time  limit  on  this 
meeting!  We  know  a few  things  more  than  we  did 
several  years  ago.  We  know  that  this  disease  is 
not  just  a disease  of  the  central  nervous  system. 
We  know  that  the  virus  that  causes  the  disease  is 
present  in  the  intestines  and  is  eliminated  with 
stool  through  the  bowels,  and  we  also  know  through 
examination  in  many  epidemic  areas  that  flies  are 
capable  of  carrying  this  virus.  Whether  they  pick 
it  up  from  feeding  upon  human  excrement  and  car- 
ry it  in  their  bodies  is  a point  we  don’t  know,  and 
I don’t  think  it  is  particularly  important.  Flies  do 
and  can  harbor  and  spread  poliomyelitis  virus.  This 
disease  is  found  in  sewage,  collected  and  drained 
from  areas  where  there  are  even  a few  cases  of  the 
disease.  Through  these  channels  the  organism  can 
be  spread  far  and  wide.  Whether  the  control  de- 
pends upon  any  one  factor,  we  can  not  say.  Prob- 
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ably  it  depends  upon  the  improvement  in  environ- 
mental sanitation,  improvement  in  milk  sanitation, 
and  water  supply,  sewage  disposal  and  all  of  that 
category  of  public  health  problems.  How  the  virus 
leaves  the  fly’s  body  and  gets  into  the  human  body 
is  something  else  that  we  must  have  some  more 
time  and  opportunity  to  work  on.  We  know  that 
the  disease  is  produced  by  introduction  of  the  virus 
into  the  intestinal  canal.  I leave  it  to  you  to  draw 
upon  your  imagination  as  to  what  these  steps  in  the 
dissemination  of  the  disease. 

DR.  ATWATER:  Where  is  the  best  place  for  a 

public  health  nurse  to  find  out  about  the  Kenney 
treatment  ? 

DR.  GUDAKUNST:  That  again  is  a touchy  one. 
In  the  first  place,  misconception  has  grown  up 
through  the  lay  press  that  the  responsibility  and 
cure  for  this  disease  according  to  methods  given  by 
Kenney  rests  upon  the  nurse.  The  nurse  has  her 
same  usual  job  in  this  disease  as  in  any  other  com- 
mon disease.  The  primary  responsibility  is  with 
the  physician  to  know  about  the  manifest  symptoms 
and  methods  of  treatment.  He  needs  a nurse  to  do 
the  nursing  care.  He  needs  a technician  to  do  it — 
trained  in  physiotherapy.  The  nurse  is  not  a physio- 
therapy technician.  She  can  go  to  Minnesota  and 
learn  the  Kenney  treatment.  Use  of  muscle  re-edu- 
cation, applied  in  this  particular  disease  is  slightly 
different  from  other  acute  illnesses  and  used  at  a 
much  earlier  time  than  we  heretofore  applied  it. 
There  have  been  set  up  throughout  the  United 
States  certain  training  centers,  Minneapolis,  San 
Francisco,  Chicago,  Indianapolis,  Boston,  Warm 
Springs,  Ga.,  Philadelphia,  New  York,  where  this 
work  is  taught.  You  can  go  if  you  want  to  spend 
a week  in  any  of  these.  A physio-therapist  can  learn 
her  work  there  in  a couple  of  months.  We  would  be 
glad  to  answer  in  more  detail,  by  correspondence, 
through  the  local  infantile  paralysis  foundation  or 
from  New  York. 

DR.  ATWATER:  Did  Dr.  Rice  intend  to  say  that 
he  favored  tuberculin  instead  of  x-ray  examination  ? 

DR.  RICE:  The  ideal  case-finding  procedure  is 

with  the  x-ray,  if  other  factors  are  equal.  In 
other  words,  if  you  can  only  get  the  individual  once 
and  you  are  interested  in  immediate  treatment  and 
prevention,  that  is  the  ideal  procedure.  On  the  other 
hand,  in  communities  where  the  tuberculin  rate  is 
low,  tuberculin  reaction  is  low,  there  may  be  rea- 
sons for  starting  your  program  with  the  T.  B.  test. 
It  is  a much  easier  thing  to  do.  It  requires  three 
times,  once  for  doing  the  initial  test,  second,  for 
the  reading  of  the  test,  and  then  if  the  reading  is 
positive,  an  x-ray. 

DR.  ATWATER:  Why  is  it  easier  to  control  tu- 
berculosis in  Nebraska?  As  I understand  it  in  Ne- 
braska, the  death  rate  is  down  to  exceedingly  low 
figures.  According  to  reports  it  is  second  lowest  in 
the  country.  That  means  you  have  a smaller  num- 
ber of  unknown  cases  of  T.  B.  There  may  be  few 
T.  B.  cows.  It  must  be  true  in  some  counties  that 
there  is  no  T.  B.,  a family  or  two  at  the  most,  and 
if  so,  tuberculosis  can  be  controlled  very  early.  We 
can  do  for  families  what  we  can  do  for  our  cows. 

Will  a public  health  program  help  to  workout  a 
medical  care  program?  If  so,  how? 

DR.  COFFEE:  Emphatically,  yes.  A public 


health  program  should,  if  it  is  carried  on  properly, 
have  a very  active  health  educational  phase.  That 
phase  can  and  should  be  directed  to  the  citizens  of 
the  community.  How  to  make  better  use  of  the 
physicians’  and  hospital  facilities  of  the  community, 
better  husbanding  of  the  resources.  In  the  end,  I 
am  sure  that  a public  health  program  can  well  be 
said  to  have  added  to  the  medical  care  received  by 
the  citizens  of  the  community. 

DR.  ATWATER:  What  other  states  have  state- 

wide committees  like  Nebraska  ? Where  can  we  get 
some  help  ? 

DR.  COFFEY:  Florida  comes  to  my  mind,  of 

course,  as  perhaps  one  of  the  first  and  most  active 
states  at  this  time.  Many  of  the  other  state  health 
departments  have  advisory  committees  made  up  of 
representatives  of  the  various  communities  of  the 
state.  If  I am  not  mistaken,  Michigan  has  a state- 
wide health  planning  committee  comparable  to  Ne- 
braska. The  Illinois  State  Health  committee  has 
been  so  effective  with  the  Legislature  that  the  sen- 
ate in  Illinois  unanimously  passed  a health  bill  last 
year,  partly  as  a result  from  the  pressure  that  the 
state  health  committee  brought. 

I think  you  can  also  get  information  if  you  want 
it  by  writing  to  the  Administrative  Committee  of 
the  Public  Health  Association  which  has  accumu- 
lated some  information  in  this  field.  California  is  in 
the  process  of  organizing  such  a committee.  They 
will  be  turning  to  you  for  help. 

DR.  ATWATER:  What  actually  can  be  done  to 

protect  the  health  of  the  children  of  working  moth- 
ers ? 

DR.  PARRY : There  are  two  distinct  problems 
here.  There  is  the  question  of  the  working  mother. 
There  is  what  we  describe  as  a short  time  nursery. 
We  had  this  problem  very  acutely.  Fathers  were 
away,  the  mothers  were  taken  suddenly  ill.  We  have 
the  children  under  5 to  be  cared  for.  As  a result  the 
public  health  committee  of  Bristol  and  other  cities 
have  established  residential  nurseries  to  look  after 
them  until  the  mother  goes  back  home.  The  care  of 
children  where  the  mother  is  working  is  another 
problem.  We  have  three  kinds  of  establishments. 
We  have  the  ordinary  nursery  class  in  a school. 
It  opens  the  same  time  as  the  school  itself.  Or  we 
have  a nursery  school  itself  which  takes  care  of 
the  child  and  provides  midday  meals  and  things 
like  that.  The  school  shuts  the  usual  time.  That 
does  not  meet  the  needs  of  women  who  go  to  work 
at  6 or  on  the  night  shift.  We  have  discovered  that 
these  mothers  can  not  provide  facilities  for  care  of 
their  children.  We  have  established  war-time  nur- 
series— already  something  like  60  were  established 
in  Bristol.  They  are  really  houses  that  start  with 
a nursing  charge.  There  are  qualified  teachers  to 
look  after  the  child  from  2 to  5,  and  then  the  child 
is  cared  for  from  6:30  until  the  mother  returns  from 
work. 

DR.  RICE:  Will  you  outline  the  organization  of 

an  efficient  health  department  as  to  the  board  of 
health,  the  health  officer  qualifications,  and  method 
of  appointment? 

DR.  GUDAKUNST:  These  are  only  my  personal 
opinions.  The  organization  of  a state  board  of 
health  should  be  a non-political  board.  That  is,  I 
mean  not  political,  not  subject  to  removal  by  any 
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one  individual  at  any  one  time.  It  should  come  as 
near  representing  the  people  as  possible.  It  is 
recommended  that  such  a board  be  appointed  for 
staggered  terms — long  terms,  4 or  5 years  at  a 
time.  It  should  include  representatives  of  the  medi- 
cal and  dental  professions  who  are  skilled  in  public 
health  practices,  as  well  as  the  general  public.  The 
ru'dificatic  ns  recommended  fcr  a health  officer  are 
first,  that  he  be  a physician,  second,  that  he  be  li- 
censed to  practice,  that  he  serve  an  internship,  that 
he  have  had  at  least  one  year  of  training  in  a rec- 
ognized (university)  of  public  health,  graduate  level: 
third,  that  you  expect  him  to  earn  $3000  or  $4000 
a year.  That  is  qualification  for  your  county  offi- 
ce1 Certainly  vour  state  health  officer  should  be 
of  broader  experience.  He  should  not  be  anything 
less  than  a physician,  not  less  than  a Master  of  Pub- 
lic health  so  that  he  can  cope  with  the  problems 
raised  by  his  trained  assistants  at  county  levels. 

Method  of  appointment.  However  he  is  appoint- 
ed, it  should  be  on  a career  basis.  If  a man  is  ap- 
pointed for  a term  of  life  or  less,  he  qualifies  for 
a job.  and  holds  that  job  until  one  of  several  things 
happen,  either  he  becomes  too  old  and  is  retired  on 
pension,  or  he  is  removed  from  office  for  definite 
cause,  not  because  we  happen  to  have  a new  gover- 
nor or  because  we  happen  to  have  the  old  gover- 
nor. He  should  be  appointed  on  a merit  basis.  It 
is  a lot  to  ask,  but  it  is  not  too  much  to  expect, 
or  too  much  for  a man  who  has  prepared  himself 
for  a job.  We  have  not  as  yet  arrived  at  the  point 
where  we  have  our  state,  our  countv  health  offi- 
cers appointed  with  any  security.  That  is  one  of 
the  serious  problems  we  need  to  work  out. 

DR.  ATWATER:  I can  speak  as  a former  health 
officer  for  6 years.  It  gave  me  a great  sense  of 
security  and  freedom  to  do  my  best  to  be  removed 
from  the  worry  of  the  necessity  of  doing  what  I was 
requested  to  do  bv  some  politician. 

How  can  a nurse  decide  wisely  which  problem  de- 
serves first  attention  on  a given  morning,  Miss 
Deming? 

MISS  DEMING:  Ask  the  supervisor.  We  have 

usually  said  that  the  basis  on  which  one  should  de- 
cide which  patient  we  should  see  first  was  on  the 
basis  of  the  patient  in  relation  to  her  condition.  If 
the  patient  does  not  have  sufficient  care  at  home, 
has  had  no  nursing  service,  that  person  would  come 
first.  If  it  were  someone  who  had  been  carried  on 
the  list  for  some  days,  perhaps  with  communicable 
disease,  that  would  be  the  first  patient  to  care  for. 

DR.  ATWATER:  Are  you  assuming  that  a pub- 

lic health  nurse  would  have  to  reject  certain  types 
of  calls  in  wartime? 

MISS  DEMING:  I am  assuming  that  under  war- 

time conditions  the  nurse  responds  to  every  call 
and  continues  service  in  the  home  where  there  is 
illness  on  a demonstration  basis  so  that  some  one 
can  give  that  care  in  the  home,  and  if  she  cannot 
return,  give  enough  instructions  that  some  one  at 
home  can  give  the  necessary  care.  I am  placing  the 
word  “nursing”  in  public  health  nursing. 

DR.  ATWATER:  How  can  a nurse  decide  which 

problem  deserves  first  attention  on  a given  day? 
Dr.  Curtis,  tell  us  your  opinion  from  your  exper- 
ience as  past  director  of  a maternal  and  child 
health  division. 

DR.  CURTIS:  I didn’t  advise  the  nurse.  I at- 


tended all  of  the  staff  conferences  that  we  had  with 
the  public  health  nurses,  but  I left  it  to  them  to 
make  the  decision  as  to  what  was  the  foremost 
problem. 

DR.  ATWATER:  Miss  Nicholson,  consultant 

nurse  in  the  Children’s  Bureau,  what  would  you 
say? 

MISS  NICHOLSON:  That  is  a difficult  question. 
It  is  not  a usual  one  and  I don’t  think  there  is  any 
one  answer  for  every  day  in  the  week.  There  may  be 
a young  mother  who  had  a delivery  last  two  or 
three  hours.  That  might  be  the  first  call  to  be  made, 
who-eas  if  vou  had  nneumonin.  that  patient  might 
be  the  first  to  be  visited.  In  the  case  of  the  young 
mother  and  her  infant,  the  public  health  nurse  has 
been  to  the  home  before  to  make  plans  and  she 
may  feel  satisfied  that  a neighbor,  or  mother,  or 
mother-in-law  is  in  that  home  taking  care  of  the 
patient  until  late  in  the  day.  A physician’s  orders 
about  the  urgency  of  a case  would  be  an  indication 
to  the  nurse.  I like  “rendering”  public  health  nurs- 
ing. It  is  more  than  a “Call”  when  a good  public 
health  nurse  goes  to  the  home;  it  is  a service  she  is 
rendering  to  the  home.  I don’t  think  they  need 
many  rules  written  down. 

DR.  ATWATER:  What  are  we  doing  to  help 

local  doctors  to  improve  care  for  mothers  and 
babies  ? 

DR.  GEDGOUD:  I represent  an  educational 

phase  of  the  State  Health  Department  so  that  I can 
speak  only  from  an  educational  standpoint.  In  re- 
gard to  postgraduate  medical  education,  our  Uni- 
versity conducts  clinics  and  lectures  outstate  for 
the  purpose  of  acquainting  our  physicians  with  new 
developments,  with  present  methods  of  treatment. 
We  are  supplanting  some  of  the  medical  meetings 
discontinued  because  of  the  war.  Postgraduate 
training,  according  to  our  Dean,  is  best  done  in  the 
undergraduate  school,  and  that  is  another  reason 
for  our  set-up  at  the  University  of  Nebraska.  We 
are  there  as  full  time  men — the  only  full  time  men 
on  the  clinical  faculty.  We  are  there  to  improve 
pediatrics,  obstetrics,  and  dentistry.  That  is  the 
way  we  are  helping  solve  this  problem.  Our  job  is 
to  educate  the  physicians. 

DR.  ATWATER:  We  would  like  Dr.  Curtis  to 

say  something  about  the  Nebraska  mortality  rate. 
I understand  it  is  18  per  1000  live  births. 

DR.  CURTIS:  Is  that  on  an  individual  year  or 

is  it  a five-year  average?  I don’t  know  your  birth 
rate  here  but  I rather  suspect  it  might  fluctuate 
from  year  to  year. 

DR.  LODER:  Mortality  rate  has  continually  de- 

creased each  year.  Part  of  the  aim  of  the  Division 
of  Maternal  and  Infant  Health  is  making  available 
more  health  facilities,  and  laying  more  health  or- 
ganization protection  around  the  local  community. 
The  educational  program  of  the  physicians  is  just 
one  portion  of  the  program  that  has  been  developed 
in  order  to  develop  a sound  protective  program. 
There  must  be  a maternal  and  infant  program; 
there  must  be  more  study  of  the  problems.  Mor- 
tality has  been  lowered  but  there  are  other  prob- 
lems we  must  attack  in  order  to  provide  a safer 
motherhood. 

DR.  ATWATER:  What  is  your  current  infant 

mortality  rate? 
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DR.  LODER:  32.5  per  1,000  live  births. 

DR.  ATWATER:  I think  the  dental  educational 

program  in  Nebraska  is  unique  among  state  depart- 
ments. I commend  the  effort  that  is  being  made 
to  acquaint  medical  students,  nurses,  and  physicians 
in  general  with  the  public  health  aspects  of  dentist- 
ry. That  deserves  wider  knowledge  and  I encourage 
the  group  to  report  it  to  the  Journal  of  Public 
Health. 

Is  it  customary  in  England  to  have  all  tax  sup- 
ported medical  services  under  one  head? 


DR.  PARRY : We  have  two  types  of  taxes.  We 

have  the  local  taxes  and  the  central  tax  made  by 
the  central  government  which  is  income  tax,  and  all 
indirect  tax.  I suppose  you  refer  to  local  taxation. 
The  local  council  is  responsible  for  the  expenditure 
of  all  local  taxes  but  it  may  have  health  service  as- 
sociated with  the  social  welfare  committee  or  with 
the  health  committee.  But  we  are  fortunate  in  some 
cities  in  having  all  of  the  health  service  under  one 
medical  officer. 

DR  ATWATER:  (Closed  the  round-table  discus- 

sion.) 


* * * 

Round  Table  on  Sound  Health  Program 
For  Nebraska 


Dr.  C.  W.  M.  Poynter,  presiding. 

Mrs.  James  Sellers  brought  in  recommendations 
to  the  conference  from  the  section  on  Public  Health — 
Wartime  Goals  and  Plan  of  Work,  and  said  in  part: 

Our  section  did  not  have  time  to  take  a vote  on 
these  recommendations  but  there  was  a general 
agreement  about  them.  I shall  not  feel  chagrined 
if  you  don’t  accept  them. 

The  committee  recommends  that  Legislative  Bill 
295  be  endorsed  by  the  conference  and  a resolution 
be  sent  to  the  Legislature  asking  that  the  Bill  be 
passed  without  the  amendment  preventing  participa- 
tion by  all  counties  or  groups  of  counties. 

DR.  POYNTER:  You  have  before  you  the  rec- 

ommendation in  regard  to  the  bill  and  elimination 
of  the  amendment.  Who  will  speak  for  or  against 
the  recommendation  ? 

MRS.  SELLERS  moved  adoption  of  the  resolution. 
Carried  unanimously. 

MRS.  SELLERS:  That  is  very  encouraging.  The 
second  recommendation  has  to  do  with  education. 
The  public  health  section  recommends  that  forma- 
tion of  local  health  councils  or  committees  be  en- 
couraged and  such  organization  be  stimulated  by 
active  leadership  from  the  State  Department  of 
Health  and  from  State  Health  Planning  Committee, 
and  urge  that  better  health  education  in  teacher 
training  curriculum  be  established,  and  that  the 
subject  of  public  health  be  given  its  proper  place  in 
the  curriculum  of  public  schools.  I move  the  adop- 
tion of  this  recommendation.  Seconded  from  the 
floor. 

DR.  POYNTER':  I hope  there  is  some  representa- 
tive from  the  faculty  of  Teachers  College  here.  It 
seems  to  me  it  would  be  a very  proper  question 
for  discussion  as  to  whether  there  is  in  the  present 
machinery  of  the  Teachers  College  a program  to  put 
this  resolution  into  effect.  Professor  Filley,  would 
you  say  something  about  the  problem  ? 

PROF.  FILLEY : Instead  of  talking  myself,  I 

wish  to  refer  to  a man  who  does  know  a lot  about 
it,  Professor  Broady. 

PROF.  BROADY : What  is  the  question  ? 


DR.  POYNTER:  The  question  is  the  recommen- 

dation that  we  emphasize  in  our  teachers  training 
program  the  problem  of  public  health  or  that  we 
take  cognizance  of  the  physical  health  of  our  stu- 
dents through  our  teachers  as  well  as  their  intel- 
lectual welfare. 

PROF.  BROADY:  We  do  have  a state  law  which 
requires  a course  which  supposedly  gives  a back- 
ground of  that  knowledge.  I am  wondering  if  there 
is  evidence  that  the  program  at  present  is  not  effec- 
tive. There  must  have  been  some  reason  for  that 
recommendation  and  I can  speak  from  specific  ex- 
amples of  need  for  a broader  educational  program 
than  from  the  general  idea  which  I heartily  approve. 

MRS.  SELLERS:  Of  course  we  feel  that  the 

rural  teacher  who  makes  a physical  examination 
of  the  student  in  the  fall  has  an  awful  lot  to  do 
and  is  doing  a job  she  shouldn’t  be  doing.  As 
long  as  she  is  required  to  do  it  by  law  she  should  be 
better  prepared  to  do  it.  The  idea  behind  this  is 
simply  that  health  education  be  emphasized,  we 
didn’t  say  “established”  in  that  field.  I think  you 
will  agree. 

PROF.  BROADY : We  are  having  an  interesting 

development  this  summer.  There  is  an  off-campus 
speaker  training  center.  Approximately  40  young 
men  and  women  will  attend  from  the  rural  schools. 
The  center  will  be  in  Gage  and  Jefferson  counties. 
One-fourth  of  their  time — a full  10  weeks  period — 
is  going  to  be  under  the  direction  of  a physical 
education  director  who  is  much  interested  in  this 
very  problem.  Just  this  Saturday  I was  discussing 
with  him  his  program.  I believe  those  teachers  are 
going  to  know  something  about  more  adequate  ex- 
aminations. There  are  places  where  it  can  be  done 
very  well.  It  does  need  further  emphasis  no  doubt. 

DR.  POYNTER:  I believe  this  is  not  the  first 

time  this  question  has  come  up  for  discussion.  In 
our  own  experience,  taking  a period  of  3 years 
in  college  and  then  5 years  of  medical  school,  includ- 
ing internship,  we  have  gotten  through  feeling  there 
are  a lot  of  problems  that  have  not  been  satisfac- 
torily engraved  in  our  medical  profession  to  meet 
the  real  problem  of  health  examination  and  training. 
I suspect  we  are  going  to  put  a tremendous  load 
on  our  teachers  college  when  we  suggest  that  there 
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can  be  in  a few  short  courses  sufficient  subject 
matter  to  make  them  adequate  to  deal  with  the 
problem  of  health  of  these  children  and  advising 
parents  on  it. 

There  is  only  one  thing  that  in  my  experience 
gives  me  encouragement,  since  we  have  a great 
many  communities  in  the  state  who  have  lost  doc- 
tors and  are  depending  on  the  local  assistance  di- 
rectors, every  once  in  a while  I get  a telephone  call 
of  this  kind,  “We  would  like  to  send  this  case  into 
the  University  hospital.  He  is  very  sick.”  If  I 
would  go  on  and  ask  what  the  sickness  is  or  some- 
thing of  that  kind,  we  wouldn’t  get  a very  satisfac- 
tory answer.  But  in  no  case  yet  have  they  been 
wrong  that  the  patient  was  very  sick.  If  the  teach- 
ers got  as  far  as  to  recognize  that  the  person  was 
not  well,  perhaps  that  is  all  that  is  necessary  in  con- 
nection with  this  resolution. 

The  motion  carried. 

MRS.  SELLERS:  I should  like  to  say  a word 

about  recommendation  three  before  I read  it.  The 
present  cooperation  of  the  state  department  and  the 
state  medical  society  and  the  Nebraska  tuberculosis 
society  is  really  working.  We  have  this  recommen- 
dation to  offer,  that  we  urge  continuation  of  an 
education  program  of  awareness  of  tuberculosis;  that 
we  urge  attention  of  responsible  groups  to  the  fact 
that  tuberculosis  is  a communicable  disease  with 
reference  to  such  specific  measures  as  school  teach- 
ers and  nurse  aid  control  in  defense  areas,  that  we 
call  attention  to  present  examination  and  rehabili- 
tation of  rejectees  on  account  of  tuberculosis,  selec- 
tive service  men  and  their  contacts  as  an  effective 
argument  in  practical  application  of  tuberculosis 
control,  and  urge  cooperation  of  all  committees  with 
the  State  Health  Department  in  this  matter,  and 
also  urge  cooperation  in  reporting  as  an  aid  in  case 
finding.  I think  that  can  all  be  put  in  this  sen- 
tence : 

That  the  conference  urge  the  continuation  of  the 
educational  program  of  the  awareness  of  tuberculo- 
sis, urge  the  cooperation  and  the  attention  of  respon- 
sible groups  to  the  fact  that  Tuberculosis  is  a com- 
municable disease,  remembering  that  we  do  have  a 
program  that  is  activated  now  by  three  sources,  the 
State  Health  Department,  the  State  Medical  Asso- 
ciation, and  the  State  Tuberculosis  Society.  I move 
the  recommendation  be  adopted. 

DR.  POYNTER:  I would  like  to  emphasize  what 
seems  to  me  pertinent  at  the  present  time,  namely 
the  problem  of  the  selectee  or  the  man  who  is  called 
up  for  draft  and  then  is  sent  home.  Dr.  Murphy, 
will  you  just  say  a word  on  that?  What  is  being 
done  in  order  to  gather  in  all  that  group  of  men  that 
an  examination  shows  are  threatened  with  tubercu- 
losis ? 

DR.  MURPHY : The  idea  there  is  to  call  atten- 

tion to  the  fact  that  the  men  are  being  rejected  and 
merely  dismissed  on  the  basis  of  something  in  the 
test.  There  a problem  comes  up.  Are  those  men 
sick  with  the  disease,  or  has  there  been  some  other 
condition  ? The  State  Health  Department  does  not 
reach  all  of  them  in  an  equal  space  of  time.  Those 
which  appear  to  be  active  T.  B.  are  taken  care  of 
first,  some  not  so  active,  the  department  will  com- 
municate with  by  letter  and  in  local  communities  doc- 
tors will  make  the  examination  and  will  cooperate 
with  the  Health  Department  in  doing  that. 


There  is  a situation  that  comes  up  in  the  fact 
that  many  of  the  men  present  quite  a psychological 
problem.  They  may  feel  they  have  been  dismissed 
on  account  of  a serious  disease  and  will  feel  very 
guilty.  That  calls  for  a field  of  rehabilitation,  call 
on  resources  of  the  medical  personnel  and  all  work- 
ers in  connection  with  the  patient  and  the  community 
and  the  State  Health  Department.  At  the  present 
time  these  cases  as  they  come  up  are  referred 
to  the  health  department.  Through  the  health  de- 
partment and  the  tuberculosis  association  contact 
is  made  with  the  men  and  their  families.  Further 
cooperation  is  necessary  but  it  is  a matter  of  person- 
nel. The  state  department  is  not  in  a position 
whereby  it  can  contact  all  of  these  men  individually. 
Some  of  the  work  will  have  to  be  done  by  letter, 
and  it  will  devolve  upon  local  communities  to  co- 
operate with  the  state  health  department.  This 
problem  will  call  for  the  cooperation  of  individuals 
at  home  to  aid  in  first  diagnosing  the  case,  active 
or  not,  or  something  else  will  have  to  be  done 
to  reassure  him  of  the  fact  that  he  is  or  is  not 
permanently  ill.  In  attempting  to  rehabilitate  him 
it  is  necessary  to  help  him  overcome  his  fear. 

DR.  POYNTER  put  the  question  and  the  mo- 
tion carried. 

MRS.  SELLERS:  This  is  the  last  recommenda- 

tion. We  recommend:  Reorganization  of  the  State 
Health  Department  in  order  that  the  Department  of 
Health  be  freed  from  political  pressure  and  that  an 
adequate  appropriation  be  granted  to  the  depart- 
ment in  order  that  the  activities  of  the  department 
be  expanded  into  all  phases  of  the  public  health 
field. 

Motion  made  to  accept  the  recommendation,  sec- 
onded, and  carried. 

Report  of  the  Session  on  Medical  Care — Wartime 
Goals  and  Plan  of  Work  was  next  called  for. 

MRS.  WEBB  read  the  recommendations  for  the 
section,  saying,  “We  were  moved  by  the  problem 
which  confronts  the  people  of  Nebraska,  by  the 
discussion  which  we  heard  in  the  medical  care  meet- 
ing this  morning.  There  is  very  little  point  in  es- 
tablishing a council  of  representatives  of  organized 
groups  to  come  to  discuss  these  problems  unless 
those  representatives  are  given  some  concrete  pro- 
gram to  carry  back  to  their  own  individual  com- 
munities so  that  a coordinated  effort  be  made  to 
make  that  particular  community  the  best  community 
in  the  whole  state.  If  that  is  done,  surely  our  prob- 
lems will  be  solved  in  a way  that  we  scarcely  dream 
of  at  this  particular  time. 

“We  recommend  that  the  representatives  of  or- 
ganized groups,  having  established  health  programs, 
cooperate  with  the  Nebraska  Health  Planning  com- 
mittee in  the  establishment  of  a sound,  overall  pro- 
gram of  public  health,  medical  care,  and  planning 
for  organized  health  centers  for  our  state.” 

Motion  made  to  accept  the  recommendation,  car- 
ried. 

MRS.  WEBB:  We  recommend  that  the  Nebraska 
Health  Planning  Committee  in  cooperation  with  in- 
terested agencies  encourage  the  formation  of  local 
health  councils;  these  councils  to  be  affiliated  with 
the  Nebraska  Health  Planning  committee  for  the 
purpose  of  accomplishing  health  goals. 

DR.  POYNTER:  I wonder  if  I am  wrong  in  as- 
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suming  that  you  can  not  repeat  the  recommenda- 
tion. May  I ask  that  it  be  read  again?  (Mrs.  Webb 
read  the  recommendation  again  and  added:  “I  think 
both  Miss  Anderson  and  Mr.  Gould  during  these 
two  days  have  outlined  the  goals  of  the  Nebraska 
Planning  Committee,  and  it  is  those  goals  which  we 
hope  to  disseminate  throughout  the  entire  state 
through  interested  agencies.”) 

Someone  in  audience  said,  “I  speak  in  favor  of 
the  recommendation.” 

MISS  FEDDE:  Would  affiliation  of  a local 

health  council  to  the  Nebraska  Health  Planning 
Committee  help  you  in  your  county,  Mrs.  Walters? 

MRS.  WALTERS:  It  would  help  very  much. 

DR.  POYNTER:  The  question  seems  to  be 

whether  anyone  is  opposed. 

Motion  put  and  carried. 

MRS.  WEBB:  We  recommend  that  the  State 

Department  of  Health  provide  the  necessary  funds 
for  a combined  program  of  public  health  and  medi- 
cal care  in  sparsely  settled  areas  of  our  state. 

DR.  A.  L.  COOPER:  I am  wondering  whether  this 
is  in  accordance  with  the  basic  object  of  this  group 
and  the  aims  for  which  you  are  trying  to  find  a solu- 
tion. As  I understand  it  you  "hope  that  the  prob- 
lem will  be  settled  and  taken  care  of  by  guidance 
to  local  communities  whether  they  are  sparsely  set- 
tled or  more  thickly  settled  as  in  Hamilton  county. 
I am  afraid  the  incentive  for  real  solution  would  not 
be  furthered  by  financial  support,  if  I take  the 
recommendation  as  meaning  that  it  come  entirely 
from  the  State  Department  of  Health.  Furthermore, 
I don’t  think  citizens  of  Nebraska  who  are  taxpayers 
would  be  in  accord  with  entire  support  of  a pro- 
gram from  that  source.  Another  thing,  we  are  all 
of  us  creatures  of  emotion  as  well  as  reasoning,  and 
we  follow  the  line  of  least  resistance  too  many 
times  perhaps.  If  we  are  helped  to  rely  on  out- 
side support  I am  afraid  that  we  would  become 
parasites  by  following  that  too  far.  Personally,  I 
would  not  be  in  favor  of  this  recommendation.  Not 
just  the  idea  but  from  personal  experience  in  our 
own  locality.  It  is  a fine  thing  to  bring  aid  by  edu- 
cation to  a community  on  a demonstration  basis 
perhaps,  but  I am  afraid  it  is  a disastrous  thing  to 
continue  that  too  far.  We  have  tried  in  the  west 
end  of  Nebraska  with  the  Farm  Security  program 
over  a period  of  3 years  and  this  spring  it  was  en- 
tirely abandoned,  not  simply  on  the  part  of  the 
medical  profession,  dentists,  hospitals,  and  drug- 
gists, but  largely  on  the  part  of  the  clients  or  fam- 
ilies themselves.  And  it  isn’t  because  of  the  so- 
called  emergency  being  entirely  over,  but  in  anticipa- 
tion that  it  will  be  over,  from  an  economic  basis  they 
have  already  had  their  education,  they  are  in  a posi- 
tion to  take  care  of  themselves. 

Finally,  we  feel  that  the  disadvantages  far  out- 
weigh the  advantages  in  continuing  that  further.  I 
think  that  the  guidance  and  educational  value  that 
can  come  through  the  State  Department  of  Health 
is  a fine  thing  in  every  way,  but  to  take  care 
of  the  community  I believe  is  not  desirable. 

DR.  CHAS.  WAY : I would  like  to  say  I agree 
heartily  with  everything  Dr.  Cooper  has  said.  That 
motion  if  carried  through  as  stated,  will  actually  do 
harm  to  the  State  Health  Department  and  to  the 
present  Conference.  Public  health  measures,  educa- 


tion are  in  the  plan  of  the  State  Health  Department. 
Medical  care  definitely  is  not.  That  would  jeopar- 
dize the  Health  Department  and  this  Conference  also. 

There  is  another  angle  to  that.  Because  of  the 
responsibility  of  furnishing  medical  care  to  those 
areas  being  assumed  by  your  Procurement  and  As- 
signment Service  a questionnaire  went  out  a week 
or  two  ago  to  each  of  the  councilor  districts  and  they 
reported  medical  care  needs  of  their  areas.  These 
needs  will  be  taken  care  of  as  fast  as  possible  by 
the  Procurement  committee. 

(Remark  from  floor  unidentified):  I don’t  know 

too  much  about  the  part  that  is  going  to  be  desir- 
able for  the  health  department  to  play,  but  my 
reaction  is  that  the  State  Health  Department  re- 
ceives aid  from  federal  and  state  funds.  I feel  it 
right  for  our  local  group  to  receive  help  from 
the  state  department.  It  is  public  health  work  that 
the  money  goes  for.  I thought  that  was  what  our 
State  Department  of  Health  was  for. 

DR.  POYNTER  called  on  Dr.  Petty  who  had  come 
into  the  room  a few  minutes  earlier. 

DR.  PETTY : I would  feel  that  that  recommenda- 
tion would  not  be  wise  as  you  have  stated  it,  for 
you  say  that  the  state  health  department  would  fur- 
nish funds  for  medical  care  and  public  health.  I 
think  it  would  be  the  policy  of  the  state  health 
department  to  participate  to  the  extent  of  public 
health.  In  medical  care,  as  I did  hear  Dr.  Way  say, 
through  procurement  and  assignment  or  through 
some  other  organization,  an  effort  would  be  made  to 
place  men  so  that  people  would  have  available  medi- 
cal care.  I personally  do  not  feel  that  we  should 
say  the  State  Department  of  Health  should  have  the 
responsibility  of  furnishing  medical  care  at  this 
time  at  least. 

MISS  ELIN  ANDERSON:  I hope  the  conference 
will  remember  that  the  committees  drawing  up 
these  recommendations  had  time  to  do  so  only  while 
they  were  attending  other  meetings  during  the  lunch 
hour.  With  a little  more  time  I am  sure  this  com- 
mittee would  have  presented  a recommendation 
that  would  not  have  caused  misunderstanding.  The 
Sand  Hills  Region  Health  Association  was  formed 
to  help  the  local  people  of  a sparsely  settled  area 
help  themselves  secure  health  services.  A careful 
analysis  of  the  economic  situation  in  that  area, 
however,  revealed  that  40%  of  the  people  are  on 
subsistence  level  and  a large  majority  of  the  re- 
mainder are  just  a little  above  this  level.  They 
were  without  any  medical  or  public  health  services. 
Considering  their  ability  to  pay,  these  local  people 
have  contributed  their  utmost  toward  a public 
health  and  medical  care  program  a sum  of  $6,000  or 
more.  The  State  Department  of  Health,  through 
Federal  funds  entirely,  agreed  to  contribute  a little 
over  $4,000  toward  the  public  health  service  that  the 
physician  and  nurse  could  render,  for  in  such  an 
area  the  one  physician  would  have  to  be  the  pub- 
lic health  officer. 

In  the  prairie  provinces  of  Canada  the  Provin- 
cial Departments  of  Health,  which  are  set  up  on 
the  same  basis  as  our  State  Departments  of  Health, 
consider  it  their  responsibility  to  provide  equal  op- 
portunity for  health  services  to  all  areas.  With 
this  in  mind,  they  have  helped  communities  to  ob- 
tain or  retain  the  services  of  a physician  by  assur- 
ing him  an  income  through  pooled  funds  and  by 
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making  him  their  public  health  officer  as  well  as 
their  general  practitioner.  The  Sand  Hills  Region 
Health  Association  was  modeled  after  this  successful 
plan  on  a voluntary  basis.  The  State  Department  of 
Health  has  been  asked  to  make  possible  a combined 
program  of  public  health  and  medical  care  in  areas 
where  without  some  such  aid  neither  program  would 
be  possible.  In  every  program  of  prevention  that 
is  a responsibility  of  the  State  Department  of  Health, 
some  medical  care  is  essential.  Surely,  there  is  a 
justifiable  reason  for  the  State  Department  of 
Health  to  help  make  medical  and  public  health  serv- 
ices available  to  such  a special  type  of  community. 
The  problem  of  such  areas  is  not  merely  a wartime 
problem  and  hence  is  not  well  dealt  with  by  a tem- 
porary agency  like  the  procurement  and  assignment 
service.  There  will  always  be  a problem  of  ade- 
quate health  services  in  sparsely  settled  areas  and 
the  State  Department  of  Health  is  the  only  endur- 
ing agency  to  help  these  areas.  As  to  the  Depart- 
ment’s taking  complete  responsibility  for  the  fi- 
nancing of  such  a program,  that  was  never  the  in- 
tent of  either  the  Nebraska  Health  Planning  Com- 
mittee or  the  local  people.  The  Sand  Hills  people 
are  independent  citizens  putting  forth  every  effort 
to  raise  all  funds  that  they  can  toward  a health 
program.  Surely  it  does  not  undermine  the  morale 
of  these  people  if  they  are  given  some  assistance 
in  their  efforts  through  the  State  Department  of 
Health  which  is  the  people’s  agency  for  health 
protection.  I am  sure  the  only  intent  of  this  recom- 
mendation was  that  the  State  Department  of  Health 
help  such  areas  in  our  state  to  help  themselves 
provide  a more  adequate  health  service. 

DR.  HARRY  MURPHY : It  seems  to  me  we  are 
discussing  a question  of  principle  which  is  vital — 
namely,  the  definition  of  public  health  and  medical 
care.  It  doesn’t  seem  as  though  public  health  pre- 
supposes medical  care.  There  have  already  been  re- 
ports of  this  same  committee  that  cooperatively 
managed  clinics  are  now  functioning  in  which  the 
matter  of  medical  care  has  already  been  accom- 
plished by  a set-up  in  operation.  Why  is  it  neces- 
sary to  complicate  the  machinery  by  placing  in  the 
health  department  that  is,  in  the  educational  field, 
the  question  of  medical  care, 
tion  of  medical  care. 

DEAN  POYNTER  called  on  Chester  Paxton,  Sec- 
retary-treasurer of  the  Sand  Hills  Region  Health 
Association  to  answer  questions. 

MR.  PAXTON : I came  down  representing  the 

Sand  Hills  Region  Health  Association.  During  the 
last  year  we  have  received  considerable  sums  from 
the  Department  of  Health  for  the  public  health 
phase  of  our  health  program,  without  which  we 
wouldn’t  have  operated.  It  seems  to  me  that  our 
project  is  worth  while.  We  will  have  a small 
amount  of  money  left  over  from  this  year’s  business. 
We  need  more  equipment  to  operate  properly.  I 
don’t  know  whether  this  resolution  was  made  just 
for  our  organization  or  not,  but  I would  feel  that 
the  resolution  should  pass.  We  need  some  assistance 
for  this  year  at  least  if  we  operate  as  we  should 
and  have  equipment  that  we  need. 

DR.  WAY:  I was  under  the  impression  that  the 

health  association  in  the  sandhills  was  set  up  more 
or  less  on  an  experimental  basis  and  we  are  watch- 
ing it  with  great  interest.  As  I get  this  it  would 
tend  to  make  this  a permanent  thing. 


The  resolution  was  read  again. 

MR.  GOULD:  It  seems  to  me  that  the  resolu- 

tion reads  as  though  it  intended  that  the  State 
Department  of  Public  Health  provide  all  the  funds. 
Is  that  right? 

MR.  PAXTON:  I’m  sure  that  wasn’t  the  intent  of 
the  resolution. 

MR.  GOULD:  I am  sure  it  is  not  the  spirit  or 

intent  that  such  a resolution  be  passed  by  the 
group.  That  would  be  disastrous. 

FROM  FLOOR:  I can’t  help  but  feel  that  the 

very  fact  that  confusion  has  been  created  over  it, 
that  it  doesn’t  seem  like  a good  idea  to  pass  the 
resolution.  It  would  be  somewhat  damaging  to 
the  conference.  It  has  been  brought  out  that  the 
demands  for  these  things  should  come  from  the  peo- 
ple. I think  at  the  same  time  they  should  be  at 
the  point  where  they  are  willing  to  partly  finance 
such  a program. 

MRS.  WEBB  offered  a substitute  motion,  that 
this  resolution  be  reported  to  the  Nebraska  Plan- 
ning Committee  for  clarification. 

MRS.  WEBB:  For  the  fourth  and  last  recom- 

mendation: 

We  recommend  that  definite  steps  be  taken  to 
encourage  the  organization  of  public  health  dis- 
tricts and  that  public  health  work  be  considered 
an  essential  phase  of  any  medical  care  program. 
In  making  this  recommendation  it  was  thought 
that  the  program  of  public  health  should  parallel 
a program  of  medical  care. 

DR.  POYNTER  called  for  a vote  on  the  resolu- 
tion which  carried. 

MRS.  WEBB:  The  members  of  the  recommenda- 
tions committee  were  Dr.  Arthur  Anderson,  Mrs. 
Charles  Anderson,  and  Mrs.  O.  L.  Webb. 

MR.  GOULD:  It  is  drawing  toward  the  time 

when  we  should  close.  I think  there  has  been  ample 
opportunity  for  considerable  discussion.  I would 
like  to  take  this  opportunity  of  calling  on  one  or 
two  people  to  make  a few  remarks.  Especially 
would  I like  to  have  Mrs.  Walters  come  up  to  the 
platform  here  where  the  microphone  is  and  where 
you  can  have  the  opportunity  of  hearing  what  has 
been  done  out  in  an  isolated  area  of  Sheridan  coun- 
ty in  the  development  of  health  council  idea  with 
very  little  outside  help. 

MRS.  WALTERS:  I have  been  taking  notes  to 

try  to  take  something  home  to  be  of  help  in  Sheri- 
dan county.  I think  what  you  want  is  to  know 
how  we  started  and  what  we  have  done.  Is  that 
right  ? 

In  the  first  place  Mrs.  Edmondson  of  South  Sheri- 
dan was  very  enthusiastic  about  the  South  Sheri- 
dan health  council.  I attended  a nutrition  meeting 
with  her  in  Alliance  and  she  enthused  me  with  her 
health  work.  Naturally  our  people  are  interested 
in  public  health.  Our  ranchers  and  farmers  are 
just  as  interested  in  the  condition  of  their  families 
and  the  families  of  their  neighbors  as  you  people 
in  Lincoln  and  Omaha  are,  and  the  more  thickly 
settled  places.  But  we  don’t  have  the  opportunity 
to  know  about  these  things  like  you  do. 

Miss  Lamkin  came  out  last  fall  to  talk  to  our 
high  school  at  Rushville.  The  project  clubs  who 
were  especially  interested  in  health  attended  the 
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meeting  to  get  a little  inside  information  on  some 
of  the  things  we  wanted  to  know.  Quite  a number 
of  people  attended  that  meeting  in  the  high  school 
and  all  of  them  were  interested.  We  took  a vote 
at  that  meeting  as  to  whether  or  not  we  would  like 
to  do  something  along  public  health  lines.  We 
unanimously  voted  that  we  should  do  something. 

Another  meeting  was  called  and  Dr.  Loder  came 
out  and  talked  to  us  and  explained  a lot  of  things 
we  didn’t  know  and  we  were  still  interested  and 
more  interested.  A little  later  Miss  Anderson  came 
out.  I had  written  to  Miss  Anderson  asking  if 
she  would  come  out  to  get  us  lined  up.  Miss  Ander- 
son came  out  and  spent  two  days  with  me.  We  con- 
tacted individuals  at  that  time.  We  looked  up  quite 
a few  people  in  each  community  who  were  interested 
and  could  help  efficiently,  some  more  efficient  than 
rancher’s  wives. 

Another  time  Miss  Anderson  came  out  we  had  our 
committees  organized  in  three  towns,  Gordon,  Hay 
Springs,  and  Rushville.  In  each  of  those  towns 
we  had  representative  committees.  A doctor’s  wife 
was  chairman  of  the  committee  in  Rushville  and 
was  very  enthusiastic  about  the  program.  With  her 
on  her  committee  there  is  a registered  nurse,  a 
rural  woman,  and  others.  In  Rushville  there  are  on 
that  committee  the  county  chairman  of  the  Red 
Cross,  the  chairman  of  the  defense  council,  Dr. 
Hook,  and  others.  In  Gordon,  Mrs.  Griswold  is 
chairman  of  that  committee.  With  her  are  Dr. 
Anderson,  and  we  have  a rural  woman  on  that  com- 
mittee. We  have  tried  to  reach  the  rural  women 
through  project  clubs  and  schools  also. 

Then  we  had  Miss  Smrha,  the  nutritionist  from 
the  State  Department  of  Health,  come  out.  Miss 
Smrha  is  a lady  who  has  been  in  Sheridan  county 
a lot.  She  is  very  much  loved  in  our  county.  We 
had  quite  a few  meetings  arranged  for  Miss 
Smrha.  In  fact,  we  worked  her  pretty  hard.  Then 
we  had  Miss  Palmquist,  Supervisor  of  Nurses,  come 
out  and  she  helped  us.  I think  everyone  from  the 
Department  of  Health  who  has  been  out  since  we 
have  been  trying  to  do  something  has  found  we  real- 
ly make  them  work.  We  had  plans  for  meetings, 
we  had  a schedule  lined  up.  I had  written  to  all  the 
school  districts  in  north  Sheridan  county  to  co- 
operate in  a general  health  program.  We  felt  that 
was  the  first  thing  to  do — educational  work. 

At  the  present  time  we  feel  that  education  is 
what  we  need  to  form  eventually  a long  time  plan- 
ning goal.  We  want  a public  health  nurse  and 
there  is  very  much  interest  in  the  building  of  a hos- 
pital owned  by  the  county.  Sometimes  we  say  we 
want  a county  hospital.  That  is  not  what  we  mean. 
We  want  to  own  the  hospital.  There  is  none  closer 
than  Chadron  and  Alliance.  Sheridan  county  needs 
a hospital.  I think  that  a hospital  will  add  to  our 
equipment  and  give  a lot  better  help  along  medical 
lines.  We  hope  some  time  to  have  a county  hos- 
pital and  have  a public  health  nurse  and  a lot  more. 

MR.  GOULD:  I am  sure  we  all  recognize  what 

you  have  done  up  there.  It  is  the  type  of  self- 
help  that  really  gets  the  job  done  and  which  is 
possible  in  any  community.  I wonder  if  Mr.  Chester 
Paxton  would  care  to  come  up  and  say  a few 
words  about  the  work  that  is  being  done  up  in  the 
said  hills  area.  It  seems  to  me  that  everyone  here 
would  be  interested  in  hearing  your  discussion.  I 
think  that  what  they  have  been  doing  is  fine  in 


cooperation  with  the  State  Department  of  Health. 

I do  think  there  is  a misunderstanding  as  to  how 
far  the  public  health  department  should  go  in  sup- 
porting a program  of  that  type  and  perhaps  he  can 
clarify  that. 

MR.  PAXTON : I don’t  know  that  I have  any- 

thing particular  to  say.  I was  on  the  program  this 
morning.  I think  we  have  a good  set-up  in  the 
sand  hills.  We  need  a lot  of  things  yet,  equipment, 
etc.  Our  medical  program  is  going  along  swell. 
We  have  a good  graduate  nurse,  maybe  I should 
say  especially  good,  a good  doctor.  I believe  that 
is  all  I have  to  say  about  our  program. 

Mr.  Gould  asked  if  anyone  had  questions  to  ask 
Mr.  Paxton. 

QUESTION:  How  many  families  do  you  have  in 

this  association  ? 

MR.  PAXTON:  223  families. 

QUESTION.  How  large  an  area  do  you  cover? 

MR.  PAXTON : It  is  a large  territory.  I sup- 

pose it  is  probably  45  miles  square,  in  the  center  of 
the  sand  hills. 

QUESTION : How  many  families  live  in  that 
area  ? 

MR.  PAXTON : About  twice  that  many.  We  have 
about  50  per  cent  coverage  in  membership.  Our  or- 
ganization’s annual  meeting  is  Thursday.  We  sent 
out  questions  to  each  of  the  members  asking  if  they 
cared  to  join  again  and  about  100  per  cent  ex- 
pressed their  willingness  and  anxiousness  to  again 
be  members. 

DR.  PETTY : Do  you  feel  that  there  will  be 

more  families  outside  the  association  who  will  come 
in  next  year? 

MR.  PAXTON : I doubt  if  there  will  be  any 

more.  In  any  program,  of  course,  you  lose  a few. 
We  will  pick  up  a few.  I estimate  we  will  prob- 
ably have  250  members. 

A question  was  raised  as  to  how  the  physician 
serves  the  community. 

MR.  PAXTON : The  physician  serves  on  a salary 
basis  and  he  serves  the  whole  territory  and  makes 
regular  charges  to  people  who  aren’t  members,  all 
of  which  is  turned  into  the  association.  The  nurse 
does  considerable  driving.  In  our  territory  there 
are  5 villages  that  are  served.  The  head  office 
is  at  Thedford.  We  have  a nurse,  doctor,  and  office 
assistant.  We  also  have  a district  office  in  Purdum, 
Halsey,  Seneca  and  Brownlee,  each  of  which  are 
made  one  day  a week.  People  are  invited  to  come 
in  to  those  towns  on  those  days  and  I think  they 
always  have  a good  time. 

PROF.  BROADY:  What  are  given  as  reasons  for 
approximately  50  per  cent  of  the  people  not  join- 
ing? Do  they  patronize  the  same  physician? 

MR.  PAXTON : Yes,  I think  they  do.  I am 

sure  they  do  not  go  to  any  other  physician.  There 
are  numerous  reasons  for  not  joining.  I don’t 
know  of  any  outstanding  reason.  Some  say  they 
would  rather  take  their  chances  if  they  got  sick. 
We  do  have  a doctor.  Prior  to  that  we  did  not. 
For  our  closest  doctor  before  the  mileage  charge 
was  $35.00.  That  was  the  usual  cost  for  calling  a 
physician. 
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QUESTION:  Are  there  very  many  people  who 

are  depending  on  outside  doctors  as  they  did  prior 
to  this  organization? 

MR.  PAXTON:  No,  there  aren’t  at  this  time, 

very  few. 

DR.  LODER:  We  must  remember  in  that  area 

those  who  necessarily  have  to  seek  medical  care  had 
for  many  years  to  drive  as  much  as  75  to  110  miles 
to  receive  attention. 

MR.  PAXTON:  The  doctor  and  nurse  are  serv- 

icing the  whole  community. 

QUESTION : Is  your  fee  for  non-members  large 

enough  to  encourage  them  to  join? 

MR.  PAXTON:  They  charge  regular  rates.  It 
seems  to  me  they  should  be  about  large  enough. 

QUESTION:  Do  they  always  collect  them? 

MR.  PAXTON:  Yes,  we  have  done  a regular 

job  of  collecting. 

QUESTION:  How  much  per  month  have  you 

collected  ? 

MR.  PAXTON:  I think  a little  over  $150  per 

month. 

QUESTION : How  much  do  you  receive  from  out- 
side sources  ? 

MR.  PAXTON:  About  $4,000  for  public  health. 

QUESTION  from  some  one  about  supporting  the 
doctor. 

MR.  PAXTON : He  receives  a small  salary  from 

the  Department  of  Health  as  public  health  officer. 
He  is  public  health  officer  in  the  district. 

QUESTION:  Has  he  had  training  for  public 

health  work? 

MR.  PAXTON:  Yes,  I think  he  has. 

MR.  GOULD:  I am  sure  that  was  very  enlight- 

ening to  all  of  us.  The  set-up  there  is  purely  co- 
operative. The  membership  elects  their  own  di- 
rectors and  run  their  own  business  up  there.  The 
doctor  and  nurse  are  sent  in  in  cooperation  with  the 
State  Department  of  Health. 

We  have  had  several  resolutions  adopted  here 
today,  brought  in  by  the  two  sections.  Are  there 
any  other  resolutions  that  anybody  would  like  to 
present?  If  you  have  any  other  ideas  that  you 
would  like  to  present  for  the  consideration  of  this 
conference,  wre  would  be  happy  to  have  them  at  this 
time. 

DR.  WAY : After  visiting  this  conference  and 

attending  the  first  session  on  Sunday  evening,  I 
think  this  has  been  my  only  opportunity  to  ex- 
press my  appreciation  for  the  privilege  of  attend- 
ing this  meeting.  It  has  been  very  refreshing  to 
me  to  see  so  large  a group,  and  I understand  this 
group  represents  58  separate  areas  in  the  state. 
This  group  has  a potential  power  to  secure  for 
themselves  practically  anything  they  wTant  in  the 
way  of  public  health  matters.  The  suggestion  that 
comes  to  me  is  that  most  of  our  health  programs 
are  due  to  lack  of  information  which  should  be  in 
the  hands  of  the  people  of  our  communities.  I 
assume  that  public  health  information  should  be 
disseminated  largely  through  the  local  doctor.  For 
that  reason  I am  suggesting  to  the  group  that  they 
ask  our  Nebraska  State  Medical  Association  for  a 


committee  of  2,  3,  4,  or  5 to  sit  in  with  them  and 
help  lay  the  plans  for  the  dissemination  of  public 
health  information. 

MR.  GOULD:  Are  there  any  other  suggestions? 
I think  the  suggestion  is  a very  good  one.  We 
have  on  the  Nebraska  Health  Planning  committee 
some  very  excellent  help  from  the  State  Medical 
Association,  and  I am  sure  that  if  we  would  ask 
for  more  help  from  them,  they  would  be  willing 
to  give  it  in  the  way  of  a greater  number  of  per- 
sons who  might  work  on  the  committee  as  Dr. 
Way  suggested. 

MR.  GOULD  called  on  Dr.  Loder  to  give  a state- 
ment which  he  had  made  at  a group  at  noon  rela- 
tive to  the  record  of  the  meeting,  number  of  people 
in  attendance,  etc. 

DR.  LODER  presented  the  names  of  the  first 
day’s  consultants  and  their  positions.  He  also  com- 
plimented the  people  because  people  out  in  the  state 
are  beginning  to  learn  how  to  utlilize  the  services 
of  a personnel  available  from  the  state  health  de- 
partment. “It  is  our  desire  that  they  learn  to  use 
every  available  facility  to  solve  their  problems,  and 
then  their  service  may  be  supplemented  from  the 
state  level,”  he  said  in  part. 

Dr.  Loder  suggested  that  the  conference  as  a 
whole  make  a very  special  and  cordial  message 
and  that  it  be  sent  to  Dr.  Parry,  the  very  charming 
English  gentleman  who  all  along  the  line  gave  us 
most  useful  and  necessary  information.  Dr.  Loder 
explained  that  the  annual  meeting  of  the  American 
Public  Health  Association  could  not  be  held  in  San 
Francisco  due  to  lack  of  available  housing  facili- 
ties, food,  and  the  like.  Because  of  that  it  was  de- 
cided that  this  group  who  had  previously  been 
brought  together  for  the  purpose  of  that  meeting 
for  professional  public  health  personnel  in  the 
United  States  be  sent  around  as  a team  of  post- 
graduate workers  in  some  8 or  10  strategic  points. 
It  was  merely  by  placing  Nebraska  in  the  center 
of  a sandwich  that  it  was  possible  to  have  that  ex- 
cellent personnel  here.  It  was  our  privilege  to  re- 
ceive them  as  our  guests  and  have  them  here  for 
yesterday’s  presentation.  It  was  just  by  chance 
that  lay  groups  of  Nebraska  were  privileged  to  hear 
this  staff  of  skilled  public  health  workers.  We 
should  be  highly  complimented  upon  this  particular 
conference  which  has  gone  beyond  all  expectations, 
the  first  public  health  conference,  the  third  state- 
wide general  health  conference  held  in  Nebraska. 

There  were  338  registrations  on  record.  There 
were  more  than  that  here  and  some  of  them  did 
not  register.  There  were  58  village  and  city  areas 
from  all  portions  of  the  state  represented.  The 
state  department  personnel,  at  least  a portion  of 
them,  from  the  states  of  Iowa,  Missouri,  South 
Dakota,  Kansas,  were  present,  and  there  were  peo- 
ple here  from  Kentuckv  and  Illinois — six  states  in 
all. 

We  feel  that  it  has  been  very  well  worth  while 
and  all  can  go  home  with  a new  inspiration  to  do 
a better  job  in  the  promotion  of  a rounded  sound 
health  program  for  all  of  the  public. 

MR  GOULD  then  called  on  Dr.  Henry  C.  Tay- 
lor of  the  Farm  Foundation. 

DR.  TAYLOR:  I haven’t  anything  more  to  say 

but  I have  been  intensely  interested  and  greatly  im- 
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pressed  with  the  interest  that  has  been  manifest 
and  the  intelligent  approach  to  the  problems 
that  the  people  are  taking. 

MR.  GOULD:  We  want  to  express  deep  appre- 

ciation for  the  fine  cooperation  we  have  had  from 
all  the  members  of  the  Health  Planning  Commit- 
tee, the  chairman  and  various  members  of  the  sub- 
committees, from  the  State  Public  Health  Depart- 
ment under  Dr.  Selby,  director,  and  particularly 
from  Dr.  Loder  for  all  the  details  that  you  have  car- 
ried in  helping  to  work  out  plans  for  the  confer- 


ence, from  Miss  Anderson  and  all  of  the  other 
leaders  who  have  helped  to  make  the  conference  a 
success  and  especially  from  you  people  who  have 
come  in  from  near  and  far  and  made  this  conference 
a success.  We  sincerely  hope  that  it  has  been 
up  to  your  expectations,  that  you  will  go  home  feel- 
ing that  the  conference  has  been  worthwhile,  that 
you  will  really  try  to  do  something  about  the  prob- 
lems that  you  know  exist. 

DR.  POYNTER  congratulated  the  conference  on 
its  success  and  adjourned  the  meeting. 


* * * 


Legislative  Bill  295 

(Final  Form  on  Third  Reading) 


A BILL 

FOR  AN  ACT  relating  to  public  health  and  to  the 
control  of  preventable  diseases;  to  authorize 
counties  to  establish  and  maintain  local  health 
departments  therein;  to  provide  for  ratification 
and  approval  of  agreements  establishing  health 
departments  in  counties  having  less  than  sixty 
thousand  inhabitants  by  a vote  of  the  electors; 
to  provide  for  termination  of  health  departments 
established  under  this  act  by  a vote  of  the  elec- 
tors; to  authorize  the  levy  and  collection  of  taxes 
therefor;  to  authorize  two  or  more  counties  or 
city  and  county  to  contract  for  joint  or  concur- 
rent action  to  carry  out  the  purpose  of  this  act; 
to  authorize  the  drawing  of  warrants  on  county 
funds  and  approval  of  claims;  to  provide  for  keep- 
ing of  records;  to  provide  for  salaries;  to  provide 
for  the  organization  and  the  powers  and  duties 
of  such  health  departments  and  certain  of  the 
within  provided  for  officers,  health  directors  and 
employees;  to  state  validity  clause;  and  to'  de- 
clare an  emergency. 

Be  it  enacted  by  the  people  of  the  State  of  Ne- 
braska, 

Section  1.  “Approved  local  full  time  public  health 
services”  means  a full  time  service  utlizing  local, 
state,  federal  and  other  funds,  or  any  combination 
thereof,  employing  qualified  medical,  nursing  and 
other  essential  personnel,  working  under  the  direc- 
tion and  supervision  of  a full  time  qualified  medical 
director,  and  conducted  in  conformity  with  the  rules, 
regulations  and  policies  of  the  Department  of  Health 
of  the  State  of  Nebraska. 

Sec.  2.  Any  county  or  group  of  counties  may 
establish  a county  or  district  health  department 
with  a medical  director  at  its  head,  who  shall  be 
required  to  give  his  entire  time  to  the  duties  of  his 
office,  and  such  other  necessary  qualified  full  time 
medical  health  officers  and  such  sanitary  inspectors, 
public  health  nurses,  and  clerical  assistants  as  may  be 
necessary  to  carry  on  the  activities  pertinent  to  a 
county  or  district  health  department;  Provided,  how- 
ever, any  county  having  a population  of  less  than 
sixty  thousand  inhabitants  shall  not  establish  a 
county  health  department,  or  be  a part  of  a district 
health  department,  unless  the  agreement  whereby 
such  county  or  district  health  department  is  pro- 


vided for  shall  be  approved  by  a majority  of  the 
legal  voters  of  the  county  or  proposed  district  vot- 
ing upon  the  ratification  and  approval  of  such  agree- 
ment, as  hereinafter  provided. 

Sec.  3.  The  county  board  of  any  county,  having 
less  than  two  hundred  thousand  inhabitants,  may  (1) 
make  an  agreement  with  the  Department  of  Health 
of  the  state  relative  to  the  expenditure  of  local, 
state,  federal  and  other  funds,  or  any  such  funds, 
available  for  public  health  in  their  county;  (2)  es- 
tablish and  maintain  a single  full  time  local  health 
department  for  their  county  and  any  other  counties, 
which  combine  for  that  purpose,  and  pursuant  to 
such  combination  or  agreement,  such  counties  may 
cooperate  with  one  another  and  the  Department  of 
Health  of  the  state,  and  contribute  a joint  fund  in 
carrying  out  the  purpose  and  intent  of  this  act. 
The  duration  and  nature  of  such  agreement  shall 
be  evidenced  by  resolutions  of  the  county  boards  of 
such  counties  and  such  agreement  shall  be  sub- 
mitted to  and  approved  by  the  Department  of 
Health;  (3)  cooperate  with  any  city  which  has  an 
established  departemnt  of  health  in  the  establish- 
ment and  maintenance  of  a city-county  health  de- 
partment. The  duration  and  nature  of  such  agree- 
ment shall  be  evidenced  by  resolutions  of  the  city 
council  of  the  city  and  the  county  board  participat- 
ing. Such  agreement  shall  be  submitted  to  and  ap- 
proved by  the  Department  of  Health.  No 
such  agreement  shall  be  final  and  binding  up- 
on any  county  having  a population  of  less  than 
sixty  thousand  inhabitants  unless  and  until  a reg- 
ular or  special  election,  as  herein  provided,  has 
been  held  as  a referendum  thereon  in  the  county 
where  the  countv  health  department,  or  in  the  coun- 
ties where  the  district  health  department,  is  sought 
to  be  established,  and  a majority  of  all  the  quali- 
fied electors  voting  thereon  shall  vote  in  favor  of 
the  ratification  and  approval  of  such  agreement. 
The  proposed  agreement  shall  be  submitted  to  the 
electors  of  the  county  or  district  in  which  it  is 
sought  to  establish  such  county  or  district  health 
department  at  a special  election  to  be  called  for 
that  purpose  by  the  county  commissioners  of  the 
county  or  counties  participating  in  such  agreement, 
or  at  a general  election,  to  be  held  not  less  than 
thirty  nor  more  than  ninety  days  after  the  ap- 
proval of  such  agreement  by  the  Department  of 
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Health.  The  election  shall  be  called,  proclaimed, 
held,  conducted  and  canvassed  after  the  manner  of 
general  or  special  elections  held  for  submission  of 
propositions  to  the  voters  of  a county  as  provided 
in  section  26-110  and  26-112,  Compiled  Statutes  of 
Nebraska,  1929  The  proposition  to  be  submitted  to 
the  electors  shall  be  stated  on  the  ballot  substan- 
tially as  follows: 

“Shall  the  agreement  for  the  establishment  of  a 
county  (or  district)  health  department,  which  agree- 
ment is  on  file  in  the  office  of  the  clerk  of 

county,  Nebraska,  be  ratified  and  approved? 

Yes  □ 

No □” 

A county  or  district  health  department  es- 
tablished under  this  act  may  be  terminated  by  a 
majority  vote  of  the  legal  electors  of  such  county  or 
district  voting  upon  the  proposition.  The  ques- 
tion of  such  termination  shall  be  submitted  to 
the  electors  whenever  all  governing  boards  of  the 
contracting  agencies  shall,  by  resolution,  agree  to 
submit  the  question,  or  whenever  a petition  re- 
questing the  submission  of  such  questions  signed 
by  qualified  electors  in  number  not  less  than  twen- 
ty-five per  cent  of  all  the  votes  cast  for  Governor 
in  the  last  general  election  in  the  county,  if  a coun- 
ty health  department,  or  in  each  of  the  counties 
comprising  the  district  if  a district  health  depart- 
ment, shall  be  filed  with  the  county  clerks  of  such 
county  or  counties. 

Sec.  4.  (1)  Any  county  board  of  such  a county 

shall  be  authorized  to  (a)  incur  the  expenses  nec- 
essary for  the  establishment  and  maintenance  of 
such  county  health  department,  (b)  levy  and  col- 
lect an  annual  tax  of  not  to  exceed  one  fourth  mill 
on  the  dollar  on  all  taxable  property  within  the 
county,  to  meet  and  pay  the  same  and  (c)  to  appro- 
priate and  use  any  unused  funds  in  the  general 
fund  belonging  to  the  county  for  the  purposes  set 
forth  in  this  act. 

(2)  In  counties  where  a district  health  depart- 
ment is  established,  county  boards  of  such  counties 
are  authorized  and  empowered  to  levy  and  collect 
an  annual  tax  of  not  to  exceed  one  fourth  mill  on 
the  dollar  on  all  taxable  property  within  the  county, 
as  may  be  necessary  to  meet  the  expenditures  of  such 
district  health  department  in  proportion  to  which 
the  population  of  such  county  bears  to  the  entire 
population  of  such  district. 

(3  Municipalities,  located  within  such  counties 
which  have  established  departments  of  health,  are 
authorized  to  (a)  cooperate  in  the  maintenance  of 
such  county  health  departments  as  health  depart- 
ments for  such  municipalities,  (b)  incur  the  neces- 
sary expenses  for  their  proportionate  share  in  the 
establishment  and  maintenance  of  such  county 
health  departments;  and  levy  and  collect  an  annual 
tax,  in  addition  to  any  funds  raised  by  taxation 
which  are  now  being  appropriated  and  used  by 
any  municipality  for  health  purposes,  of  not  to 
exceed  one  fourth  mill  on  the  dollar  on  all  taxable 
property  with  the  jurisdiction  of  such  municipality 
to  meet  and  pay  the  same. 

Sec.  5.  (1)  When  a health  department  has  been 
established  by  the  county  board  of  such  county  and 
approved  by  the  Department  of  Health  of  the  State 
of  Nebraska  as  a county  health  department,  the 
county  board  of  such  county  shall  appoint  a board 


of  health,  which  shall  consist  of  the  following  mem- 
bers: (a)  one  member  of  the  county  board,  (b)  the 
county  superintendent  or  a city  or  village  super- 
intendent of  schools,  (c)  a representative  of  the 
county  medical  society,  chosen  from  a list  of  three 
names  submitted  by  the  county  medical  society,  and 
(d)  two  public  spirited  men  or  women  interested  in 
the  health  of  the  community.  The  representative  of 
the  county  medical  society  shall  be  appointed  for  a 
period  of  three  years  and  one  of  the  two  said  pub- 
lic spirited  men  or  women  interested  in  the  health 
of  the  community  for  a period  of  two  years  and 
the  other  for  a period  of  three  years.  After  their 
terms  of  office  expire,  each  new  appointment  shall 
be  for  a period  of  three  years.  No  person  shall  be 
reappointed  to  said  board  of  health  until  two  years 
or  more  have  elapsed  from  the  expiration  of  a prior 
term  on  said  board.  Appointments  to  fill  any  va- 
cancies shall  be  for  the  unexpired  term  of  the  mem- 
ber whose  term  is  being  filled  by  such  appointment; 
(2)  by  a joint  resolution  of  the  county  boards  of 
each  county  in  the  district  health  department,  the 
county  boards  of  such  districts  shall  meet  and  estab- 
lish a district  board  of  health  with  due  consideration 
for  a fair  and  equitable  representation  from  the  en- 
tire area  to  be  served.  The  district  board  of  health 
shall  consist  of  the  following  members:  (a)  one 
member  of  each  county  board  in  the  district,  (b)  one 
physician  from  each  county  chosen  from  a list  of 
three  names  submitted  by  the  medical  society  of 
each  county  in  the  district,  or  if  any  county  does  not 
have  a medical  society,  a physician  chosen  from  a 
list  of  three  physicians  residing  and  practicing  in 
such  district,  submitted  by  the  district  medical  so- 
ciety, (c)  the  county  superintendent  or  a city  super- 
intendent of  public  schools  from  each  county  in  the 
district,  and  (d)  one  or  more  public  spirited  man  or 
woman  interested  in  the  health  of  the  community 
from  each  county  in  the  district;  one  third  of  whom 
shall  be  appointed  for  a term  of  one  year,  one 
third  for  a period  of  two  years  and  one  third  for  a 
period  of  three  years,  and  after  their  terms  of  of- 
fice shall  expire  each  new  appointment  shall  be  for 
a period  of  three  years.  No  person  shall  be  reap- 
pointed to  said  board  of  health  until  two  years  or 
more  have  elapsed  from  expiration  of  a prior  term 
on  said  board.  Appointments  to  fill  any  vacancies 
shall  be  for  the  unexpired  term;  (3)  When  the 
county  board  of  any  such  county  and  the  city  council 
of  any  city  located  therein  have  drawn  un  an  agree- 
ment, approved  by  the  Department  of  Health,  for 
maintaining  a city-county  health  department,  the 
city  council  and  county  board  shall  establish  a city- 
county  board  of  health.  It  shall  consist  of  the  fol- 
lowing members,  with  due  consideration  to  be  given 
in  an  endeavor  to  secure  a fair  and  equitable  repre- 
sentation from  the  entire  area  to  be  served:  (a)  one 
representative  of  the  county  board  to  be  chosen  by 
the  county  board,  (b)  one  representative  from  the 
city  council  to  be  chosen  by  the  city  council,  (c)  one 
representative  from  the  county  medical  societv,  chos- 
en from  a list  of  three  names  submitted  by  the 
county  medical  society  to  the  city  council  and  county 
board  and  selected  by  a majority  vote  of  the  city 
council  and  county  board  (d)  one  representative 
from  the  county  dental  society,  chosen  from  a list 
of  three  names  submitted  by  the  county  dental 
society  to  the  city  council  and  county  board  and  se- 
lected by  a majority  vote  of  the  city  council  and 
county  board,  (e)  three  public  spirited  men  or  worn- 
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en  interested  in  the  health  of  the  community,  to  be 
chosen  by  the  majority  vote  of  the  city  coun- 
cil and  county  board.  One  third  of  its  members 
shall  be  appointed  for  a term  of  one  year,  one  third 
for  a period  of  two  years  and  one  third  for  a period 
of  three  years.  After  their  terms  of  office  shall 
expire,  each  new  appointment  shall  be  for  a period 
of  three  years.  No  person  shall  be  reappointed  to 
the  board  of  health  until  two  years  or  more  have 
elapsed  from  the  expiration  of  a prior  term  on  said 
board.  Appointments  to  fill  any  vacancies  shall  be 
for  the  unexpired  term  of  the  member  whose  term 
is  being  filled  by  such  appointment. 

Sec.  6.  The  board  of  health  of  each  county,  dis- 
trict or  city-county  health  department,  organized 
under  this  act  shall,  immediately  after  appointment, 
meet  and  organize  by  the  election  of  one  of  its  own 
# members  as  president,  one  as  vice  president  and 
another  one  as  secretary  and,  either  from  its  own 
members  or  otherwise,  a treasurer.  It  may  elect 
such  other  officers,  as  it  may  deem  necessary,  and 
make  and  adopt  such  rules  for  its  own  guidance  and 
for  the  government  of  such  health  department  as 
may  be  necessary,  not  inconsistent  with  this  act. 
It  shall:  (1)  select  the  health  director  of  such  de- 
partment, who  shall  be  a graduate  of  an  accredited 
medical  school,  well  trained  in  public  health  work, 
qualified  in  accordance  with  the  merit  system  regu- 
lations of  the  state  and  approved  by  the  Department 
of  Health;  (2)  hold  an  annual  meeting  on  the  first 
Tuesday  in  July  of  each  year,  at  which  meeting 
officers  shall  be  elected  for  the  ensuing  year;  (3) 
hold  meetings  quarterly  on  the  first  Tuesday  of 
October,  January  and  April  of  each  year;  (4)  hold 
special  meetings  upon  a written  request  signed  by 
two  of  its  members  and  filed  with  the  secretary; 
(5)  make  provision  for  suitable  offices,  facilities 
and  equipment  for  the  health  director  and  assistants 
and  their  pay  and  traveling  expenses  in  the  per- 
formance of  their  duties;  (6)  publish  annually,  on 
or  soon  after  the  second  Tuesday  in  July,  in 
pamphlet  form  for  free  distribution  an  annual  re- 
port showing  the  condition  of  its  trust  on  the  first 
day  of  July  of  that  year,  the  sums  of  money  re- 
ceived from  all  sources,  giving  the  name  of  any 
donor,  how  all  moneys  have  been  expended  and  for 
what  purpose,  and  such  other  statistics  and  informa- 
tion in  regard  to  the  work  of  such  health  department 
as  may  be  of  general  interest;  (7)  enforce  and  ob- 
serve the  rules  and  regulations  and  orders  of  the  De- 
partment of  Health  and  all  law's  of  the  State  of 
Nebraska  pertaining  to  the  preservation  of  health, 
except  as  otherwise  provided  in  this  act;  (8)  make 
all  necessary  sanitary  and  health  investigations  and 
inspections;  (9)  investigate  the  existence  of  any 
contagious  or  infectious  disease  and  adopt  measures, 
with  the  approval  of  the  Department  of  Health,  to 
arrest  the  progress  of  the  same;  (10)  distribute  free, 
as  the  local  needs  may  require,  all  vaccines,  drugs, 
serums  and  other  preparations  obtained  from  the 
Department  of  Health,  or  purchased  for  public  health 
purposes  by  the  county  board;  (11)  upon  request, 
give  professional  advice  and  information  to  all  city, 
village,  incorporated  town  and  school  authorities  on 
all  matters  pertaining  to  sanitation  and  public 
health;  and  (12)  fix  the  salaries  of  all  employees, 
including  the  health  director. 

Sec.  7.  The  health  director  of  such  county,  dis- 
trict, or  city-county  shall  have  the  power  and  duty 
to:  (1)  Be  the  executive  officer  of  the  local  boards 


of  health;  (2)  appoint,  with  the  approval  of  the  lo- 
cal board  of  health,  a staff  of  such  other  full  time 
qualified  physicians  necessary  to  a properly  func- 
tioning staff  and  trained  sanitary  engineers,  public 
health  nurses,  clerks  and  other  personnel  as  may  be 
necessary,  whose  qualifications  shall  conform  to  the 
State  Merit  System  and  United  States  Public  Health 
Standards:  (3)  organize  a citizens’  advisory  health 
council  that  will  aid  in  developing  a public  health 
program  to  meet  the  particular  needs,  hazards  and 
problems  of  the  health  district;  and  (4)  organize 
a medical  and  dental  advisory  committee. 

Sec.  8.  The  health  department  of  such  coun- 
ty, district  or  city-county,  as  provided  in  this  act, 
shall  keep  minutes  of  all  the  meetings  of  the  health 
boards,  and  shall  retain  the  records  of  everything 
pertaining  to  expenses,  income,  complaints,  work 
done,  meetings  had,  pamphlets  printed  and  distrib- 
uted, cases  handled  and  of  any  other  matters  per- 
taining to  the  work  of  the  board  of  health. 

Sec.  9.  No  funds  shall  be  disbursed  except  upon 
vouchers  approved  by  the  director  of  health  and  the 
president,  or  in  his  absence  the  vice  president,  of 
board  of  health  of  such  county,  district  or  city-county 
health  department. 

Sec.  10.  When  the  county  board  of  any  county 
or  counties  creates  a health  department  as  provided 
by  this  act,  every  other  local,  municipal  or  county 
public  health  agency  or  department,  except  estab- 
lished city  or  county  hospitals,  shall  be  abolished 
and  said  county  or  district  health  departments  shall 
be  given  full  control  over  all  health  matters  in  the 
county  or  counties,  Including  all  municipalities  there- 
in in  conformity  with  the  rules,  regulations  and 
policies  of  the  State  of  Nebraska  Department  of 
Health. 

Sec.  11.  Any  section,  clause,  phrase  or  require- 
ment heretofore  mentioned  in  this  act  shall  not  ap- 
ply to  any  school  district  in  the  State  of  Nebraska 
except  that  any  school  district,  upon  application  to 
a county,  district  or  city-county  health  department 
formed  under  this  act,  may  accept  in  whole  or  in 
part  any  of  the  provisions  of  this  act  by  entering 
into  an  agreement  for  that  purpose  with  such  health 
district. 

Sec.  12.  If  any  section,  clause,  phrase  or  require- 
ment of  this  act  is  for  any  reason  held  to  be  un- 
constitutional, such  decision  shall  not  affect  the 
validity  of  the  remaining  portions  thereof. 

Sec.  13.  Since  an  emergency  exists,  this  act  shall 
be  in  full  force  and  take  effect,  from  and  after  its 
passage  and  approval,  according  to  law. 


Sulfathiazole  Used  for  Pyuria 

Good  results  from  the  use  of  sulfathiazole  in  the 
treatment  of  pyuria  in  three  newborn  boys  are  re- 
ported by  Alfred  Florman,  M.  D.,  and  Murray  H. 
Bass,  M.  D.,  New  York,  in  The  Journal  of  the  Amer- 
ican Medical  Association  for  July  3. 

In  all  cases  bacteria  were  present  in  the  urine.  In 
two  of  the  three  jaundice  was  present  and  in  one 
infant  there  was  infection  of  the  blood  stream. 
These  patients  were  treated  with  sulfathiazole  and 
recovered  in  about  two  weeks  in  place  of  the  five  to 
six  weeks  needed  for  recovery  before  the  use  of 
sulfathiazole.  The  authors  also  stress  that  the 
physiologic  changes  taking  place  in  the  early  infancy 
period  are  likely  to  lead  to  urinary  infections  at 
this  early  age. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


YOU  MUST  REGISTER 

In  accordance  with  the  New  Medical 
Practice  Act  which  appears  in  this  is- 
sue, every  physician  must  register  in 
the  office  of  the  County  Clerk  in  the 
county  in  which  he  resides. 


HOW  TO  ACTIVATE  L.  B.  295 

It  has  been  said,  “You  cannot  stop  the 
spread  of  diseases  with  a law,  a health  offi- 
cer and  a placard.  You  must  get  the  co- 
operation of  the  people  by  education,  persua- 
sion and  organization.”  In  the  above  short 
sentence  are  contained  the  prime  essentials  in 
the  establishment  of  health  departments  un- 
der permission  granted  by  L.  B.  295  passed 
by  the  1948  Legislature. 

This  is  an  act  relating  to  public  health  and 
to  the  control  of  preventable  diseases  through 
permitting  the  establishment  and  mainten- 
ance of  a local  health  department  having  as 
may  best  be  suitable  to  a given  area  in  Ne- 
braska, as  its  scope  of  authority,  in  coun- 
ties, groups  of  counties  or  city-county  agree- 
ments between  these  localities  and  the  State 
Department  of  Health. 

L.  B.  295  provides  that  in  areas  of  less 
than  60,000  population,  as  above  described, 
wherein  a contract  may  be  consummated  as 
between  the  County  Commissioners  of  the 
county  or  counties  involved,  the  cities  con- 
tained therein  and  the  State  Department  of 
Health,  that  a referendum  vote  of  the  peo- 
ple thus  served  may  be  held,  accepting  or  re- 
jecting such  contract.  If  accepted,  it  pro- 
vides for  the  levying  of  a property  tax  up  to 
one-fourth  mill  in  such  areas  for  the  estab- 
lishment and  maintenance  of  such  health 
departments,  the  establishment  of  such 
necessary  boards  of  health  to  operate  them, 
and  finally  sets  up  such  machinery  as  will 
enable  dissolution  of  such  contractural  agree- 
ments w'hen  and  if  desired  by  the  people  in- 
volved. 

In  order  to  make  L.  B.  295  operative  the 
request  must  originate  with  the  people  hence 
the  first  step  in  planning  a program  of  edu- 
cation, it  becomes  essential  that  in  each  com- 
munity there  be  established  a local  Health 
Council  comprised  of  interested  individuals 
and  representatives  of  the  medical  profes- 
sion practicing  in  such  communities.  Such 
agencies  may  designate  one  of  their  mem- 
bers to  represent  them  in  the  formation  of  a 
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county  or  district  Health  Council  which  in 
turn  may  select  a representative  to  confer 
with  others  in  the  formation  of  a State  Con- 
gress of  Health  Councils. 

All  the  aforesaid  agencies  shall  have  the 
aid  and  advice  of  the  various  divisions  of  the 
State  Department  of  Health  to  the  end  that 
a proper  dissemination  of  sound  information 
may  be  accomplished,  that  ways  and  means 
of  meeting  local,  district  or  state  health  prob- 
lems be  established,  that  proper  govern- 
mental agencies  be  apprised  of  and  impressed 
with  these  most  important  problems  from 
the  level  at  which  they  may  occur. 

The  State  Department  of  Health  appre- 
ciates the  great  responsibility  which  has 
been  placed  upon  it  and  gives  to  all  those 
constructively  interested  persons  our  pledge 
of  untiring,  constant  support  to  the  end  that 
Nebraska  shall  occupy  the  position  in  matters 
of  health  to  which  it  is  rightfully  entitled. 

C.  A.  Selby,  M.  D.,  Director 
State  Department  of  Health. 


RECENT  AMENDMENTS  TO  FOOD 
RATIONING  MEET  NEW  NEEDS 

Recent  amendments  to  food  rationing  or- 
ders, involving  osteopaths,  condensed  milk, 
fats,  oils  and  hospitals,  are  summarized  in 
The  Journal  of  the  American  Medical  Asso- 
ciation for  July  17  as  follows: 

The  office  of  Price  Administration  an- 
nounced on  July  2 that  any  medical  practi- 
tioner authorized  by  the  state  in  which  he 
practices  to  prescribe  all  internal  drugs  is  al- 
so authorized  to  certify  that  a person  requires 
supplementary  food  rations  for  health  rea- 
sons. Authority  to  make  such  certification 
was  previously  confined  to  doctors  of  medi- 
cine. OPA  has  now  broadened  the  authority 
so  that  osteopaths  in  states  which  license 
osteopaths  to  prescribe  all  internal  drugs 
may  also  prescribe  supplementary  food  ra- 
tions. Food  rationing  regulations  provide 
that  a person  whose  health  requires  more 
rationed  food  than  his  ration  points  permit 
him  to  buy  may  apply  to  his  local  board  for 
necessary  additional  points.  In  some  ill- 
nesses foods  are  prescribed  in  addition  to 
drugs  or  medicines,  or  as  a substitute  for 
them.  In  some  counties  the  work  of  ration 
boards  in  processing  such  applications  has 
been  much  simplified  through  the  voluntary 
help  of  the  doctors  themselves.  By  establish- 
ing panels  to  review  all  medical  certifications 


and  to  advise  the  boards,  responsibility  for 
issuing  extra  rations  for  health  reasons  has 
been  kept  on  a professional  level. 

The  Office  of  Price  Administration  under 
date  of  June  1 placed  evaporated  and  con- 
densed milk  on  the  list  of  rationed  products. 
These  types  of  milk  are  added  to  the  group 
of  rationed  foods  containing  meats  and  fats, 
for  which  red  ration  stamps  are  needed,  with- 
out increase  in  the  total  number  of  points  al- 
lowed for  this  group.  One  point  is  required 
for  one  141/2  ounce  can  or  two  for  two  6 ounce 
cans  or  two  for  two  8 ounce  cans.  This  means 
that  the  child  may  use  7 of  his  16  points 
per  week  for  his  milk  requirements  in  terms 
of  evaporated  milk,  which  allows  slightly 
less  than  the  equivalent  of  a quart  of  whole 
milk  per  day,  and  have  9 points  remaining  for 
his  meat  and  fat  requirements.  An  invalid 
or  any  other  person  whose  health  requires 
that  he  have  more  canned  milk  than  he  can 
obtain  with  the  stamps  in  his  War  Ration 
Book  II  may  apply  at  his  local  War  Price  and 
Rationing  Board  for  additional  points.  The 
consumer  must  submit  a written  statement 
of  a licensed  physician  showing  why  he  must 
have  more  canned  milk,  the  amount  needed 
during  the  succeeding  two  months  and  why 
unrationed  foods  cannot  be  used  instead.  A 
supplemental  allotment  to  acquire  canned 
eavporated  and  condensed  milk  needed  by  a 
hospital  to  meet  the  dietary  needs  of  its  pa- 
tients may  be  obtained  on  application  to  its 
local  War  Price  and  Rationing  Board.  It  is 
understood  that,  if  the  present  method  of 
rationing  does  not  make  evaporated  milk 
available  in  all  areas  for  infants  and  chil- 
dren, some  more  effective  method  will  be 
worked  out. 

The  Office  of  Price  Administration  has 
issued  an  amendment  to  ration  order  num- 
ber 16  (R.  0.  16,  amendment  25)  which  per- 
mits the  use  of  rationed  fats  and  oils  for  ex- 
ternal therapeutic  purposes.  This  includes 
the  use  of  vegetable  oils,  such  as  cottonseed 
oil,  for  bathing  newborn  infants,  for  external 
application  in  skin  diseases,  for  urethral  in- 
jection or  lubrication  of  urethral  instru- 
ments, and  for  x-ray  visualization.  Such  use 
of  rationed  fats  and  oils  is  defined  as  “in- 
dustrial consumption”  and  persons  using 
these  products  for  such  purposes  are  classi- 
fied as  “industrial  consumers.”  An  indus- 
trial consumer  engaged  in  the  care  and  treat- 
ment of  the  sick  and  needing  rationed  fats 
and  oils  for  this  purpose  may  apply  to  his  dis- 
trict Office  of  Price  Administration  for  a cer- 
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tificate  with  which  to  acquire  them.  The 
procedure  to  be  followed,  briefly,  is  as  fol- 
lows : The  application  should  be  made  on  form 
R-1605  to  the  district  office.  If  the  applicant 
is  a hospital  the  district  office  will  pass  on 
the  application  by  using  the  same  method  of 
computing  allowances  as  the  local  boards  use 
in  computing  allotments  for  industrial  users ; 
otherwise  the  application  will  be  forwarded  to 
the  Washngton  office  for  action.  If  the  ap- 
plicant requires  more  than  he  would  receive 
by  the  method  of  computation  described,  he 
should  also  submit  form  R-315  stating  the 
reasons  for  such  request.  An  “industrial 
consumer”  to  whom  a certificate  is  issued  for 
“industrial  consumption”  of  rationed  fats 
and  oils  may  use  it  only  to  acquire  the  foods 
for  which  application  was  made  and  may  use 
those  foods  only  for  the  purpose  for  which 
the  application  was  granted. 

For  several  months  the  Office  of  Price  Ad- 
ministration and  medical  authorities  have 
been  studying  the  hospital  problem  with  a 
view  to  developing  a uniform  procedure  cov- 
ering the  granting  of  supplemental  allot- 
ments for  hospitals.  Solution  of  the  prob- 
lem is  believed  near.  In  the  meantime  a 
provision  in  the  regulations  (section  11.6  of 
general  ration  order  5)  shoud  enable  hos- 
pitals to  obtain  the  necessary  supplemental 
allotments  so  that  patients  need  not  suffer 
from  dietary  deficiency.  This  provision 
gives  local  boards  authority  to  grant  such 
allotments  to  meet  the  dietary  requirements 
of  patients  living  in  and  receiving  care  in 
hospitals  whether  or  not  such  patients  are 
on  special  diets.  In  determining  the  amount 
of  the  suppplemental  allotment  of  processed 
foods  and  the  commodities  covered  by  ra- 
tion order  16,  the  local  board  will  take  into 
consideration  the  availability  of  fresh  fruits 
and  vegetables,  unrationed  substitutions 
such  as  poultry  and  fresh  fish,  and  the 
physical  facilities  of  hospitals  to  process  and 
store  such  foods. 


NEW  AND  NONOFFICIAL 
REMEDIES 

New  and  Nonofficial  Remedies,  1943,  containing  descriptions 
of  the  articles  which  stand  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association 
on  Jan.  1,  1943.  Cloth.  Price,  postpaid,  $1.50.  Pp.  772.  Chi- 
cago: American  Medical  Association,  1943. 

The  current  volume  of  New  and  Nonofficial 
Remedies  continues,  with  minor  improvements,  the 
convenient  and  informative  system  of  classification 
adopted  for  the  1942  volume.  The  terminology  of 
the  official  drugs  has  been  revised  to  conform  to 
the  U.  S.  P.  XII  and  the  N.  F.  VII.  One  notes  that 
the  valuable  bibliographic  index  now  appears  on 


white  instead  of  “India  Tint”  paper,  a wartime 
necessity  no  doubt.  This  index  appears  before  the 
general  index  which  is  now  more  properly  placed 
at  the  end  of  the  book.  To  one  accustomed  to  the 
old  format  of  New  and  Nonofficial  Remedies  the 
new  arrangement  appears  at  first  somewhat  awk- 
ward but  with  a little  use  the  wisdom  and  conveni- 
ence of  the  changes  become  more  and  more  apparent. 

Textual  changes  and  revisions  do  not  appear  to  be 
as  numerous  as  in  some  previous  editions.  The 
chapter,  Digitalis  and  Digitalis-like  Principles  and 
Preparations,  has  been  extensively  and  somewhat 
radically  revised  to  keep  pace  with  the  changing  at- 
titude toward  this  drug.  It  is  understood  that  in 
this  revision  the  Council  had  the  aid  of  the  foremost 
digitalis  authorities,  pharmacologists  and  clinicians 
alike.  Other  revisions  have  been  made  obviously  to 
keep  the  book  up  to  date  with  medical  knowledge. 

Among  the  more  noteworthy  of  the  new  additions 
are  Nikethamide,  the  central  nervous  system  stimu- 
lant which  was  first  introduced  as  Coramine; 
Diethylstilbestrol,  the  synthetic  estrogen;  Trichinel- 
la  Extract  for  the  diagnosis  of  trichinosis;  and 
Zephiran  Chloride,  a mixture  of  alkyl  dimethyl  ben- 
zyl ammonium  chlorides,  an  interesting  new  anti 
infective  agent. 

No  one  can  examine  the  successive  volumes  of 
New  and  Nonofficial  Remedies  without  increasing  his 
respect  for  the  faithful  and  unselfish  work  of  the 
Council  on  Pharmacy  and  Chemistry  in  the  cause 
of  rational  therapeutics. 


American  Red  Cross  volunteers  have  produced 
the  staggering  total  of  3,102,072  articles  for  the  use 
of  the  United  States  Army  and  Navy  hospitals  and 
the  able-bodied  men  in  the  armed  forces  within  the 
past  eight  months,  it  was  disclosed  today. 

Colin  Herrle,  assistant  director  in  charge  of  Red 
Cross  Domestic  Operations,  said  the  articles  were 
made  according  to  Army  and  Navy  specifications. 

Exceptions  to  military  regulations  were  the  com- 
fort articles  distributed  to  the  men  in  hospitals. 
They  included  18,184  bathrobes;  59,629  hot  water 
bag  covers;  19,162  pairs  of  pajamas;  16,329  pneu- 
monia jackets  and  16,259  sleeveless  sweaters.  Other 
items  were  afghans,  bedroom  slippers,  bed  shirts, 
bedside  bags,  pillows,  pillow  covers,  quilts,  socks 
and  other  essential  clothing  and  equipment  contri- 
butory to  the  comfort  of  convalescents. 

Predominate  on  the  list  for  Army  were:  183,141 
wristlets;  119,922  turtleneck  sweaters;  18,375  rifle 
mitts;  41,264  cap-mufflers  and  other  warm  apparel. 
These  supplies  are  distributed  among  the  soldiers 
by  Red  Cross  field  directors  at  the  specific  request 
of  Commanding  Officers  and  in  time  of  emergencies. 

Navy  needs  were  met  with  73,195  watch  caps; 
7,423  “Iceland”  sweaters;  108,775  helmets;  5,220 
sea  boot  stockings  and  38,411  scarfs.  These  sup- 
plies are  delivered  to  Navy  depots  where  they  are 
issued  only  upon  request  of  Commanding  Officers. 

The  Midwestern  Area  contributed  the  greatest 
amount  of  hospital  equipment  with  a total  of  221,- 
781  articles  while  the  Pacific  Area  led  with  its  con- 
tribution of  720,570  items  to  the  able-bodied  of  the 
armed  forces.  The  report  showed  that,  in  the  ma- 
jority of  cases,  every  area  either  equalled  or  ex- 
ceeded its  quota. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  July  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington.  A.  E.,  Hastings 
Kingsley,  D.  W..  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins.  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden.  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 


Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford.  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschmann,  Jerome,  Int. 
Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Steinberg.  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg,  J.  A. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J.,  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 

GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias.  Houghton  F.,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 

GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 
HALL  COUNTY 

McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 


Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirsehfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell.  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
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PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdreg'e 
Matson,  Hoy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 
PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 


Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 


SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 

SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushvllle 
Wolf,  Wm.  Kenneth,  Hay  Springs 

THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N„  Ord 

YORK  COUNTY 

Kilgore,  Robert  N_,  York 
Kilgore,  W.  S.,  York 
Taylor,  Edwin  L.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  H.  M.  Robbins  of  West  Point  has  been  com- 
missioned lieutenant  commander  in  the  USNR.  He 
reported  to  San  Diego  Naval  Base  Hospital  in  July. 

Dr.  R.  P.  Fitzgerald,  formerly  of  Wauneta,  is 
serving  with  the  Medical  Corps  of  the  Army  in  India. 

Dr.  Claude  Otto  of  Aurora  was  recently  commis- 
sioned first  lieutenant  in  the  U.  S.  Army  Medical 
Corps. 

Dr.  Clarence  Elliott  of  Lincoln,  recent  graduate 
of  the  University  of  Nebraska,  was  commissioned 
lieutenant  (jg)  in  the  USNR. 

Another  youthful  first  lieutenant  from  the  recent 
graduates  is  Dr.  Fay  Garner  of  Seward. 

Lt.  Dan  Nye  of  Lexington,  stationed  at  Barksdale 
Field,  Shreveport,  La.,  was  home  on  ten  day  leave 
in  June. 

Major  John  E.  Gilmore,  son  of  Dr.  G.  H.  Gilmore 
of  Murray,  has  been  decorated  for  distinguished 
service  in  Australia.  Major  Gilmore  is  a flight  sur- 
geon. 

Capt.  W.  C.  Kenner  recently  was  sent  on  over- 
seas duty. 

Lt.  A.  P.  Higgins  of  Spaulding  was  home  on  leave 
in  June.  Lt.  Higg-ins  is  stationed  at  San  Antonio, 
Texas. 

Dr.  R.  R.  Andersen  of  Nehawka  entered  the  Medi- 
cal Corps  of  the  Army  in  June.  His  station  is 
Camp  Carlisle,  Pa. 

Capt.  Horace  H.  Zinneman,  M.  C.,  formerly  of 
Lincoln,  is  serving  in  the  Pacific  war  theater.  In  a 
V-Mail  letter,  Capt.  Zinneman  writes  in  part,  “Every 
time  I can  get  a hold  of  the  Nebraska  State  Medical 
Journal  I thoroughly  enjoy  it.” 

Dr.  Harry  C.  Lammel  of  Plymouth  is  chief  medical 
officer  in  charge  of  Marine  Commission  Recruiting 
Center  at  Salt  Lake  City. 

Capt.  P.  E.  Dent  of  North  Platte  is  serving  with 
the  Army  Medical  Corps  and  is  stationed  at  San 
Francisco. 

Major  Zeno  Korth  of  Omaha,  chief  of  dermatology, 
Walter  Reed  Hospital,  Washington,  D.  C.,  was  home 
on  leave  in  July.  Major  Korth  addressed  the  Re- 
gional Meeting  of  American  College  Physicians  in 
Washington,  D.  C.,  recently.  His  subject  was  Con- 
tact Dermatitis. 

Capt.  Chas.  A.  Tompkins,  Omaha,  until  recently 
stationed  at  Vancouver,  Wash.,  was  transferred  to 
the  Signal  Corps  Unit,  Camp  Kohler,  Calif. 


Major  Paul  S Read,  Omaha,  is  now  stationed  at 
the  Unit  Training  Center,  Camp  Ellis,  Illinois. 

Dr.  A.  A.  Ashby,  son  of  Dr.  Charles  F.  Ashby  of 
Fairmont,  was  commissioned  lieutenant  (jg)  in  the 
USNR  and  is  now  stationed  at  National  Navy  Medi- 
cal Center,  Bethesda,  Md. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  D.  Evans,  Indianola,  has  moved  to  Oxford 
to  practice  medicine. 

Dr.  B.  R.  Farner,  formerly  of  Norfolk  is  now 
practicing  in  Ainsworth. 

The  Journal  extends  its  sympathy  to  Dr.  K.  S.  J. 
Hohlen,  Lincoln,  upon  the  recent  death  of  his  wife. 

Carrie  Bowman,  M.D.,  of  Broken  Bow,  took  a 
course  in  the  Kenny  Method  at  Minneapolis,  in  July. 

Dr.  L.  C.  Albertson,  Kearney,  took  a two  weeks’ 
special  course  in  surgery  at  Ann  Arbor,  Mich.,  in 
July. 

Dr.  R.  L.  Oppen,  honorably  discharged  from  mili- 
tary service,  will  resume  his  practice  at  O’Neill, 
Nebr. 

Dr.  Lucient  Kavan,  son  of  Dr.  W.  J.  Kavan,  Clark- 
son, was  injured  recently  when  he  slipped  from  a 
ladder. 

Dr.  F.  J.  McRae  who  has  been  a patient  in  a Nor- 
folk hospital  expects  to  return!  to  his  home  in  Albion 
within  the  near  future. 

Dr.  George  Hansen,  Omaha,  spoke  before  the 
South  Omaha  Kiwanis  club  in  June.  His  subject 
was  “The  Human  Body.” 

Dr.  H.  H.  Humphrey  celebrated  his  thirtieth  an- 
niversary of  medical  practice  in  Daykin;  also  his 
thirtieth  wedding  anniversary. 

Dr.  H.  H.  Schultz,  formerly  located  at  Manitou 
Springs,  Colo.,  has  assumed  his  duties  at  Hasings 
State  Hospital  at  Ingleside  as  assistant  superinten- 
dent. 


BOOK  RECEIVED 

Pictorial  Handbook  of  Fracture  Treatment — Ed- 
ward L.  Compere,  M.D.,  F.A.C.S.,  Associate  Profes- 
sor of  Surgery,  Northwestern  University  Medical 
School;  Chairman,  Department  of  Orthopaedic  Sur- 
gery, Wesley  Memorial  Hospital;  Consulting  Ortho- 
paedic Surgeon,  Chicago  Memorial  Hospital,  and 
Sam  V/.  Banks,  M.D.,  Associate  in  Surgery,  North- 
western University  Medical  School;  Attending  Or- 
thopaedic Surgeon,  Chicago  Memorial  Hospital.  351 
pages,  illustrated,  including  index.  The  Year  Book 
Publishers,  Inc.,  Chicago,  Illinois. 
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EDITORIAL 


THE  MENACE  OF  BUREAUCRACY 
COMES  CLOSER 

On  page  297  is  a partial  digest  of  Senate 
Bill  1161,  known  as  the  Wagner-Murray- 
Dingell  Bill  for  Social  Security.  An  analysis 
of  this  bill  was  sent  to  every  physician  re- 
cently from  the  office  of  the  National  Physi- 
cians’ Committee  with  the  plea  that  each 
physician  contact  his  respective  congress- 
man to  inform  him  of  the  viciousness  of  this 
attempted  legislation.  The  Journal  of  the 
American  Medical  Association  in  its  issue 
of  June  26,  1943,  also  presented  important 
comments  on  the  bill. 

It  is  easy  enough  to  condemn  the  spon- 
sors of  this  document  as  New  Dealers  or 
Socialists  or  just  Opportunist  politicians,  and 
sit  on  our  pride  and  dignity  in  the  hope  that 
the  public  will  protect  the  integrity  of  the 
medical  profession  because  of  the  doctors’ 
unselfish  devotion  to  their  patients  and  to 
their  country.  The  fact  is  that  through  a 
barage  of  powerful  propaganda  the  medical 
profession  is  being  sold  “down  the  river.” 
The  public  is  being  fed  a steady  and  sweet- 
ened diet  of  its  dire  need  for  “free”  medical 
care;  a “need”  that  is  urgent  now  and  will 
be  aggravated  following  the  war.  Fancyful 
theories  and  fabulous  sums  are  offered  as 
bait  for  the  American  people  to  demand  full 
security  against  all  wants  to  be  supplied  by 
the  federal  treasury,  and  in  the  case  of 
medical  care,  to  be  distributed  through  a 
medical  dictator,  with  almost  unlimited  pow- 
ers vested  in  the  Surgeon  General  of  the 
Public  Health  Service. 

This  is  no  time  for  homespun  philosophy 
or  parliamentary  phraseology.  The  bill  is  a 


threat  to  our  profession.  If  passed  the  Sur- 
geon General  will  have  control  over  every 
phase  of  medical  education  and  medical  serv- 
ice. 

Some  of  the  representatives  expressed 
their  doubt  that  the  bill  would  pass. 
They  think  it  is  merely  a feeler  for  future 
similar  attempts.  We  cannot  depend  on 
this,  nor  should  we.  Strange  things  happen 
these  days.  Our  job  is  to  defeat  this  effort 
before  the  people  of  this  country  become  im- 
bued with  its  potential  “blessings.”  Already 
the  American  Federation  of  Labor  is  one  of 
its  backers. 

Our  task  though  difficult  is  clear  and 
simple.  A concerted  effort  must  be  aimed 
directly  at  our  Congressmen  in  both  houses. 
It  is  doubtful  that  either  Senator  Butler  or 
Senator  Wherry  is  in  favor  of  such  radical 
legislation,  yet  the  physicians  in  this  state 
must  consider  it  their  solemn  duty  to  tell 
these  gentlemen  what  they  think  of  the  bill. 
Each  and  every  one  of  us  should  take  it  upon 
himself  to  write  to  his  representative  in 
Washington  and  enumerate  the  evils  so  he 
may  know  the  reactions  of  his  constituents 
to  this,  as  well  as  to  future  bills  of  this 
type. 

We  owe  this  duty  not  only  to  our  profes- 
sion generally,  but  specifically  also  to  our 
colleagues  in  the  military  camps  and  on  the 
battle  fields. 


THE  ELEVENTH  ANNUAL  SESSION 
OF  THE  “MIDWEST” 

The  Eleventh  Annual  Session  of  the 
Omaha  Midwest  Clinical  Society  carries  spe- 
cial significance.  Aside  fom  the  scientific 
program  which  is  already  completed  and 
the  clinical  phases  to  be  covered  in  the  cus- 
tomary excellent  manner,  three  most  inter- 
esting symposia  are  planned : Pneumonia  and 
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Shock,  Peripheral  Vascular  Diseases,  and 
War  Medicine.  The  guests  are  of  the  usual 
high  type,  consisting  of  some  of  the  best 
minds  in  American  medicine.  The  fact  that 
these  first  rate  teachers  cheerfully  leave 
their  clinics,  laboratories,  and  offices  to  come 
to  the  “Midwest”  speaks  well  not  only  for 
the  Society  but  also  for  those  who  attend 
these  sessions. 

Last  year  the  sessions  were  planned  with 
misgivings.  Some  of  the  members  were 
frankly  pessimistic  about  the  prospects  for 
a successful  meeting.  Yet  the  first  day’s 
audience  exceeded  that  of  previous  years. 
When  the  sessions  were  over,  there  was 
found  to  be  a slight  numerical  difference 
over  1941,  a difference  less  than  that  ac- 
counted for  among  the  active  members  of 
the  organization  serving  in  the  various 
branches  of  the  Armed  Forces. 

The  outlook  for  this  year,  it  is  felt  is 
bright  indeed.  The  excellent  program  will 
undoubtedly  bring  most  of  the  physicians 
who  have  learned  from  previous  years  that 
the  time  is  well  spent ; many  others  who  for 
one  reason  or  another  have  not  been  regular 
attendants  will  be  attracted  by  the  promi- 
nence of  the  guest  speakers  who  this  year 
make  up  a galaxy  of  talent  which  compares 
most  favorably  with  the  highest  type  of 
scientific  gatherings.  Then,  too,  there  will 
be  many  who  for  real,  or  apparent  reason  or 
reasons  have  not  felt  justified  leaving  their 
practices  for  a well-earned  vacation.  This 
group  will  find  in  the  Midwest  Sessions  am- 
ple justification  from  whatever  angle  they 
choose  to  consider. 

The  strides  in  medicine  the  past  few  years 
have  been  so  rapid  and  indeed  so  dramatic 
that  no  doctor  has  the  moral  right  to  de- 
prive himself  of  the  opportunity  of  receiving 
first  hand  information  from  those  who  are 
actively  contributing  to  these  advancements, 
or  to  deprive  his  patients  of  the  advant- 
ages accruing  to  these  carefully  planned  ses- 
sions. 


VITAMIN  A DEFICIENCY 

In  an  era  when  vitamins  have  become 
an  integral  part  the  war  effort  and  radio 
announcers  warn  that  it  is  unpatriotic  to 
ignore  “the  Basic  Seven”  in  the  American 
diet;  when  the  counter  sales  of  vitamins  are 
mounting  to  unbelievable  heights;  where  a 
box  of  vitamins  is  given  weekly  to  each  un- 
successful contestant  on  a popular  program 
as  a consolation  prize ; and  when  even  physi- 


cians themselves  at  times  become  bewildered 
at  the  barage  of  nonsense  connected  with 
the  commercial  exploitation  of  these  im- 
portant food  factors,  it  is  refreshing  to  note 
the  observations  of  Brenner  and  her  co- 
workers* in  the  Department  of  Home  Eco- 
nomics of  the  University  of  Chicago,  on  the 
effects  of  vitamin  A depletion  in  young 
adults. 

These  workers  kept  young  adults  on  a 
vitamin  A low  diets  for  twenty  and  thirty- 
one  weeks  respectively.  At  suitable  inter- 
vals measurements  were  made  of  dark  adap- 
tation, blood  vitamin  A and  carotene,  total 
white  blood  cell  counts,  and  changes  in  the 
structure  of  the  skin  and  conjunctivas. 
“None  of  these  measurements”  they  found, 
“showed  any  definite  changes  from  those 
found  prior  to  the  deficiency  for  the  length 
of  time  studied.”  The  authors  conclude  that 
“either  these  subjects  had  sufficient  stores 
to  withstand  the  effects  of  the  depletion  diet 
or  that  these  signs  are  not  merely  the  re- 
sult of  uncomplicated  vitamin  A deficiency.” 

In  the  light  of  these  and  many  other  scien- 
tific investigations  on  the  optimum  require- 
ments of  vitamins  in  the  human  economy 
it  would  be  interesting  to  know  how  many 
millions  of  dollars  the  American  public 
would  save  if  the  national  campaign  for  a 
healthful  dietary  were  based  on  scientific 
evidence  unaccompanied  by  frantic  emotion- 
alism or  the  camouflaged  pursuit  for  profit. 


The  findings  of  laboratory  and  clinical 
studies  made  by  Dorothy  Rourke  Gilligan, 
M.  S. ; Solomon  Garb,  A.  B. ; Charles  Wheel- 
er, M.  D.,  and  Major  Norman  Plummer, 
M.  C.,  A.  U.  S.,  New  York,  lead  them  to  re- 
port in  The  Journal  of  the  American  Medi- 
cal Association  for  August  21  that  kidney 
damage  and  obstruction  of  the  urinary  tract 
as  a result  of  treatment  with  sulfadiazine 
and  acetylsulfadiazine  are  preventable  by 
means  of  alkali  treatment  sufficient  to  main- 
tain the  urine  neutral  or  slightly  alkaline. 
They  believe  that  sodium  bicarbonate  should 
be  prescribed  whenever  sulfadiazine  is  ad- 
ministered. 

World’s  most  expensive  vitamin,  biotin, 
which  in  its  natural  state  costs  $4,000,000 
an  ounce,  is  now  produced  synthetically  by 
a chemical  concern  in  N.  J.  The  company  ex- 
pects to  find  many  new  uses  for  this  power- 
ful vitamin. 

♦Sadie  Prenner  and  Lydia  J.  Roberts : Effect  of  Vitamin  A 
Depletion  in  Young  Adults.  Arch.  Int.  Med.  Vol.  71,  p.  474, 
April,  1943. 
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The  Wagner-Murray-Dingell  Social  Se- 
curity plan,  introduced  in  the  Senate  by  Sen- 
ator Wagner  June  3 and  in  the  House  by 
Representative  Dingell  and  known  as  S.  1161 
and  H.  R.  2861,  is  of  such  momentous  impor- 
tance that  every  M.D.  in  the  United  States 
should  become  familiar  with  all  its  implica- 
tions. 

The  proposed  measure  includes  an  over-all 
concept  of  complete  social  security,  of  which 
public  health  and  medical  care  are  only  a 
part — but  a part  of  tremendous  social  and 
economic  importance.  Its  concepts  are  of 
such  colossal  proportions  and  so  revolution- 
ary that  one  might  easily  say  “It  couldn’t 
possibly  happen  here  in  America.”  But 
many,  including  our  military  leaders  thought 
likewise  about  our  part  in  this  Global  war 
until  Pearl  Harbor  was  attacked.  Let  not 
the  profession  of  medicine  be  caught  similar- 
ly off  the  alert. 

The  necessities  of  war  justify  much  of  the 
extraordinary  powers  delegated  to  individ- 
uals and  groups.  However,  this  condition 
should  not  be  a screen  for  the  promotion 
of  radical  changes  in  our  social  order.  That 
selfishness  is  abroad  with  many  schemes  for 
its  gratification,  there  can  be  no  doubt.  Even 
sincere  desire  for  the  general  good  may  lead 
towards  disastrous  ends,  when  furthered  by 
misguided  and  uninformed  masses  of  people 
in  the  hands  of  an  influential  few. 

What  the  people  want,  or  think  they  want, 
they  will  have.  This  is  a basic  principle  of 
our  American  form  of  government.  Every 
citizen  should  defend  the  continuance  of  this 
principle,  regardless  of  the  results.  In  the 
end  this  way  of  life  cannot  go  far  wrong, 
even  though  at  times  real  progress  may  be 
slowed,  and  undesirable  trends  be  hard  to 
stem  before  they  have  spent  their  energies. 

The  medical  profession  in  the  United 
States  has  in  its  own  way  achieved  greater 
heights  than  anywhere  else  on  the  globe.  It 
has  done  this  by  devotion  to  the  basic  prin- 
ciples of  scientific  endeavor,  less  hampered 
by  political  influences  than  in  any  other 
country.  Is  all  this  progress  to  be  endan- 
gered by  the  flood  of  radical  social  changes 
we  are  facing?  It  depends  largely  upon  the 
individual  physician.  As  a citizen,  he  is  1 to 
750  in  ratio.  As  a potential  power,  he  is 
many  times  one  in  this  ratio. 

The  proposed  medical  provisions  of  this 
bill  would  make  it  imperative  that  the 
Surgeon  General  be  an  all-wise,  super- 
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human  being,  for  its  safe  and  successful  op- 
eration. It  delegates  legislative  powers  to 
an  executive  department  far  beyond  any 
abilities  of  any  individual  to  administer. 

Each  member  of  the  Nebraska  State  Med- 
ical Association  can  prove  his  worth  to  so- 
ciety by  doing  a few  obvious  things. 

1.  Get  copies  of  this  bill  from  your  con- 
gressman and  senators,  and  acquaint  your- 
self with  its  contents  in  minute  detail. 

2.  See  that  as  many  as  possible  of  your 
patients  and  acquaintances  are  equally  in- 
formed. 

3.  Free  and  open  discussion  of  the  whole 
import  of  the  problem. 

4.  Visualize  sound  and  logical  solutions 
to  the  problems,  which  the  proponents  of  the 
bill  would  have  us  believe  it  will  solve. 

5.  Acquaint  your  congressman  with  all 
the  facts  and  likely  results  of  this  legisla- 
tion. 

All  this  begun  now  and  carried  out  as  dili- 
gently as  the  emergency  demands  will,  we 
are  sure,  leave  in  the  end,  little  semblance 
of  this  montrosity  for  our  congress  to  con- 
sider. Out  of  it  all  will  emerge  a better, 
wiser  profession  of  medicine,  enjoying  great- 
er cooperation  and  appreciation  from  the 
public.  Education — true  education — of  the 
profession  as  well  as  of  the  public,  will  do  it. 

A.  L.  Cooper,  M.  D. 

President. 


Interpreting  Paradoxic  Reactions  in  the 
Serology  of  Syphilis* 

REUBEN  L.  KAHN,  M.  D. 

Clinical  Laboratories,  University  Hospital, 
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Two  types  of  serologic  reactions  are  the 
cause  of  great  concern  to  physicians — nega- 
tive reactions  in  the  presence  of  syphilis  and 
positive  reactions  in  the  absence  of  syphilis. 
In  this  discussion,  we  shall  limit  ourselves 
mainly  to  these  two  apparently  paradoxic  re- 
actions. 

1.  NEGATIVE  REACTIONS  IN  THE  PRESENCE 
OF  SYPHILIS 

Theoretically,  a person  either  has  syphilis 
or  he  does  not  have  syphilis,  and  should  be 
either  seropositive  or  seronegative.  How- 
ever, a serologic  reaction  in  syphilis,  whether 
based  on  precipitation  or  complement  fixa- 
tion procedures,  is  dependent  upon  the  pres- 
ence of  antibodies  in  the  circulation.  Anti- 
body production  in  syphilis,  it  is  generally 
accepted,  is  governed  by  the  same  immuno- 
logic factors  which  govern  antibody  produc- 
tion in  other  infectious  diseases.  The  basis 
for  antibody  production  is  antigenic  stimuli 
and  in  syphilis  such  stimuli  must  come  from 
the  spirochetes.  Since  spirochetal  activity 
varies  during  the  course  of  syphilis  sero- 
logic reactions  must  necessarily  also  vary. 

NEGATIVE  REACTIONS  DURING  PERIOD 
OF  INCUBATION 

Antibody  reactions  are  usually  negative 
in  all  infections  during  the  period  of  incuba- 
tion. In  syphilis,  however,  the  period  of  in- 
cubation is  approximately  a month — a period 
generally  more  than  ample  for  antibody  pro- 
duction following  experimental  inoculation 
with  microorganisms  or  other  antigens.  It 
may  be,  therefore,  that  in  isolated  instances, 
serologic  tests  would  prove  positive  during 
the  latter  part  of  the  period  of  incubation  in 
syphilis.  In  only  one  instance,  to  the  knowl- 
edge of  the  writer,  was  a positive  Kahn  re- 
action reported  four  days  previous  to  the 
appearance  of  the  chancre.  The  dearth  of 
serologic  studies  during  the  period  of  incu- 
bation necessarily  renders  speculative  any 
discussion  of  sereologic  results  during  this 
period. 

*Read  before  Omaha-Douglas  County  Medical  Society,  April 
13,  1943. 
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NEGATIVE  REACTIONS  DURING  THE 
PRIMARY  STAGE 

It  is  generally  assumed  that  serologic  re- 
actions are  usually  negative  in  early  primary 
syphilis  because  there  has  not  yet  been  time 
for  the  development  of  sufficient  immunity 
for  the  production  of  antibodies.  Yet,  when 
animals  are  inoculated  with  bacterial  or  pro- 
tein antigens,  a month,  as  indicated,  is  usual- 
ly more  than  ample  for  the  development  of 
sufficient  immunity  for  antibody  production. 
Indeed,  antibodies  generally  appear  in  the 
blood  stream  in  ten  days  to  two  weeks  after 
the  inoculation  of  an  antigenic  agent. 

Furthermore,  studies  carried  out  in  this 
laboratory  suggest  that  the  immunologic 
mechanism  underlying  the  formation  of  a 
primary  lesion  in  syphilis  is  a manifestation 
of  some  immunity  on  the  part  of  the  host 
and  not  of  the  lack  of  immunity.  In  experi- 
ments with  rabbits,  in  which  protein  anti- 
gens were  employed,  spontaneous  ulcerative 
lesions  were  produced  in  the  skin  simulating 
the  primary  lesions  of  syphilis  in  man  only 
when  the  animals  possessed  a given  degree 
of  immunity. 

It  is  believed,  therefore,  that  the  negative 
serologic  reactions  in  early  primary  syphilis 
are  not  due  to  the  lack  of  production  of  anti- 
bodies but  to  their  removal  from  the  blood 
stream  by  their  union  in  vivo  wdth  circulat- 
ing spirochetal  antigen,  just  as  the  negative 
agglutination  reactions  in  the  first  week  of 
typhoid  fever  are  undoubtedly  not  due  to 
lack  of  production  of  agglutinins  but  to  their 
union  with  circulating  typhoid  antigen.  As 
is  well  known,  when  a sufficiently  large 
quantity  of  antigen  circulates  in  the  blood 
stream  in  the  presence  of  circulating  anti- 
bodies, the  latter  are  likely  to  disappear  from 
the  blood  stream,  owing  in  all  probability  to 
antigen-antibody  union  in  vivo.  As  the  num- 
ber of  spirochetes  in  the  blood  stream  is  re- 
duced with  the  development  of  immunity, 
the  quantity  of  circulating  antibodies  is  cor- 
respondingly increased  and  the  serologic  re- 
action becomes  positive. 

It  is  also  believed  that  a direct  relation- 
ship exists  between  the  strongly  positive 
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serologic  reactions  in  secondary  syphilis 
and  the  role  of  the  skn  in  immunity.  It  was 
shown  in  this  laboratory  that  an  outstand- 
ing feature  of  the  response  of  the  tissues 
in  immunity  is  the  fact  that  the  skin  pos- 
sesses a far  greater  degree  of  immunity  and 
hence  a far  greater  attractive  force  for  the 
specific  antigen  than  do  other  tissues.  Dur- 
ing the  secondary  stage  of  syphilis  this  at- 
tractive force  of  the  skin  causes  some  spiro- 
chetes and  spirochetal  antigen  to  be  with- 
drawn from  the  blood  stream — a step  which 
would  result  in  a proportionate  increase  in 
the  quantity  of  antibodies  in  the  blood  stream 
and  in  positive  serologic  reactions. 

NEGATIVE  REACTIONS  IN  PRECOCIOUS 
MALIGNANT  SYPHILIS 

Rarely,  syphilis  literally  overwhelms  the 
host,  as  in  precocious  malignant  syphilis. 
Wile*  observed  occasional  cases  of  this  type 
of  syphilis  in  which  the  serologic  reactions 
were  negative.  This  finding  is  what  one 
might  expect.  Antibody  production  is  inter- 
fered with  when  a host  is  overwhelmed  with 
antigen.  An  animal — a rabbit,  for  example 
— will  show  a far  higher  antibody  titer  when 
a small  amount  of  a given  antigen,  such  as 
horse  serum,  is  injected  than  when  an  ex- 
cessive amount  is  injected. 

NEGATIVE  REACTIONS  DURING  MARKED 
SYPHILITIC  FLARE-UPS 

In  a syphilitic  flare-up  large  quantities  of 
spirochetal  antigen  are  thrown  into  the  cir- 
culation. This  occurrence  generally  tends  to 
stimulate  antibody  production,  leading  in 
turn  to  strongly  positive  reactions.  In  some 
instances,  however,  negative  reactions  are 
temporarily  encountered.  The  explanation 
probably  is  that  the  amount  of  antigen  in  the 
circulation  is  so  large  that  it  combines  with 
all  the  antibodies  present  in  the  blood  stream. 

NEGATIVE  REACTIONS  WHEN  CLINICAL 

MANIFESTATIONS  ARE  THE  SEQUELAE 
OF  PREVIOUS  SPIROCHETAL  ACTIVITY 

It  is  possible  to  have  negative  serologic 
reactions  in  the  presence  of  old  syphilitic 
lesions.  To  illustrate:  A patient  has  an 
aneurysm  of  syphilitic  origin.  The  processes 
which  led  to  the  formation  of  the  aneurysm 
may  be  arbitrarily  divided  into  two  steps: 
(1)  an  attack  of  syphilitic  aortitis,  during 
which  the  elastic  tissue  within  the  inflam- 
matory area  of  the  aortic  wall  was  destroyed 
and  replaced  by  fibrous  tissue,  and  (2)  the 

•Wile,  U.  J. : Personal  communication. 


slow  and  steady  expansion  of  the  fibrous 
area  into  a bulging  mass. 

It  is  clear  that  while  the  spirochetes  were 
active  during  the  first  step  of  aneurysm 
formation,  they  may  not  necessarily  be  ac- 
tive during  the  second  step.  Inactivity,  in 
turn,  means  little  or  no  liberation  of  spiro- 
chetal antigen  and,  hence,  little  or  no  stimu- 
lus to  antibody  production.  The  same  state- 
ment applies  to  other  old  destructive  pro- 
cesses of  syphilitic  origin.  While  antibodies 
may  circulate  for  a given  time  after  spiro- 
chetal quiescence,  they  will  gradually  disap- 
pear from  the  blood  stream.  In  most  in- 
stances, persons  with  old  syphilitic  lesions 
are  seropositive.  When  seronegative,  how- 
ever, the  reaction  may  be  immunologically 
correct,  indicating  that  the  spirochetes  in 
the  syphilitic  lesions  have  become  quiescent 
or  destroyed. 

NEGATIVE  REACTIONS  FOLLOWING 
THERAPY  IN  EARLY  SYPHILIS 

As  is  well  known,  if  treatment  is  begun 
in  early  syphilis,  the  serologic  reactions  may 
become  negative  in  a few  months,  although 
the  patient  may  not  be  completely  cured. 
These  negative  reactions  may  be  the  result 
of  the  immunologic  relationship  existing  be- 
tween the  tissues  and  the  spirochetes.  First- 
ly, the  spirochetes  in  early  syphilis  are  not 
yet  entrenched  and  walled  off  in  local  areas 
and  are  for  the  most  part  readily  accessible 
to  the  administered  drugs.  Secondly,  the 
spirocheticidal  activity  of  the  body  in  early 
syphilis  is  especially  high,  evident  from  the 
spontaneous  disappearance  of  the  spiro- 
chetes from  the  lesions  in  late  primary  and 
secondary  syphilis.  The  parasite  being  thus 
subjected  to  two  combined  attacks,  is  either 
almost  completely  destroyed  with  relative 
rapidity  or  is  rendered  inactive.  In  either 
case,  when  no  spirochetal  antigen  is  liber- 
ated, the  stimulus  for  anti-body  production 
ceases  and  serologic  reactions  become  nega- 
tive. From  a clinical  standpoint,  however, 
since  inactive  spirochetes  may  become  active 
again  in  the  course  of  time,  the  seronegative 
patient  is  not  considered  completely  cured. 

FLUCTUATING  SEROLOGIC  REACTIONS  IN 
THE  ABSENCE  OF  THERAPY 

When  serums  give  fluctuating  serologic 
reactions  with  an  established  diagnostic  test, 
it  generally  means  that  the  amount  of  anti- 
body in  the  serums  is  relatively  small.  Clin- 
icians occasionally  assume  that  a one  plus  re- 
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action  reported  on  a serum  on  one  day  and 
a two  plus  reaction  reported  a day  or  more 
later,  is  a significant  discrepancy.  Serolo- 
gists,  however,  consider  such  differences 
within  the  limits  of  error  of  diagnostic  tests. 
Rarely,  discrepancies  of  greater  degree  oc- 
cur, but  a strongly  positive  serum  almost  al- 
ways gives  the  same  type  of  reaction  with 
all  established  tests.  It  must  be  kept  in  mind 
also  that  two  serums  giving  four  plus  reac- 
tions may  vary  markedly  in  serologic  poten- 
cy. Of  these  two  serums  examined  by  means 
of  the  quantitative  Kahn  procedure,  one 
might  show  a titer  of  a 1,000  and  the  other 
might  show  a titer  of  4.  Obviously,  it  is  not 
the  high-titer  serum  that  will  show  fluctua- 
tions with  a diagnostic  test,  but  the  low-titer 
serum. 

It  is  likely  that  serologic  fluctations  may 
occur  also  as  a result  of  changes  in  the 
amount  of  spirochetal  antigen  in  the  blood 
stream.  If  it  is  assumed  that  antigen-anti- 
body union  might  take  place  in  vivo,  then 
a given  quantity  of  antibody  in  the  circula- 
tion on  a certain  day  might  be  reduced  in 
amount  the  next  day  due  perhaps  to  an  in- 
crease in  antigen  in  the  circulation. 

FLUCTUATING  SEROLOGIC  REACTIONS  IN 
THE  PRESENCE  OF  THERAPY 

Occasionally  a serologic  reaction  may  be 
positive  after  intensive  therapy,  only  to  be- 
come negative  spontaneously  some  months 
later  in  the  absence  of  further  therapy.  This 
situation  may  be  accounted  for  by  the  ten- 
dency of  antibodies  to  continue  to  circulate 
in  the  blood  stream  for  a given  time  after 
the  antigenic  stimulus  for  antibody  produc- 
tion has  been  removed.  The  length  of  time 
during  which  antibodies  will  remain  in  the 
blood  stream  after  their  production  has 
ceased  depends  on  many  factors,  such  as  the 
type  and  quantity  of  the  antigen  and  the 
kind  of  animal  producing  the  antibodies. 

In  syphilis,  if  it  is  assumed  that  after  in- 
tensive therapy  in  a given  case  the  last  of 
the  spirochetes  has  been  killed,  there  still 
remain  the  antigenic  constituents  of  these 
organisms  which  are  capable  of  stimulating 
antibody  production.  When  these  constitu- 
ents have  been  broken  down,  antibody  pro- 
duction should  cease.  However,  there  are 
available  no  experimental  data  as  to  when 
antibody  production  ceases  after  the  de- 
struction of  syphilitic  antigen.  Neither  are 
there  available  data  as  to  the  length  of  time 


antibodies  will  circulate  in  the  blood  after 
the  destruction  of  syphilitic  antigen. 

The  indications  are  that  after  the  removal 
of  the  antigenic  stimulus,  antibodies  in  syph- 
ilis will  continue  to  circulate  in  the  blood 
stream  anywhere  from  a few  days  to  several 
months.  Hence,  it  is  possible  for  an  inten- 
sively treated  patient  to  give  a positive  se- 
rologic reaction  soon  after  the  administration 
of  therapy  and  to  return  some  months  later 
with  a negative  reaction. 

In  cases  in  which  a syphilitic  focus  re- 
mains following  therapy,  the  reverse  of  the 
above  might  be  true.  The  serologic  reac- 
tion may  be  negative  soon  after  the  therapy 
and  become  positive  several  months  later. 
Presumably  the  therapy  was  sufficiently  in- 
tensive to  halt  spirochetal  activity  to  such 
a degree  as  to  reduce  the  sereologic  reaction 
to  negativity.  As  months  pass  on  in  the  ab- 
sence of  therapy,  an  awakening  of  spiro- 
chetal activity  may  take  place,  with  renewed 
stimulation  of  antibody  production.  The  pa- 
tient thus  returns  with  a positive  serologic 
reaction. 

VARIATIONS  IN  SEROLOGIC  RESULTS  SHOWN 
BY  DIFFERENT  TESTS 

Occasionally  a given  specimen  of  serum 
will  give  a positive  reaction  to  a precipita- 
tion test  and  a negative  reaction  to  a com- 
plement fixation  test,  or  vice  versa.  This 
fact  does  not  mean  that  a precipitation  test 
detects  an  antibody  different  from  that  de- 
tected by  a complement  fixation  test,  for  it  is 
generally  accepted  that  tests  of  both  kinds 
detect  the  same  type  of  antibody.  The  varia- 
tions in  results  are  generally  due  to  differ- 
ences in  sensitivity  of  two  tests.  Two  com- 
plement fixation  tests  of  different  sensitivity 
would  be  likely  to  give  similarly  variable 
results  and  the  same  applies  to  two  precipita- 
tion tests. 

PERSISTENTLY  POSITIVE  REACTIONS  FOL- 
LOWNG  INTENSIVE  THERAPY  DURING 
LATE  SYPHILIS 

In  contradistinction  to  the  rapidity  with 
which  the  serologic  reactions  become  nega- 
tive after  therapy  in  early  syphilis,  positive 
reactions  tend  to  persist  after  therapy  in 
late  syphilis.  Years  of  contact  between  the 
tissues  and  the  spirochetes  undoubtedly  en- 
able the  tissues  to  build  up  marked  localizing 
capacities  for  the  spirochetes,  on  the  one 
hand,  and  permit  the  parasite  to  build  up 
marked  resistance,  on  the  other.  Hence,  it 
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may  be  that  the  drug  in  late  syphilis  does 
not  reach  the  spirochetes  as  readily  as  in 
early  syphilis  and,  in  addition,  the  parasite  in 
late  syphilis  may  be  more  resistant  to  the 
drug. 

From  a practical  point  of  view  it  is  well 
to  recall  that  in  the  treatment  of  serological- 
ly-fast  patients,  Wile  and  Hasley  pointed  out 
a score  of  years  ago  the  inherent  danger  of 
aiming  at  a “serologic  cure.”  The  majority 
of  syphilologists  agree  that,  in  spite  of  a per- 
sistently positive  serologic  reaction,  the  clini- 
cal condition  of  the  patient  should  be  the 
guide  to  therapy.  It  must  also  be  kept  in 
mind  that  a positive  reaction  following  in- 
tensive therapy  may  be  a false  positive. 

2.  POSITIVE  SEROLOGIC  REACTIONS  IN  THE 
ABSENCE  OF  SYPHILIS 
It  is  now  recognized  that  positive  reac- 
tions given  by  serodiagnostic  tests  are  of  two 
types : one  type  of  reaction  is  associated  with 
syphilis  while  the  other  type  is  in  no  way 
related  to  syphilis.  The  latter  type  of  re- 
action has  been  under  investigation  in  this 
laboratory  for  a number  of  years  and  is 
referred  to  as  the  “general  biologic  type” 
because  of  its  widespread  biologic  nature. 

POSITIVE  SEROLOGIC  REACTIONS  (NON- 
SYPHILITIC) GIVEN  BY  LOWER  ANIMALS 
Lower  animals  such  as  horses,  cows,  pigs, 
chickens,  etc.,  show  a tendency  to  give  posi- 
tive reactions  with  serologic  tests  up  to  90 
per  cent.  These  reactions  are  obtained  both 
with  complement  fixation  and  precipitation 
tests.  Some  animals,  such  as  pigs  and 
horses,  give  a higher  percentage  of  false  posi- 
tives than  others,  such  as  rabbits. 

POSTIVE  SEROLOGIC  REACTIONS  (NON- 
SYPHILITIC) GIVEN  BY  HUMAN  BEINGS 
As  is  well  known,  human  beings,  under 
certain  conditions,  give  positive  serologic 
reactions  in  the  absence  of  syphilis.  It  has 
long  been  recognized  that  diseases,  such  as 
leprosy  and  malaria,  infectious  mononucleo- 
sis and  other  febrile  conditions,  cancer  and 
jaundice,  and  indeed,  any  nonsyphilitic  path- 
ologic condition,  may  be  responsible  for  posi- 
tive serologic  reactions.  In  isolated  in- 
stances, apparently  normal  persons  will  also 
give  positive  reactions  in  the  absence  of 
syphilis. 

“UNIVERSAL  SEROLOGIC  (NONSYPHILITIC) 
REACTIONS” 

Studies  carried  out  in  this  laboratory  in- 
dicate that  by  simple  modifications  of  sero- 


diagnostic tests  it  is  possible  to  render  them 
excessively  sensitive  to  such  a high  degree  as 
to  elicit  positive  reactions  in  practically  100 
per  cent  of  nonsyphilitic  persons.  With  the 
same  modifications  of  serodiagnostic  tests 
it  is  possible  also  to  render  100  per  cent  of 
animals  (horses,  pigs,  chickens,  rabbits) 
seropositive.  These  observations  suggest 
that  there  exists  a “universal  serologic  reac- 
tion” which  is  widespread  among  lower  ani- 
mals and  human  beings.  This  reaction,  it  is 
believed,  is  in  all  probability  the  basis  of 
false  positive  serodiagnostic  reactions  in 
man.  Accordingly,  whether  or  not  a person 
gives  a false  positive  reaction  would  depend 
on  whether  or  not  the  universal  reaction  in 
that  person  reaches  the  serodiagnostic 
threshold. 

THE  VERIFICATION  TEST 

Studies  in  progress  in  this  laboratory 
aimed  at  the  detection  of  differential  char- 
acteristics of  true  and  false  positive  serologic 
reactions  have  thus  far  led  to  two  observa- 
tions which  have  afforded  a basis  for  several 
practical  procedures.  The  observations  are 
that  within  certain  limits:  1.  Syphilitic  se- 
rologic reactions  tend  to  become  stronger 
and  nonsyphilitic  reactions  weaker  as  the 
reacting  temperature  is  increased.  2.  Syph- 
ilitic serologic  reactions  tend  to  become 
stronger  and  nonsyphilitic  reactions  weaker 
as  the  salt  concentration  of  the  reacting  sys- 
tem is  increased.  The  practical  procedures 
are:  1.  Differential  temperature  technique; 
2.  triple  quantitative  technique,  and  3.  salt 
dispersability  technique.  These  procedures 
are  now  being  investigated  in  this  and  in  a 
number  of  other  laboratories.  Indications 
are  that  the  problem  of  false  positives  in  the 
serology  of  syphilis  is  beginning  to  ap- 
proach a solution. 

SUMMARY 

Serologic  reactions  in  syphilis  have  reached 
a high  degree  of  dependability.  Yet,  there 
are  instances  in  which  one  may  encounter 
negative  serologic  reactions  or  perhaps  fluc- 
tuating reactions  in  known  cases  of  syphilis. 
These  and  other  apparently  paradoxic  reac- 
tions are  discussed  in  this  article — based  on 
principles  governing  antigen-antibody  reac- 
tions in  infection  and  immunity.  Consider- 
ations are  also  given  to  positive  reactions  in 
the  absence  of  syphilis  and  to  their  detection 
in  the  laboratory  by  means  of  the  verifica- 
tion test. 
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I take  it  that  the  scope  of  the  topic  as- 
signed to  me  is  a brief  presentation  of  the 
general  nature  of  the  psychoneuroses  and  the 
mechanisms  responsible  for  their  appear- 
ance, together  with  remarks  on  the  etiology, 
classification  or  clinical  varieties  met  with 
in  the  war  service,  and  finally,  the  principles 
and  special  methods  of  treatment. 

At  the  outset,  I must  state  that  I have 
had  no  direct  contact  with  the  psychoneu- 
roses under  actual  conditions  of  combat,  and 
that  my  sources  of  information  are  derived 
from  my  experience  in  civilian  practice, 
which  includes  a fair  number  of  psychoneu- 
rotic veterans,  along  with  cases  in  no  way 
related  to  war  conditions.  The  literature  on 
the  subject  during  and  after  World  War  I 
and  of  recent  years  has  been  of  service. 
Furthermore,  I believe  that  it  is  now  ac- 
cepted that  there  is  no  fundamental  distinc- 
tion to  be  drawn  between  the  psychoneuroses 
of  war  and  those  of  peace. 

It  is  needless  to  dilate  upon  the  importance 
of  this  problem.  It  is  generally  known  that 
the  cost  to  the  government  since  the  last 
war  in  caring  for  neuro-psychiatric  casual- 
ties has  been  over  one  billion  dollars;  that 
two  out  of  every  five  veterans  are  receiving 
pensions  because  of  neuro-psychiatric  con- 
ditions; that  the  Veterans  Administration 
has  27  hospitals  caring  for  35,000  neuro- 
psychiatric cases.  Again,  it  has  been  esti- 
mated by  Kardiner  that  90%  of  the  chronic 
war  neuroses  were  discharged  from  the  serv- 
ice undiagnosed  and  untreated. 

In  our  present  discussion,  we  are  not  deal- 
ing with  the  major  psychoses,  our  topic  be- 
ing that  of  the  psychoneuroses  alone.  It 
would  seem  fitting  at  the  outset  to  give  a 
definition  of  psychoneurosis.  Gillespie,  in 
his  book  “Psychological  Effects  of  War,”  de- 
fines psychoneurosis  as  an  abnormal  person- 
ality syndrome  represented  by  symptoms  in- 
volving the  psychic,  sensorimotor  and  vege- 
tative levels  of  the  nervous  system,  either 
separately  or  in  combination,  which  results 
from  persistent  emotional  conflict  in  the 
field  of  the  individual’s  social  or  interper- 
sonal relationships,  with  preservation  of  the 
habitual  sense  of  external  reality,  and  which 
is  curable  by  psychotherapy.  This  defini- 

♦Read  before  Nebraska  Section,  American  College  of  Surgeons, 
April  3,  1943. 
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tion  postulates  that  psychoneurosis  is  a so- 
cial disorder  involving  environmental  con- 
tact’s which  in  one  sense  or  another  are 
threatening  to  the  individual’s  security.  In 
addition,  it  excludes  an  intrinsic  organic  eti- 
ology for  the  observed  psychoneurotic  phe- 
nomena and  emphasizes  the  role  of  psycho- 
therapeutic procedure  in  treatment. 

Because  of  the  views  expressed  by  many 
neurologists  during  the  last  war  and  since, 
that  psychoneurotic  syndromes,  such  as  so- 
called  shell  shock,  neuro-circulatory  asthenia, 
physiopathic  paralysis  and  contractures,  may 
be  due  to  minute  lesions  of  the  nervous  sys- 
tem, this  last  connotation  of  the  definition 
should  be  maintained  as  especially  signifi- 
cant. How  often  do  we  hear  of  “shattered 
nerves”  as  a lay  equivalent  of  medical 
theories  of  an  organic  etiology!  Pollock,  in 
his  1942  presidential  address  to  the  American 
Neurological  Association  on  the  effects  of 
extremes  of  environmental  change  on  man, 
when  discussing  blast  of  nearby  exploding 
shells,  could  find  no  correlation  between 
signs  of  organic  damage  and  the  develop- 
ment of  neurosis.  He  stated  that  “the  char- 
acter of  the  changes  produced  by  blast  or 
their  relation  to  an  after-developing  neurosis 
are  not  known.” 

Whatever  the  special  symptomatology  of  a 
psychoneurotic  may  be,  whether  it  is  a hys- 
terical paralysis,  a contracture  or  organic 
dysfunction,  or  an  anxiety  state  marked  by 
fatigue,  harassing  dreams,  phobias  and  de- 
pression, there  is  always  to  be  found  a dis- 
turbed relationship  between  the  patient  and 
his  environment,  which  constitutes  a mal- 
adjustment in  the  individual’s  economic  and 
social  relationships.  Without  going  into  an 
extended  discussion  of  the  psychological 
mechanisms  involved,  it  may  be  said  this 
maladjustment  rests  primarily  upon  emo- 
tional causes;  that  there  has  been  in  the  ex- 
perience of  the  individual,  either  recent  or 
remote,  situations  that  have  produced  a 
marked  inhibition  in  the  free  play  of  normal 
biologic  emotional  expression,  generally  be- 
cause the  experiences  referred  to  in  some 
way  have  constituted  a threat  to  the  indi- 
vidual’s sense  of  physical  or  moral  security. 

The  instinctual  forces  of  life  reveal  them- 
selves largely  in  emotional  impulses  which 
are  normally  controlled  and  directed  through 
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the  higher  intellectual  levels.  Normal  ad- 
justment to  life  depends  upon  the  orderly  co- 
ordination and  integration  of  the  emotional 
and  intellectual  functions.  It  is  known  that 
excessive  stimulation  of  the  emotional  levels 
tends  to  inhibit  clear  thinking  and  sound 
judgment,  and  furthermore,  that  a power- 
ful affect  renders  the  subject  especially  sus- 
ceptible to  suggestions  in  harmony  with  it. 
An  individual  suffering  from  a depression 
sees  an  occasion  for  grief  in  trivial  events. 
A person  with  strong  guilt  feelings  mis- 
interprets chance  remarks  as  accusations, 
and  likewise,  a soldier,  terrified  by  the  sight 
of  destruction,  death  and  mutilation,  may 
interpret  physiological  emotional  reactions 
in  his  own  body  as  indications  of  serious 
bodily  injury. 

The  question  as  to  why  only  certain  in- 
dividuals among  the  vast  number  of  soldiers 
subjected  to  similar  terrifying  scenes  and 
physical  shocks  develop  neurotic  symptoms 
may  be  answered  by  the  statement  that  such 
individuals,  in  their  previous  life,  have  de- 
veloped personalities  predisposed  to  the 
arousal  of  peristent  affective  states  of  fear. 
It  is  true  that  there  are  numerous  case  re- 
ports that  apparently  healthy,  courageous 
men  with  no  history  of  previous  neurotic 
traits  may  develop  a so-called  traumatic  psy- 
choneurosis after  some  particularly  terrify- 
ing experience.  This,  however,  does  not  pre- 
clude the  fact  that  such  individuals  may  have 
been  predisposed,  although  they  had  been 
able  hitherto  to  fully  compensate  for  the  neu- 
rotic trend. 

Another  characteristic  of  psychoneurotic 
disorders  is  their  tendency  to  chronicity. 
While  many  hysterics  appear  to  tolerate 
their  symptoms  without  much  complaint, 
there  is  no  denying  the  fact  that  a great  pro- 
portion of  the  cases  of  psychoneuroses  suffer 
greatly  and  are  most  unhappy.  One  would 
naturally  think  that  such  patients  would  wel- 
come the  reassurance  of  the  physician,  but 
that  is  not  the  case.  They  remain  fixed  in 
their  complaints  and  resistent  to  treatment. 
The  explanation  of  this  state  of  affairs  lies 
in  the  fact  that  the  patient  has  no  knowl- 
edge of  the  causal  relation  between  the  af- 
fective mechanisms  responsible  and  the 
symptoms  he  experiences.  He  does  not  re- 
alize that  the  psychoneurotic  symptoms  are 
motivated  largely  by  a defense  mechanism 
and  a desire  to  escape  from  peril.  Likewise, 
his  moral  standards  of  courage,  responsibili- 
ty, loyalty  to  service  and  honor  make  it  re- 


pugnant and  hateful  to  his  ego  to  think  that 
he  has  failed  in  his  duty.  The  effect  of  emo- 
tional conflict,  therefore,  may  be  described 
as  a struggle  between  primitive  emotional 
impulses  of  self-preservation  and  the  social 
and  moral  standards  which  have  heretofore 
governed  his  behavior. 

Coming  to  a consideration  of  more  general 
etiological  factors  of  psychoneuroses,  we 
find  that  constitution  and  early  environment 
of  the  developing  individual  play  an  im- 
portant part  as  predisposing  influences. 
Gillespie  stresses  the  fact  that  neurotic 
traits  in  the  parents  represent  constitu- 
tional trends  which  are  transmitted  to  the 
children  according  to  the  laws  of  heredity. 
He  also  calls  attention  to  the  fact  that  in- 
dividuals who  are  subject  to  the  influence  of 
broken  homes  and  unhappy  family  life  in 
their  childhood  later  frequently  show  neu- 
rotic trends.  The  influence  of  previous  per- 
sonality maladjustments  in  the  production 
of  war  neuroses  is  illustrated  by  Gillespie’s 
statement  that  in  the  R.  A.  F.,  when  psycho- 
neurotic reactions  of  a serious  character  oc- 
curred, it  was  almost  always  in  men  who 
in  previous  civilian  life  had  shown  evidence 
of  personality  disturbances.  He  also  gave  as 
traits  indicative  of  a susceptibility  to  neu- 
roses, according  to  his  investigations  among 
service  men,  such  characteristics  as  anxious 
depressive  moods,  overconscientiousness,  lack 
of  aggressiveness,  emotional  dependency  on 
family,  marked  inferiority  feelings,  and  sex- 
ually inhibited,  perfectionistic  individuals. 

The  types  of  psychoneurotic  reactions 
found  in  war  are  not  easily  amenable  to  pre- 
cise classification.  However,  it  is  a signifi- 
cant fact  that  the  manifestations  of  psycho- 
neurosis are  universal,  no  matter  what  race 
or  nation  may  be  involved.  It  would  seem 
that  the  classical  symptoms  of  hysteria  and 
severe  anxiety  or  terror  states  represent  bio- 
logical patterns  of  behavior  characteristic  of 
man  in  the  presence  of  severe  emotional 
stress.  The  human  being  may  react  to  ter- 
ror with  a stupor  almost  as  an  opossum 
feigns  death  when  in  danger.  However,  it 
is  practical  to  employ  a terminology  for  de- 
scriptive purposes,  realizing  that  there  are 
no  hard  and  fast  boundary  lines  between  the 
individual  groups.  My  own  inclination  is  to 
limit  the  division  to  four  main  groups: 

1.  Hysterical  reaction  types  which  in- 
clude a manifold  and  varied  list  of  condi- 
tions : Sensorimotor  disturbances  of  all  types, 
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contractures,  tremors,  tics,  gaits,  disorders 
of  the  special  senses,  mutism,  amnesias, 
stupors,  excitements,  deliria  and  that  rather 
characteristic  sub-group  known  commonly 
as  traumatic  neuroses.  There  is  hardly  a 
bodily  function  that  may  not  be  the  site  of 
hysterical  dysfunction. 

2.  Anxiety  or  tension  states  marked  by 
feelings  of  emotional  tension,  phobias,  in- 
creased fatigability,  insomnia  and  tremors. 

3.  Acute  exhaustion  states  which  have 
been  observed  after  particularly  terrifying 
experiences  accompanied  by  prolonged  physi- 
cal efforts  and  loss  of  sleep  and  food.  The 
Dunkerque  evacuation  produced  many  such 
states.  The  symptoms  described  are  thin- 
ness of  the  face,  sallowness,  loss  of  weight, 
sleeplessness  and  terrifying  dreams,  apathy, 
stupor  and  occasionally  acute  excitement.  As 
a rule,  these  patients  recover  readily  with 
rest,  food  and  prolonged  artificial  sleep. 

4.  Psychosomatic  syndromes.  It  is  not 
surprising  that  with  separation  from  family, 
occupation  and  accustomed  ways  of  life,  to- 
gether with  the  necessity  for  new  adjust- 
ments to  army  life  and  the  perils  of  com- 
bat, the  soldier  should  show  various  types  of 
organ  dysfunction  such  as  accompany  emo- 
tional maladjustments  in  civil  life.  The  com- 
plaints are  largely  centered  around  the  gas- 
trointestinal tract,  the  circulatory  system 
and  various  algias  under  the  general  heading 
of  rheumatism.  The  effort  syndrome  or 
D.  A.  H.  may  be  included  in  this  group. 

Treatment  of  the  psychoneuroses  may  be 
considered  under  two  headings.  The  first 
is  general  principles  and  second,  special 
measures. 

The  relationship  between  the  patient  and 
the  physician  is  far  more  important  in  treat- 
ment of  psychoneuroses  than  in  the  case  of 
organic  bodily  disease.  In  the  latter, 
mechanical  and  mechanical  agents  are  used 
and  personal  reactions  do  not  play  an  essen- 
tial part.  With  the  psychoneurotic  it  is  dif- 
ferent. The  psychoneurotic  has  a far  great- 
er sense  of  insecurity  and  his  emotional  re- 
actions to  his  surroundings  are  far  more 
sensitive.  He  is  particularly  susceptible  to 
suggestions  which  increase  his  sense  of  dis- 
ability. Oftentimes  he  may  be  suspicious 
with  respect  to  the  physician’s  attitude  to- 
ward him.  For  this  reason,  it  is  desirable 
that  the  physician  be  attentive,  impersonal 
and  give  the  patient  the  fullest  opportunity 
to  describe  his  complaints. 


The  physician  should  avoid  discussing  the 
medical  aspects  of  the  patient’s  symptoms 
with  the  patient,  and  should  make  no  bold  or 
formal  diagnosis  in  the  presence  of  the  pa- 
tient. It  should  be  remembered  that  the  pa- 
tient is  suffering  from  an  illness,  and  from 
his  point  of  view  he  is  concerned  only  with 
his  symptoms  and  whether  or  not  he  can  be 
made  well.  He  may  have  some  ideas  about 
persons  who  have  “imaginary  sicknesses,” 
and  if  the  physician  talks  to  him  about  func- 
tional conditions,  he  will  most  likely  react 
with  resentment  because  he  will  think  the 
physician  is  accusing  him  of  an  imaginary 
illness.  It  is  not  good  practice  to  brush  off 
a neurotic’s  symptoms  with  the  bland  state- 
ment that  there  is  nothing  the  matter  with 
him.  It  just  doesn’t  make  sense  for  the  pa- 
tient. The  first  two  or  three  interviews  with 
the  patient  decide  for  the  patient  whether 
he  will  think  the  physician  is  going  to  help 
him,  or  in  other  words,  whether  he  will  have 
confidence  in  what  the  physician  says.  I 
think  we  should  all  remember  that  it  is  wise 
to  “temper  the  wind  to  the  shorn  lamb.” 

Once  rapport,  or  in  psychoanalytic  lan- 
guage, the  transference,  has  been  accom- 
plished, then  the  physician  may  institute 
searching  inquiriies  as  to  the  details  of  the 
onset  of  symptoms,  and  the  events,  as  well 
as  the  emotional  status  of  the  patient,  prior 
to  the  development  of  the  neurotic  symp- 
toms. By  adroit  questioning,  it  is  often  pos- 
sible to  establish  a causal  relation  between 
details  of  the  emotionally  traumatic  experi- 
ences of  the  patient  and  the  development  of 
symptoms.  Explanation  may  then  be  made 
in  simple  terms  as  to  how  the  symptoms 
were  produced.  Reassurance  then  has  dis- 
tinct therapeutic  effect  when  employed  in 
this  manner.  With  the  establishment  of  rap- 
port,- the  patient  is  encouraged  to  talk  of 
the  fears  to  which  he  has  been  subject,  and 
ventilate  ideas  which  otherwise  he  might 
be  loath  to  reveal.  Practical  experience  has 
demonstrated  the  value  of  these  intimate 
revelations  in  relieving  emotional  tension. 

Another  consideration  that  needs  empha- 
sis is  the  fact  that  early  treatment  of  this 
nature  is  most  readily  effective.  With  the 
passage  of  time,  the  patient’s  abnormal  re- 
actions tend  to  become  consolidated  and  re- 
inforced by  all  sorts  of  rationalizations,  and 
thereby  become  more  fixed  and  grooved. 
There  is  frequently  an  underlying  sense  of 
shame  experienced  by  the  patient  because 
of  the  nervous  character  of  his  symptoms, 
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and  he  tends  to  compensate  for  this  by  an  ac- 
centuation of  his  complaints.  The  lapse  of 
time  factor  in  organization  of  psychoneu- 
rotic states  has  called  attention  to  the  need 
for  the  presence  of  men  trained  in  handling 
psychoneurotic  symptoms  as  close  to  the 
combat  area  as  possible.  A large  propor- 
tion of  patients  suffering  from  emotional 
shock  may  be  returned  to  combat  duty  in  a 
short  time  if  they  are  handled  properly  at 
the  front. 

With  regard  to  special  methods  of  treat- 
ment, in  acute  states  of  excitement,  confu- 
sion or  obtusion,  no  contact  can  be  estab- 
lished with  the  patient.  In  such  cases,  pro- 
longed narcosis  by  hypnotics,  such  as  intra- 
venous sodium  amytal,  together  with  gavage, 
can  be  used  to  promote  complete  rest  and  nu- 
trition until  the  patient  is  mentally  clear.  In 
certain  cases  of  extreme  anxiety  and  agita- 
tion, electric  shock  treatment  will  accomplish 
the  same  purpose  very  successfully. 

The  use  of  insulin  has  proven  very  use- 
ful in  patients  who  have  reacted  to  war 
strain  with  loss  of  appetite  and  weight,  to- 
gether with  apathy  or  mild  depression. 
Twenty  or  thirty  units  are  given  one  or  two 
hours  before  meals,  with  the  result  that  the 
patients  take  high  caloric  meals  and  soon 
put  on  weight  with  a corresponding  improve- 
ment in  strength  and  emotional  tone. 

The  hysterical  paralyses  and  analgesias  are 
quickly  relieved  by  faradism  in  a great  ma- 
jority of  cases,  particularly  where  a simple 
explanation  of  the  symptoms  is  given  after 
the  patient’s  confidence  has  been  secured. 
Contractures  of  long  standing  are  often  very 
difficult  to  treat  successfully.  However,  it  is 
found  that  a good  many  cases  respond  to  the 
use  of  intravenous  injections  of  pentothal 
sodium  in  sufficient  amount  to  produce  a 
twilight  state  of  consciousness,  in  which  a 
strong  faradic  current  is  applied  to  the  op- 
posing muscles,  as  for  instance,  in  a flexion 
contracture  the  extensors  are  stimulated. 
Not  long  ago,  by  the  use  of  this  method,  I 
was  able  to  clear  up  at  one  sitting  a fist 
contracture  of  the  hand  that  had  been  pres- 
ent for  six  months. 

The  amnesias  are  also  successfully  treated 
in  most  cases  by  a similar  intravenous  use 
of  pentothal  sodium,  accompanied  by  posi- 
tive suggestions  of  returning  memory. 

It  would  appear  that  the  twilight  state  of 


consciousness  brought  about  by  this  drug 
releases  emotional  inhibitions  and  allows  free 
association  of  ideas,  undisturbed  by  the  in- 
fluence of  the  critical  faculties. 

The  use  of  hypnosis  has  certain  points 
in  common  with  intravenous  injections  of 
rapidly  eliminated  barbiturates.  The  hyp- 
notic state  is  one  which  can  be  induced  in 
most  individuals,  and  permits  a similar  dis- 
sociation of  the  critical  faculties  and  an  in- 
creased suggestibility.  Patients  in  whom 
the  hypnotic  sleep  can  be  induced  may  be 
made  to  develop  paralyses,  anesthesias,  con- 
tractures and  all  the  various  symptoms  of 
hysteria  and  functional  disturbances  of  the 
visceral  and  circulatory  systems.  Patients 
who  have,  for  instance,  a contracture  of  an 
arm  or  a leg  may  be  shown  that  a similar 
condition  can  be  developed  by  suggestion  in 
the  normal  extremities,  and  removed  by 
command.  One  of  the  best  descriptions  of 
the  technique  of  hypnotic  therapy  I have 
read  is  given  by  Lange  in  his  chapter  on 
“The  Treatment  of  the  War  Psychoneuroses” 
in  Foerster  & Bumke’s  1924  Supplementary 
Volumes  to  the  “Handbuch  der  Neurologie.” 

Hospitalization  for  war  neuroses  is  best 
carried  out  in  specialized  centers  devoted  to 
the  treatment  of  this  type  of  illness  alone. 
The  psychoneurotic  requires  the  active  psy- 
chotherapy already  mentioned,  with  all 
necessary  physical  measures,  but  in  addi- 
tion there  should  be  provided  facilities  for 
the  development  of  occupational  and  recrea- 
tional outlets.  Games  requiring  skill  and  en- 
couraging competition,  work  programs  and 
hobbies  designed  to  develop  interest  and  to 
re-establish  healthy  emotional  responses  and 
motor  patterns  are  an  important  part  of  the 
treatment  program. 

I do  not  recall  having  seen  a case  of  true 
psychoneurosis  recover  under  the  rest  cure 
regime.  Rather,  it  is  a matter  of  push  and 
persuasion.  When  one  remembers  that  psy- 
choneurosis is  due  to  inhibition  of  normal 
cortical  patterns  under  the  influence  of  emo- 
tional conflict  or  shock  and  that  the  symp- 
tomatology of  psychoneurosis  is  the  result 
of  the  formation  of  dissociated  automatic 
neural  patterns  in  the  various  levels  of  nerve 
functioning,  it  becomes  clear  that  the  policy 
of  push  is  more  effective  in  producing  re- 
integration than  that  of  rest  and  inactivity. 

Another  reason  for  the  separate  type  of 
hospital  is  the  pathological  susceptibility  of 
the  psychoneurotic  to  unfavorable  sugges- 
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tions,  which  makes  association  with  organic 
disease  or  psychotic  cases  undesirable. 
Good  morale  or  an  increased  expectancy  of 
recovery  is  more  readily  established  in  a 
hospital  where  a community  or  group  spirit 
can  be  developed. 

The  prognosis  varies  with  the  type  of 
treatment  applied.  Active  psychotherapy  in 
a hospital  situation  such  as  described  should 
result,  according  to  Lange,  in  a 95%  recov- 
ery rate,  as  against  former  estimates  of 
25%.  I should  like  to  suggest  that  a location 
like  Sun  Valley,  now  closed  for  the  duration, 


would  provide  an  ideal  set-up  for  a psycho- 
neurotic institution. 

Finally,  when  we  consider  the  sacrifices 
these  men  have  made  in  giving  up  family 
ties,  economic  advantages  of  good  jobs,  as 
well  as  opportunities  of  training  for  a life 
work,  it  would  seem  they  are  deserving  of 
the  same  scientific  care  as  provided  for  or- 
ganic medical  and  surgical  disease.  They 
should  not  be  shunted  about  from  pillar  to 
post  with  the  statement,  “There  is  nothing 
the  matter  with  you” — a circumstance  which 
not  infrequently  happens. 


* * * 


IN  THIS  ISSUE 


DO  YOU  consider  the  serological  reaction 
in  syphilis  infallible?  What  are  the  pitfalls 
in  interpreting  the  various  tests  for  this 
master  of  diseases?  “Know  syphilis,”  Osier 
said,  “and  you  know  medic'ne.”  To  know 
syphilis  better  read  what  Dr.  Kahn,  the 
originator  of  the  precipitin  tests,  has  to  say 
about  the  interpretation  of  paradoxic  reac- 
tions in  the  serology  of  this  infection.  You 
will  find  the  article  on  page. .276 

THE  NEWS  has  been  good  these  days. 
But  according  to  those  who  are  in  a posi- 
tion to  know,  the  war  is  far  from  over.  And 
when  the  happy  day  arrives  and  the  boys  and 
girls  return  home  some  will  present  problems 
in  the  domain  of  psychobiology.  These  prob- 
lems though  in  many  instances  bizzare  will 
not  be  strictly  new.  Dr.  G.  A.  Young 
discussed  these  conditions  at  the  regional 
meeting  of  the  American  College  of  Sur- 
geons last  spring.  Read  the  interesting  pa- 
per on  Psychoneuroses  of  War  on  page.. . 280 

YOU  CAN  undoubtedly  recall  the  old 


debates  on  medical  versus  surgical  treat- 
ment of  peptic  ulcer.  At  the  end  of  each 
discourse  you  wondered  which  side  was 
stronger  because  the  arguments  and  explan- 
ation on  both  sides  were  reasonable.  It  may 
be  a teaser  again  when  Dr.  Bisgard  poses  the 
question  “Should  most  gastric  ulcers  be 
treated  surgically  or  medically?”  Why  not 
the  other  way  around?,  you  may  ask  in  re- 
turn. Well,  you  decide.  But  read  the  paper 
first.  It  is  interesting.  Bisgard  knows  how 
to  express  his  viewpoint.  See  page 285 

THIS  MONTH  Dr.  Payson  Adams  begins 
a series  of  three  papers  on  injuries  to  the 
urinary  tract.  The  first  of  these  is  on  strad- 
dle injuries  of  the  urethra.  They  are  not 
particularly  simple  injuries  over  which 
one  may  ponder  in  this  hot  and  sultry 
weather,  but  what  injuries  are?  Since  these 
injuries  do  exist  one  must  be  ready  to  deal 
with  them  when  least  expected.  What  to  do 
for  them?  Dr.  Adams  is  ready  to  tell  you 
on  page  . 288 


Should  Most  Gastric  Ulcers  Be  Treated 
Surgically  or  Medically?* 

J.  DEWEY  BISGARD,  M.  D. 

Omaha,  Nebraska 


I have  chosen  a very  controversial  sub- 
ject, and  in  this  controversy  I am  discussing 
the  problem  upon  the  premise  that  the  ma- 
jority of  gastric  ulcers  are  surgical  problems 
and  should  be  treated  surgically  and  when- 
ever possible  by  gastric  resection. 

It  is  necessary  to  emphasize  the  fact  that 
I am  discussing  gastric  ulcers  and  not  duo- 
denal ulcers.  Unfortunately,  these  two  le- 
sions have  been  lumped  under  the  inclusive 
term  “peptic  ulcer.”  This  is  unfortunate  be- 
cause it  conveys  the  idea  that  both  gastric 
and  duodenal  ulcers  are  essentially  identical 
lesions  differing  only  in  respect  to  their  loca- 
tions. This  is  far  from  the  truth  because 
clinically  they  are  very  different  lesions. 
They  differ  principally  in  that  carcinoma 
very  rarely  occurs  in  the  duodenum  and  here 
presents  no  diagnostic  problem,  whereas  car- 
cinoma commonly  occurs  in  the  stomach  with 
the  additional  distressing  fact  that  in  its 
early  stages  it  is  at  times  indistinguishable 
from  ulcer,  that  is,  benign  ulcer.  Too  often 
it  is  indistinguishable  not  only  by  history 
and  physical  signs  but  by  x-ray  examination 
as  well. 

There  are  also  certain  minor  differences 
in  the  lesions,  but  carcinoma  is  the  really  im- 
portant one. 

You  get  the  impression  as  a medical  stu- 
dent that  the  differential  diagnosis  is  rather 
simple,  but  unfortunately  the  textbook  pic- 
ture of  carcinoma  is  the  picture  of  late  and 
far  advanced  carcinoma.  From  a study  of 
2,469  cases  of  carcinoma  of  the  stomach  at 
the  Mayo  Clinic,  Walters,  Gray  and  Priestley, 
found  that  37%  of  the  cases,  who  had  oper- 
able carcinoma  of  the  stomach  gave  histories 
which  were  typical  of  benign  ulcer,  and  fur- 
thermore the  distressing  fact,  that  80%  of 
the  patients  with  carcinoma  of  the  stomach 
who  gave  typical  ulcer  histories  gained  tem- 
porary relief  of  symptoms  from  medical 
management.  Thus  it  is  apparent  that  on 
the  basis  of  history  alone,  in  the  early  resec- 
table lesions,  there  is  chance  of  making  an 
error  in  diagnosis  in  one  out  of  every  three 
cases  of  carcinoma.  In  the  same  series,  these 
same  authors  found  that  by  x-ray  study  the 
diagnostic  error  was  reduced  to  10%  ; that 

*Read  before  the  Annual  Sessions  of  the  Nebraska  State 
Medical  Society  May,  1942. 


is,  in  10%  of  the  cases  the  roentgenologists 
diagnosed  carcinomatous  lesions  as  benign 
ulcers.  In  another  15%  they  stated  that 
the  diagnosis  was  indeterminent. 

Similarly,  Allen  and  Welch  reported  277 
cases  which  had  been  diagnosed  and  treated 
as  gastric  ulcers  at  the  Massachusetts  Gen- 
eral Hospital.  In  this  series  there  were  39 
patients  or  14%  in  whom  the  ulcers  subse- 
quently were  proven  to  be  carcinomatous. 
That  is,  they  had  overlooked  14%  of  carcin- 
omas and  treated  them  as  ulcers. 

Obviously  anyone  who  undertakes  to  treat 
a gastric  ulcer  undertakes  a considerable  re- 
sponsibility because  he  may  be  treating  a 
carcinoma  misdiagnosed  as  benign  ulcer,  and 
during  the  period  of  several  weeks’  treat- 
ment this  patient  may  have  lost  his  opportu- 
nity to  get  well  and  be  cured.  Indeed  one 
assumes  a grave  responsibility  in  treating  a 
case  with  the  diagnosis  based  upon  the  clin- 
ical history  alone  with  a chance  of  error  of 
30%  or  more. 

The  importance  of  early  diagnosis  of  car- 
cinoma is  emphatically  brought  out  in  the 
study  of  Allen  and  Welch.  In  a series  of  30 
cases  in  which  the  diagnosis  preoperatively 
was  benign  ulcer  but  in  which  the  resected 
specimens  were  proven  to  be  carcinoma  there 
were  40%  living  and  well  five  years  after 
operation.  These  results  were  compared 
with  those  obtained  in  93  cases  in  which  gas- 
tric resections  were  done  for  obvious  carcin- 
oma, that  is  cases  in  which  the  preoperative 
diagnosis  was  carcinoma.  Only  20%  of  this 
series  was  living  and  well  at  the  end  of  five 
years,  just  half  as  many.  This  stresses  the 
importance  of  resecting  the  stomach  when 
carcinoma  is  indistinguishable  from  ulcer. 

St.  John,  reporting  a study  of  cases  fol- 
lowed at  the  gastrointestinal  clinic  of  the 
Presbyterian  Hospital  in  New  York,  found 
that  there  were  almost  no  cases  of  gastric 
ulcer  which  during  a five  year  period  had 
not  had  one,  two,  or  more  recurrences  despite 
adequate  medical  care.  There  is  good  evi- 
dence that  at  least  8%  of  the  medically  treat- 
ed ulcers  die  of  complications,  mainly  hemor- 
rhage, and  that  20%  ultimately  come  to  op- 
eration for  complications. 
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I believe  that  generally  resection  should 
be  done: 

1.  In  cases  in  which  the  ulcer  crater  in 
the  roentgenograms  exceeds  two  and  a half 
centimeters  in  diameter  because  the  very 
large  craters  usually  mean  malignant  dis- 
ease. 

2.  In  cases  over  fifty  years  of  age  with 
an  original  ulcer  history  of  short  duration, 
because  most  benign  ulcers  start  early  in  life 
and  have  long  antecedent  histories  of  recur- 
ring attacks. 

3.  In  all  cases  with  ulceration  in  an 
achlorhydric  stomach,  because  that  is  usual- 
ly the  case  with  carcinoma  and  because  be- 
nign ulcer  occurs  infrequently  in  an  achlor- 
hydric stomach. 

4.  In  cases  with  an  ulcer  crater  in  the 
prepyloric  region ; the  most  common  site  for 
carcinoma  and  as  a rule  an  infrequent  loca- 
tion of  benign  ulcer. 

5.  In  all  lesions  of  the  greater  curvature, 
because  benign  ulcer  almost  never  occurs  on 
the  greater  curvature  and  carcinoma  does. 

The  following  cases  will  illustrate  some 
of  these  points. 

CASE  I. 

J.  K.,  was  a man  of  fifty-two  who  had  had  symp- 
toms ten  months.  He  had  been  treated  for  ulcer 
with  relief  of  sypmtoms  over  a period  of  a couple  of 
months  and  then  began  to  have  distress  again.  He 
came  in  presenting  a large  ulcer  on  the  lesser  curva- 
ture, in  an  achlorhydric  stomach.  On  exploration 
he  was  found  to  have  an  inoperable  carcinoma  with 
metastases  to  the  liver. 

CASE  II. 

K.  N.,  a woman  of  56  years  came  in  at  about  the 
same  time  as  Case  1.  She  presented  a similar  look- 
ing lesion,  a very  large  crater  on  the  lesser  curva- 
ture. She  had  had  symptoms  for  only  four  months. 
It  was  thought  that  she  probably  had  a carcinoma. 
The  gastric  free  acidity  was  low  normal.  She  was 
treated,  however  as  an  ulcer  for  a period  of  four 
weeks  and  a film  after  treatment  showed  no  change 
in  the  size  of  the  crater. 

I,  therefore,  resected  the  stomach  which  at  op- 
eration was  obviously  a large,  benign  ulcer,  as  it 
proved  to  be  microscopically.  Although  benign,  re- 
section was  considered  the  best  treatment  because  it 
was  intractable  to  medical  management. 

CASE  III. 

C.  M.,  a man  of  fifty-two.  had  had  sv^ntoms  for 
a year.  He  had  had  typical  ulcer  symptoms  and 
had  been  treated  as  an  ulcer.  On  three  occasions 
he  had  had  gross  hemorrhages  for  which  he  had 
been  hospitalized  and  transfused.  The  Roentvono- 
gram  made  10  months  previously  showed  a large 
crater  in  the  prepyloric  region,  the  danger  area. 


He  was  continued  on  ulcer  treatment  for  almost 
a year  which  gave  much  relief  for  about  six  months. 
He  came  in  presenting  a progressive  obstruction, 
both  symptomatically  and  by  x-ray.  Gastric  acidity 
was  normal.  At  operation  he  had  a carcinoma  of 
the  stomach  which  was  not  resectable.  I have  no 
doubt  that  it  was  resectable  at  the  time  the  first 
film  was  made  one  year  previously  and  that  he  had 
a good  chance  for  cure  at  that  time.  The  typical 
ulcer  story,  normal  gastric  acidity  and  relief  ob- 
tained on  ulcer  management  misled  his  doctor  and 
cost  the  patient  his  life. 

CASE  IV. 

B.  D.,  a druggist  of  56,  had  had  recurring  ulcer 
symptoms  for  a period  of  ten  years  always  relieved 
by  ulcer  treatment  until  the  past  three  months 
when  he  had  had  persistence  of  pain  and  vomiting 
despite  medical  management  and  very  good  man- 
agement. I resected  him.  He  had  this  nosterior 
ulcer  at  the  pylorus  which  had  penetrated  into  the 
pancreas.  This  case  illustrates  the  usual  long  his- 
tory of  benign  ulcer  in  the  older  patients. 

CASE  V. 

A man  of  sixty-four  had  had  symptoms  for  about 
eight  months.  At  first  he  had  been  relieved  on 
medical  management  but  during  the  last  three 
months  this  treatment  had  failed.  He  presented  a 
very  large  crater  on  the  lesser  curvature.  His  acids 
were  normal.  He  was  thought  to  have  carcinoma 
on  the  basis  of  his  age,  the  short  history,  the  large 
crater  and  ultimate  failure  of  medical  treatment, 
but  fortunately  this  large  ulcer  proved  to  be  benign. 
Even  at  operation  I thought  the  lesion  was  malig- 
nant. This  illustrates  the  impossibility  in  some  cases 
of  differential  diagnosis  except  by  means  of  his- 
tological study  of  the  resected  specimen. 

CASE  VI. 

C.  B.,  a woman  of  58  years  came  in  with  only  a 
four  week’s  history  of  typical  ulcer  symptoms.  She 
was  unrelieved  on  rigid  medical  management  and  so 
she  was  explored  and  a resection  done.  A very  large 
ulcer  of  the  lesser  curvature  proved  to  be  benign. 

As  in  the  preceding  case  the  clinical  evidence  fav- 
ored a diagnosis  of  carcinoma.  Resection  however 
was  the  only  effective  means  of  treatment. 

CASE  VII. 

S.  P.,  a minister  of  55  years  had  had  symptoms 
over  a period  of  a year  and  obstructive  symptoms 
for  about  three  months.  He  had  been  relieved  on 
an  ulcer  regimen  for  a period  of  almost  six  months. 
Then  he  developed  persistent  pain  and  obstructive 
symptoms  and  the  x-ray  showed  evidence  of  pyloric 
deformity  and  obstruction. 

The  lesion  was  still  resectable  so  I resected  the 
stomach.  He  had  a large  ulcerating  carcinoma.  A 
year’s  delay  in  receiving  proper  treatment  contribut- 
ed to  by  the  relief  from  ulcer  management  cost  this 
man  his  chance  of  permanent  or  at  least  a long  cure. 

CASE  VIII. 

L.  T.,  another  man  gave  a similar  history  of  about 
ten  months  duration.  He  likewise  had  had  early 
symptoms  which  had  been  relieved  on  an  ulcer 
regimen  for  about  four  months.  X-ray  showed  the 
typical  pre-pyloric  deformity.  I resected  his  stom- 
ach. The  specimen  showed  a carcinoma. 
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Although  the  prognosis  for  a long  cure  is  favor- 
able in  this  case  it  would  have  been  more  favorable 
had  resection  been  done  several  months  earlier. 

CASE  IX. 

J.  B.,  age  forty-two  years  had  had  symptoms  over 
a period  of  eight  years,  typical  ulcer  symptoms,  at 
first  relieved  on  ulcer  management  but  continuing  to 
recur,  as  I think  most  gastric  ulcers  do.  His  acids 
were  high.  Finally  he  failed  to  respond  at  all  and 
had  continuous  severe  pain.  X-ray  films  showed  a 
small  deep  crater  at  the  pyloris.  I resected  his 
stomach.  The  specimen  showed  that  the  ulcer  had 
penetrated  down  to  the  surface  of  the  pancreas  to 
which  it  was  firmly  adherent.  This  case  illustrates 
the  chronic  course  and  the  ultimate  outcome  of  at 
least  20%  of  gastric  ulcers. 

CASE  X. 

A patient  of  fifty-two  had  had  recurrent  symp- 
toms over  a period  of  eleven  years.  She  had  been 
relieved  on  an  ulcer  regimen  on  several  occasions 
and  finally  began  to  develop  obstructive  symptoms 
of  vomiting  and  severe  pain.  The  x-ray  film  showed 
a deformity  from  the  ulcer  and  a large  dilated 
stomach  with  80%  retention.  Her  resected  stomach 
revealed  a small  active  ulcer  at  the  pylorus  with 
the  duodenum  puckered  about  it.  This  is  another 
example  of  the  fate  of  many  benign  ulcers. 

To  justify  the  contention  that  most  gastric 
ulcers  are  surgical  lesions  the  surgeon  who 


undertakes  to  operate  these  cases  has  to 
show  better  results  and  a lower  ultimate 
mortality  than  can  the  internist  in  cases 
treated  without  surgery.  A few  years  ago 
the  results  of  surgery  did  not  justify  this 
claim  but  now  with  the  improvement  in  op- 
erative technic  and  the  preoperative  and 
post-operative  care  of  the  patients,  the  mor- 
tality by  surgeons  experienced  in  gastric 
surgery  has  been  reduced  to  a figure  well 
under  5%.  In  certain  clinics  less  than  2%. 
The  normal  risk  without  surgery  is  well  over 
6%,  and  to  this  may  be  added  the  fatal  delay 
in  those  cases  with  carcinomatous  ulcers 
which  are  indistinguishable  from  benign 
ulcers  at  a time  when  they  are  curable  by  re- 
section. 

DISCUSSION 

F.  L.  Rogers,  M.  D.,  Lincoln:  I remember  one  of 
first  medical  meetings  I was  privileged  to  attend. 
Dr.  Charles  Mayo  was  one  of  the  speakers.  He 
talked  on  this  very  subject,  and  a remark  he  made 
has  always  stuck  in  my  mind.  It  was  that  only  too 
often  was  he  called  upon  to  operate  upon  this  type 
of  case  after  the  patients  had  had  three  complete, 
satisfactory  medical  cures — a very  nice  way  of  em- 
phasizing the  danger  of  too  much  medical  treat- 
ment. 


* * ❖ 


Offers  Suggestions  for  Limiting  Spread  of 
Infantile  Paralysis 

Suggestions  for  limiting  the  spread  of  infantile 
paralysis  are  contained  in  a letter  from  a New 
York  pediatrician  to  the  editor  of  The  Journal  of 
the  American  Medical  Association  and  published  in 
the  July  10  issue  of  The  Journal.  The  letter  says: 

“In  view  of  the  approaching  season  for  possible 
poliomyelitis  epidemics,  it  seems  wise  to  summarize 
possible  suggestions  for  limiting  the  spread  of  the 
disease.  These  suggestions  are  founded  on  present 
day  knowledge,  viz.: 

“In  the  presence  of  the  disease  in  a community: 

“1.  Avoid  the  use  of  any  water  that  is  possibly 
contaminated  with  sewage  either  for  drinking,  swim- 
ming or  washing  utensils.  We  know  that  sewage 
can  carry  the  virus  considerable  distances  and  for 
an  appreciable  time. 

“2.  Avoid  exhaustion  from  exertion  or  chilling. 
We  know  that  overexertion  and  chilling  during  the 
incubation  period  tend  to  augment  the  oncoming 
disease. 

“3.  Avoid  injury  to  the  mucous  membranes  of 
the  nose  and  throat,  such  as  that  resulting  from 
a tonsil  operation.  We  know  that  poliomyelitis  ex- 
posures in  the  early  post-tonsilectomy  period  are 


liable  to  result  in  severe — even  fatal — infections, 
usually  of  the  bulbar  type. 

“4.  Treat  every  minor  illness  as  a possible  case 
of  poliomyelitis,  particularly  if  there  is  fever,  head- 
ache and  some  spasm  of  the  neck,  spine  and  ham- 
strings. We  know  that  very  mild  cases  of  polio- 
myelitis without  recognizable  paralysis  are  much 
more  numerous  than  paralytic  cases.  Suspected 
patients  should  be  kept  quiet  in  bed  for  several 
days,  and  until  passed  as  well  by  a competent  ex- 
aminer. 

“5.  Strive  for  proper  sanitary  conditions  and,  in 
particular,  destroy  flies  and  their  breeding  places. 
We  know  that  flies  can  carry  the  causative  virus 
of  poliomyelitis,  although  it  has  not  yet  been 
proved  that  they  can  carry  enough  to  infect  human 
beings. 

“6.  Avoid  unncessary  physical  contacts  with 
other  people,  wash  hands  carefully  before  eating, 
and  don’t  put  unclean  objects  in  the  mouth.  We 
know  that  many  healthy  people  carry  the  virus 
in  their  intestines  and  that  for  some  cases,  perhaps 
most,  the  port  of  entry  of  the  infection  is  the  mouth. 

“7.  Don’t  prescribe  or  take  drugs  or  chemicals 
that  are  intended  to  protect  against  the  disease.  As 
yet  we  know  of  none  that  will  do  this. 

Philip  M.  Stimson,  M.  D.,  New  York.” 


Traumatic  Injuries  of  the  Urinary  Tract 

Part  I — Straddle  Injuries  of  the  Urethra 

PAYSON  ADAMS,  M.  D. 

Omaha,  Nebraska 


Falling  astride  a fence  rail,  pipe,  or  man- 
hole cover  results  in  the  so-called  “straddle 
injuries”  of  the  urethra.  However,  any  blow 
or  kick  in  the  perineum  or  lacerating  injury 
may  cause  rupture  of  the  bulbous  urethra. 
Since  these  injuries  are  invariably  distal  to 
the  external  urethral  sphincter,  the  clinical 
picture,  diagnosis  and  treatment  are  distinct- 
ly different  from  those  injuries  resulting 
from  or  associated  with  fracture  of  the  pel- 
vis. Three  “straddle  injuries”  have  been 
seen  recently;  one  resulting  from  falling 
astride  a steam  pipe,  one  from  falling 
astride  a manhole  cover,  and  one  caused  by 
a blow  in  the  perineum  from  a jack  handle. 

The  patient  usually  has  severe  perineal 
pain,  bleeding  from  the  urethral  meatus  and 
varying  degrees  of  perineal  ecchymosis  due 
to  hemorrhage.  He  has  painful  and  difficult 
micturition  or  acute  urinary  retention.  Ex- 
travasation of  urine  does  not  occur  until  the 
patient  attempts  to  void.  If  the  urethra  is 
mildly  traumatized  or  if  the  ruptured  ends 
remain  partially  approximated,  little  or  no 
urine  extravasates  and  the  patient  may  make 
a successful  but  painful  attempt  to  empty 
his  bladder.  In  such  cases,  the  first  few 
drops  of  urine  are  bloody,  but  the  remainder 
is  clear.  If  pyuria  exists,  late  secondary  in- 
fection of  the  perineal  hematoma  can  be  ex- 
pected with  increasing  perineal  swelling. 
Often  the  patient  is  unable  to  void  because 
of  spasm  of  the  external  vesical  sphincter, 
and  bladder  distention  and  suprapubic  dis- 
comfort soon  become  apparent.  Hemor- 
rhage into  the  periurethral  tissues  is  due  to 
associated  rupture  of  the  corpus  spongiosum 
and  bulbocavernosus  muscle  surrounding  the 
bulbous  portion  of  the  urethra.  In  moder- 
ately severe  forms  the  urethral  tear  results 
in  the  formation  of  a large  periurethral 
hematoma  and  incipient  urinary  infiltration. 
Catheterization  may  be  accomplished  with- 
out undue  difficulty  if  the  rupture  is  partial 
but  it  is  impossible  if  the  rupture  is  com- 
plete. 

The  patient  with  rupture  of  the  urethra 
should  be  hospitalized  and  observed  closely. 
Gentle  attempts  to  introduce  a catheter 
should  be  made.  If  a soft  rubber  catheter 
cannot  be  introduced,  a flexible  filiform  may 
be  passed  successfully,  followed  by  a catheter, 


and  the  bladder  emptied.  A small,  soft  rub- 
ber, whistle  tipped  catheter  may  then  be  in- 
troduced using  the  filiform  as  a guide  by 
threading  it  over  the  filiform.  The  filiform 
is  then  removed,  leaving  the  catheter  for  con- 
tinuous bladder  drainage  and  as  a splint  for 
the  urethra.  If  perineal  hemorrhage  is  in- 
significant and  urinary  extravasation  has 
not  taken  place,  no  perineal  incision  is 
necessary.  Should  periurethral  extravasa- 
tion or  abscess  develop,  prompt  incision  and 
drainage  is  essential.  The  catheter  is  re- 
moved on  the  seventh  day  and  if  the  pa- 
tient then  voids  readily  he  may  be  dismissed 
from  the  hospital.  Sounds  should  be  passed 
from  time  to  time  to  prevent  late  strictures 
from  occurring.  If,  on  the  other  hand,  there 
is  considerable  perineal  hemorrhage  or  any 
evidence  of  urinary  extravasation,  single  or 
multiple  incisions  in  the  perineum  with  ade- 
quate provision  for  drainage  will  suffice  and 
the  urethra  will  restore  itself  along  the  in- 
dwelling catheter.  Repeated  unsuccessful  at- 
tempts to  catheterize  the  urethra  are  to  be 
deplored  for  they  only  increase  the  local  in- 
jury and  add  to  the  danger  of  increased  hem- 
orrhage and  deep  seated  infection. 

When  a urethral  catheter  cannot  readily 
be  passed,  two  avenues  of  approach  are  open 
to  the  surgeon,  perineal  and  suprapubic. 
Perineal  incision  and  exposure  of  the  torn 
urethra  with  approximation  of  the  severed 
ends  over  a small  urethral  catheter  is  the 
method  of  choice  when  gross  urinary  extra- 
vasation, infection  and  hemorrhage  have  not 
occurred.  End  to  end  anastomosis  over  a 
small  urethral  catheter  is  technically  not  dif- 
ficult but  the  proximal  end  of  a completely 
ruptured  urethra  retracts  upward  and  is 
often  difficult  or  impossible  to  locate.  Ex- 
travasation of  blood  about  the  site  of  injury 
makes  satisfactory  exposure  difficult.  Infec- 
tion and  urinary  extravasation  make  surgical 
repair  by  suture  unsatisfactory  because  of 
attendant  slough.  In  such  cases  the  method 
of  choice  is  extraperitoneal  suprapubic  cys- 
totomy with  retrograde  splinting  of  the  torn 
urethra  by  indwelling  catheter.  Single  or 
multiple  perineal  incisions  are  necessary  in 
addition  to  adequately  drain  the  extravas- 
ated  blood  or  urine.  The  urethra  will  then 
restore  itself  along  the  indwelling  catheter. 
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The  urethral  catheter  is  left  in  for  seven  to 
ten  days,  or  until  the  defect  in  the  urethra 
is  closed.  The  catheter  should  be  changed 
each  week.  Those  few  patients  who  have  a 
persistent  perineal  fistula  need  secondary 
plastic  repair  after  infection  is  well  con- 
trolled. 

A simple  method  of  retrograde  sounding 
and  catheterization  of  the  ruptured  urethra 
which  facilitates  such  a maneuver  was  first 
described  by  G.  G.  Davis  and  later  reported 
by  V.  J.  O’Conor.  One  male  and  one  female 
sound  are  used.  The  male  sound  is  an  ordi- 
nary No.  20F  tapered  urethral  sound.  The 
female  sound  is  similarly  curved  but  is  de- 
signed with  a hollow  end  to  receive  the  tip 
of  the  male  sound.  The  male  sound  is  passed 
gently  to  the  site  of  the  urethral  rupture. 
The  female  sound  is  passed  through  the 
open  bladder  down  through  the  vesical  neck 
and  posterior  urethra.  Since  the  proximal 
portion  of  the  completely  ruptured  urethra 
is  pulled  up  and  toward  the  bladder,  the  ure- 
thra can  be  realigned  over  the  female  sound 


by  gentle  pressure  downward  and  forward 
as  this  sound  is  passed  through  the  prostatic 
and  proximal  portion  of  the  urethra.  Thus, 
the  interlocking  of  the  two  sounds  is  easily 
accomplished  without  superimposing  addi- 
tional trauma  at  the  site  of  rupture.  The 
male  sound  is  then  passed  on  into  the  blad- 
der and  the  female  sound  is  removed.  The 
open  end  of  a No.  20  soft  rubber  urethral 
catheter  is  then  slipped  over  the  tip  of  the 
male  sound  and  is  brought  out  through  the 
urethra  by  traction  on  the  sound. 

All  injuries  of  the  urethra  result  in  some 
fibrous  tissue  replacement.  Whether  or  not 
a stricture  forms  depends  upon  the  amount 
of  cicatricial  tissue  which  develops.  There- 
fore, sounds  should  always  be  passed  at  in- 
tervals after  such  injuries.  The  amount  of 
scar  tissue  and  contracture  determines  the 
frequency  of  soundings. 
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OCD  Advises  Gas  Cleansing  Stations  at  Hospitals 

Hospitals  should  make  complete  plans  for  the  im- 
mediate establishment,  when  needed,  of  “gas  cleans- 
ing stations”  for  the  care  of  injured  persons  who 
have  been  exposed  to  war  gases,  the  Medical  Divi- 
sion of  the  Office  of  Civilian  Defense  advises  in 
Operations  Letter  No.  124  (Supplement  No.  4 to 
Operations  Letter  No.  42).  Large  communities 
should  establish  at  least  one  gas  cleansing  station 
without  delay  for  training  purposes. 

The  OCD  recommends  that  the  term  “gas  cleans- 
ing” be  used  to  describe  the  procedure  of  removing 
vesicant  liquids  from  persons  and  that  the  term 
“decontamination”  be  reserved  for  areas  and  ob- 
jects. 

The  primary  purpose  of  gas  cleansing  stations  is 
the  protection  of  hospitals  and  casualty  stations  and 
their  staffs  and  patients  from  contamination  by  in- 
jured persons  who  have  been  exposed  to  vesicant 
agents,  the  Operations  Letter  points  out.  Con- 
taminated persons  who  are  not  disabled  are  expect- 
ed to  cleanse  themselves  in  the  nearest  private  home 
or  in  other  local  facilities. 

Existing  facilities  in  casualty  receiving  hospitals 
must  be  converted  into  gas  cleansing  stations,  it  is 
pointed  out,  since  under  present  conditions  of  scar- 
city of  materials  and  manpower,  construction  of  new 
facilities  is  generally  not  justified.  Hospital  facili- 
ties that  should  prove  suitable  are  suggested  as  fol- 


lows: hydrotherapy  rooms,  nurses’  or  internes’  lock- 
er and  shower  rooms,  part  of  the  outpatient  de- 
partment, garages  or  other  separate  structures.  In 
the  event  these  are  not  available,  facilities  to  care 
for  persons  who  are  injured  and  contaminated  must 
be  arranged  in  schools,  gymnasiums,  swimming 
pools,  shower  rooms,  club  houses  and  community 
centers. 

Cleansing  stations  should  be  equipped  to  take 
care  of  one-third  to  one-half  of  the  hourly  casualty 
receiving  capacity  of  the  hospital  to  be  served,  the 
OCD  recommends.  The  professional  staff  will  con- 
sist of  Mobile  Medical  Teams  assigned  when  the 
station  is  activated,  supplemented  by  additional  at- 
tendants from  the  Emergency  Medical  Service.  In 
addition  to  cleansing  and  emergency  treatment,  the 
staff  of  the  gas  cleansing  station  will  assist  in  un- 
dressing the  injured,  moving  stretchers,  caring  for 
clothing  and  valuables,  maintaining  supplies  and 
dressing  wounds. 

It  is  recommended  that  cleansing  statons  be  es- 
tablished at  or  near  hospitals  and  casualty  stations 
which  they  are  to  serve.  Every  hospital  that  may 
be  required  to  handle  an  appreciable  number  of 
casualties  should  have  access  to  such  cleansing  sta- 
tion facilities. 

The  local  Chief  of  Emergency  Medical  Service  is 
responsible  for  the  development  of  these  stations, 
with  the  advice  of  the  Senior  Gas  Officer  of  the 
community. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  AMERICAN  CONGRESS  OF  PHYSICAL 
THERAPY 

The  American  Congress  of  Physical  Therapy  will 
hold  its  twenty-second  annual  scientific  and  clinical 
session  September  8,  9,  10  and  11,  1943,  inclusive, 
at  the  Palmer  House,  Chicago.  Rehabilitation  is  in 
the  spotlight  today.  Physical  Therapy  plays  an  im- 
portant part  in  this  work.  The  annual  instruction 
course  will  be  held  from  8:00  to  10:30  a.  m.,  and 
from  1:00  to  2:00  p.  m.,  during  the  days  of  Septem- 
ber 8,  9 and  10,  and  will  include  a round  table 
discussion  group  from  9:00  to  10:30  a.  m.,  Thursday, 
September  9.  The  scientific  and  clinical  sessions 
will  be  given  on  the  remaining  portions  of  these 
days  and  evenings.  A feature  will  be  an  hour  dem- 
onstration showing  technic  from  5:00  to  6:00  p.  m. 
during  the  days  of  September  8,  9 and  10.  All  of 
these  sessions  will  be  open  to  the  members  of  the 
regular  medical  profession  and  their  qualified  aids. 
For  information  concerning  the  instruction  course 
and  program  of  the  convention  proper,  address  the 
American  Congress  of  Physical  Therapy,  30  North 
Michigan  Avenue,  Chicago,  Illinois. 


NINTH  ANNUAL  MEETING  OF  MISSISSIPPI 
VALLEY  MEDICAL  SOCIETY 

A splendid  program  has  been  arranged  for  the 
Ninth  Annual  Meeting  of  the  Mississippi  Valley 
Medical  Society  at  Quincy,  111.,  Sept.  29-30.  Over 
20  leading  clinician-teachers  will  put  on  the  usual 
intensive  program.  The  first  day  will  feature  an 
All-Chicago  program  with  a complimentary  stag 
buffet  supper.  There  will  be  a big  Exhibit  Hall  and 
the  usual  Fellowship  Hour  and  Banquet  that  has 
always  been  one  of  the  attractive  features  of  this 
annual  meeting.  A partial  list  of  the  speakers 
includes,  Brigadier  General  Fred  W.  Rankin,  Im- 
mediate Past-President  of  the  American  Medical 
Association;  Dr.  Geo.  W.  Post  of  Chicago,  President 
of  the  Illinois  State  Medical  Society;  Dr.  A.  W. 
McAlester,  Jr.,  of  Kansas  City,  President  of  the 
Missouri  State  Medical  Association;  Dr.  Warren  H. 
Cole,  Head  of  the  Department  of  Surgery,  Univer- 
sity of  Illinois;  Dr.  Robert  W.  Keeton,  Head  of  the 
Department  of  Medicine,  University  of  Illinois;  Dr. 
Paul  B.  Magnuson,  Head  of  the  Department  of  Bone 
and  Joint  Surgery,  Northwestern  University;  Dr. 
John  de  J.  Pemberton  and  Dr.  Samuel  F.  Haines  of 
the  University  of  Minnesota;  Dr.  Leroy  H.  Sloan, 
Professor  of  Medicine,  University  of  Illinois;  Dr. 
Willis  M.  Fowler,  Associate  Professor  of  Medicine, 
University  of  Iowa;  Dr.  Archibald  L.  Hoyne,  Pro- 
fessor of  Pediatrics,  University  of  Chicago  and  Uni- 
versity of  Illinois;  Dr.  Raymond  W.  McNealv,  As- 
sociate Professor  of  Surgery,  Northwestern  Univer- 
sity; Dr.  George  J.  Rukstinat,  Associate  Professor 
of  Pathology,  University  of  Illinois;  Captain  H.  L. 
Dollard,  M.  C.,  U.  S.  Navy,  Senior  Medical  Officer 
at  Great  Lakes,  111.;  Dr.  Charles  H.  Phifer,  Profes- 
sor of  Surgery,  University  of  Illinois;  Dr.  M.  M. 
Cook  and  Dr.  Julius  Jensen  of  Washington  Univer- 
sity, etc. 
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The  entire  program  will  be  practical  and  will  be 
keyed  to  war-time  medicine.  All  ethical  physicians 
are  invited  to  attend.  Medical  officers  of  the  army 
and  navy  are  cordially  invited  to  be  guests  of  the 
society  if  they  register  in  service  uniform.  A de- 
tailed program  of  the  meeting  may  be  obtained  from 
the  secretary,  Harold  Swanberg,  M.  D.,  209-224 
W.  C.  U.  Building,  Quincy,  Illinois. 


A MESSAGE  FROM  THE  STATE 
DIRECTOR  OF  HEALTH 

All  authorities,  lay  and  professional,  are 
agreed  that  Public  Health  is  the  great  com- 
mon denominator  already  apparent  as  a uni- 
versal essential  for  the  entire  world  now  at 
war. 

Our  country  has  had  to  assume  leadership 
in  the  planning  for  an  all-out  war  effort. 
This  leadership  includes  furnishing  food, 
materials,  money  and  manpower  for  the  suc- 
cessful conclusion  of  this  global  holocaust. 

The  withdrawal  from  normal,  peaceful 
pursuits  of  the  flower  of  our  young,  virile 
men  and  women  and  transplanting  them  into 
the  newly  assumed  role  of  the  fighting 
forces  necessary  to  successfully  carry  on  the 
actual  combat,  has  resulted  in  the  burden  of 
reactivating  many  citizens  who,  for  good 
reasons,  had  relinquished  their  duties  to  the 
younger  generation. 

The  foregoing  facts  require  from  a de- 
pleted medical  profession  the  serious  con- 
sideration of  keeping  a constant  added  vigil 
over  the  physical  and  personal  welfare  of 
those  at  home.  At  the  same  time,  we  need 
to  keep  added  vigil  as  to  the  establishment 
of  a workable  pattern,  which  through  sub- 
sequent and  postwar  necessity,  may  be 
readily  applied  to  any  section  of  this  globe  to 
prevent  serious  repercussions,  such  as  those 
which  followed  World  War  I. 

James  E.  Paullin,  M.  D.,  in  his  recent  ad- 
dress to  the  American  Medical  Association, 
devoted  his  entire  thought  to  the  “Planning 
of  Medical  Service  for  Present  Needs  and 
Future  Requirements.”  From  Dr.  Paullin’s 
address  the  following  short  excerpts  are 
quoted : 

“The  rapid  expansion  of  essential  war  in- 
dustries has  necessitated  an  unpredictable 
and  unexpected  increase  in  the  resident  pop- 
ulation about  many  of  these  plants.  With 
such  a rapid  increase  in  population,  unusual 
demands  have  been  made  for  housing,  sani- 
tation and  medical  care.  In  some  localities 


these  needs  could  not  be  immediately  sup- 
plied, thus  causing  acute  distress.  To  form- 
ulate plans  and  recommendations  for  the 
handling  of  such  emergencies,  the  War  Par- 
ticipation Committee  of  the  American  Medi- 
cal Association,  in  conference  with  the  Unit- 
ed States  Public  Health  Service  and  the 
Procurement  and  Assignment  Service, 
agreed  on  certain  methods  of  procedure 
which  could  be  utilized  to  meet  these  emer- 
gencies . . . 

“The  successful  completion  of  such  a 
program  cannot  be  accomplished  by  the 
medical  profession  alone.  Physicians,  den- 
tists, nurses,  public  health  officials,  hospital 
administrators  and  technicians,  as  well  as 
governmental  agencies  interested  in  the 
health  needs  of  a community,  must  cooper- 
ate in  its  development.  Such  a cooperative 
group  can  plan  for  the  essential  needs  and 
for  the  proper  distribution  of  medical  care 
so  that  the  greatest  good  can  be  achieved  . . . 

. . . “The  medical  profession  of  this  coun- 
try may  be  called  on  after  the  war  to  furnish 
teachers,  instructors  and  practitioners  to 
many  countries  to  aid  in  the  care  of  those 
stricken  with  disease.  We  must  be  prepared 
to  meet  the  demand  . . . 

“Poverty,  hunger  and  disease  know  no 
bounds.  Let  us  recognize  our  humanitarian 
obligation  and  duty,  as  representatives  of  a 
nation  which  possesses  medical  and  other 
resources  superior  to  those  of  any  other  na- 
tion in  the  world,  to  make  our  talents  avail- 
able in  this  emergency.  Let  us  cooperate 
with  all  related  organizations  and  govern- 
mental agencies  interested  in  postwar  re- 
habilitation to  help  in  achieving  the  restor- 
ation of  health  and  hope  to  a world  suffer- 
ing the  devastating  effects  of  a ruthless 
war.  Such  an  undertaking  is  one  of  the 
esssentia’s  of  an  abiding  peace.  To  this  end 
the  medical  profession  dedicates  itself  until 
the  world  shall  again  be  progressing  peace- 
fully on  the  paths  of  human  advancement.” 

From  Wendell  L.  Willkie’s  “One  World” 
may  be  gleaned  many  constructive  ideas 
with  respect  to  the  needs  for  Public  Health 
and  Public  Health  Education.  Lack  of  space 
prohibits  any  specific  references,  but  the 
book  is  recommended  to  every  physician. 

We  realize  that  many  changes  have  come 
in  our  national  living  emphasized  by  this 
international  crisis.  Every  organization 
working  toward  better  community  facilities 
is  looking  about  studying  the  present  situa- 
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tion  and  trying  to  decide  what  are  the  most 
important  things  to  be  done,  and  how  the 
nation’s  facilities  and  resources  can  best  be 
utilized  with  the  least  waste  of  effort. 

Two  of  our  great  national  organizations, 
after  much  consideration,  have  given  as  their 
opinion,  that  we  need  certain  community 
protection  to  help  us  with  living  today.  The 
American  Medical  Association,  representing 
the  great  body  of  physicians  in  the  country 
at  its  meeting  in  June,  1942,  at  Atlantic 
City,  adopted  the  following  resolution 
through  its  House  of  Delegates: 

“Whereas,  a major  of  inadequacy  in  the 
civilian  health  protection  in  war  as  in  peace 
time  continues  ffrom  the  failure  of  many 
states  and  of  not  less  than  half  the  counties 
in  the  states  to  provide  even  minimum  neces- 
sary sanitary  and  other  preventive  services 
for  health,  by  full-time  professionally  trained 
medical  and  auxiliary  personnel  on  a merit 
system  basis  supported  by  adequate  tax 
funds  from  local  and  state  and  where  neces- 
sary from  federal  sources;  therefore  be  it 

“Resolved,  that  the  Trustees  of  the  Amer- 
ican Medical  Association  be  urged  to  use  all 
appropriate  resources  and  influences  of  the 
Association  to  the  end  that,  at  the  earliest 
possible  date,  complete  coverage  of  the  na- 
tion’s area  and  population  by  local,  county, 
district  or  regional  full-time  modern  health 
services  be  achieved.” 

In  October,  1942,  the  American  Public 
Health  Association,  representing  the  medi- 
cal, dental,  nursing,  engineering  and  other 
public  health  workers  in  the  country,  meet- 
ing in  St.  Louis,  adopted  through  its  Execu- 
tive Committee,  the  following  resolution  on 
the  wartime  needs: 

“Wheras,  the  immediate  emergencies  of 
wartime  and  the  continuing  necessities  of  a 
nation  at  peace  require  health  protection  for 
all  within  our  boundaries,  and 

“Whereas,  the  most  effective  state  and 
national  health  services  can  be  provided 
only  when  all  communities  have  accepted  the 
responsibility  of  applying  the  science  and 
art  of  preventive  medicine  as  a permanent 
function  of  local  civil  government,  therefore 
be  it 

“Resolved,  that  all  practical  measures  be 
taken  by  the  officers  and  the  Executive 
Board  of  the  American  Public  Health  Asso- 
ciation to  promote  the  creation  and  adequate 


support  of  health  services  by  local  govern- 
ment throughout  the  United  States  and 
Canada  to  the  end  that  no  community  of 
our  people  shall  be  left  without  the  public 
care  which  can  be  best  supplied  only  through 
full-time  trained  medical  officers  of  health 
with  sufficient  numbers  of  qualified  assist- 
ant personnel,  and  be  it  further 

“Resolved,  that  collaboration  with  other 
professional,  official  and  voluntary  organiza- 
tions be  sought  to  obtain  total  coverage  of 
these  nations  by  local  health  units  at  the 
earliest  practicable  date.” 

What  is  Nebraska  doing  to  meet  this  need 
for  wider  protective  health  measures  in  lo- 
cal communities  in  the  state? 

The  Nebraska  State  Legislature  made 
possible  further  community  organization 
for  public  health  services  when  it  passed 
L.  B.  295.  For  those  areas  in  our  state 
where  no  full-time  public  health  services  are 
available,  what  can  the  people  do?  Bill  295 
tells  in  detail  what  procedures  will  hasten 
the  establishment  of  a Health  Unit  with  a 
full-time  staff  of  trained  public  health 
workers,  including  a director,  a sanitarium 
and  enough  public  health  nurses  to  cooperate 
with  the  physicians,  the  homes  and  the 
schools  toward  correlating  health  services 
available  in  the  community. 

This  is  a challenge  which  we  as  a profes- 
sion must  face  and  with  our  communities 
go  forward  toward  full-time  health  protec- 
tion in  Nebraska.  “Those  who  expect  to 
reap  the  blessings  of  freedom  must,  like 
men,  undergo  the  fatigue  of  supporting  it.” 
C.  A.  Selby,  M.  D.,  Director, 
State  Department  of  Health. 


^EMERGENCY  MATERNITY  AND  INFANT 
CARE  PROGRAM 

For  Families  of  Men  in  Military  Service 
June  1,  1943 

Division  of  MCH  — State  Department  of  Health, 
Lincoln,  Nebraska 

The  Division  of  Maternal  and  Child  Health,  Nebraska  State 
Department  of  Health,  Lincoln,  in  accordance  with  the  medical 
policy  adopted  by  the  MCH  Committee,  N.  S.  M.  A.  at  its 
session  May,  1942,  Fontenelle  Hotel,  Omaha,  will  furnish 
medical  and  hospital  care  for  families  of  soldiers  on  the  basis 
below  described,  in  accordance  with  requirements  agreed  upon 
between  the  Nebraska  State  Department  of  Health,  and  the 
Children’s  Bureau. 

The  methods  of  administration  approved  under  the  1943  or 
subsequent  annual  Maternal  and  Child  Health  plans  will  apply 
to  administration  of  the  “Emergency  Maternity  and  Infant 
Care  Funds”  designated  as  ‘Fund  E.”  Funds  for  special  emer- 
gency medical  services  to  soldiers’  families  other  than  those 
specifically  named  herein,  (i.  e.  for  unwed  mothers,  etc.)  will 
be  supplied  from  other  regularly  available  funds. 


*Formerly  under  title  “Medical  and  Hospital  Obstetric  and 
Pediatric  Care  for  Wives  and  Infants  of  Men  in  Military  Serv- 
ice. See  NSMJ,  November,  1942,  Vol.  27,  No.  11,  p.  388. 
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PROCEDURES 

(1)  ELIGIBILITY 

Any  woman,  irrespective  of  residence,  whose  hus- 
band is  an  enlisted  man  at  the  time  of  application, 
including  all  within  the  designated  classes  (U.  S. 
Army,  Navy,  Marine  or  Coast  Guard)  who  may  be 
later  promoted,  deceased  or  missing  in  action,  and 
whose  rank  is  of  the  fourth  through  seventh 
grades**,  will  be  eligible  for  the  medical  and  hos- 
pital maternity  care  upon  recommendation  by  the 
physician,  without  cost  to  the  family,  when  similar 
services  are  not  otherwise  available  from  medical 
or  hospital  facilities  of  the  army  or  navy,  or  from 
facilities  provided  by  or  through  official  state  or 
local  health  agencies. 

Similarly,  any  infant  under  1 year  of  age,  whose 
father  is  an  enlisted  man  as  described  in  the  pre- 
vious paragraph,  will  be  eligible  for  pediatric  and 
other  medical,  surgical  and  hospital  care  provided 
under  the  plan.  When  need  indicates  this  plan  in- 
cludes families  of  Master  through  Technical  Ser- 
geant, also  (Grades  1 through  3rd). 

(2)  METHODS  OF  APPLICATION  FOR  CARE 

Application  forms  for  obstetric  or  pediatric  care 
may  be  obtained  from  state  and  local  health  and 
welfare  agencies,  hospitals,  American  Red  Cross 
Chapters,  prenatal  clinics,  or  other  community  agen- 
cies, official  or  nonofficial  and  from  local  physicians. 

Any  applicant  for  maternity  care,  or  for  the 
pediatric  care  of  the  infant  child,  need  only  be 
referred  to  a physician  who  is  participating  in  the 
program,  who  will  have  her  sign  Part  I of  the  ap- 
plication (Form  1 or  2)  for  the  respective  care,  mak- 
ing sure  she  has  designated  the  branch  of  service, 
rank  or  rating,  and  the  serial  number  of  the  hus- 
band. 

Part  II  of  the  form  is  to  be  completed  by  the 
physician  chosen  by  the  applicant,  he  signifying 
by  a check  mark  which  of  the  four  types  of  service 
is  to  be  rendered,  and  ascertaining  from  allowance 
card,  letter  from  husband,  or  by  other  means  that 
the  husband’s  serial  number  is  correct.  Upon  com- 
pletion. mail  the  form  to  Director,  Division  of  MCH, 
1003  State  Capitol,  Lincoln,  Nebraska. 

Serial  numbers  that  cannot  be  verified  through  the  above 
can  be  verified  by  the  local  or  state  health  agency  bv  telegram 
through  Adjutant  General’s  office.  Washington,  D.  C.  : Bureau 
of  Records,  U.  S.  Navy,  Room  3004.  Arlington  Annex,  Arling- 
ton, Virginia ; Commandant.  U.  S.  Marine  Corps,  Washington, 
D.  C.  ; or  Commandant  Headquarters,  U.  S.  Coast  Guard, 
Washington,  D.  C.  for  men  in  the  respective  services. 

Under  remarks,  the  physician  should  indicate  any  circum- 
stances necessitating  obstetric  or  pediatric  consultation.  The 
latter  service  may  be  requested  by  the  physician  from  any  con- 
sultant who  qualifies  under  “Consultants, **  keeping  in  mind 
that  whenever  available  physicians  having  American  Board 
Certificate  or  similar  qualifications  are  to  be  chosen. 

(3)  METHODS  AND  POLICIES  OF  AUTHORI- 
ZATION FOR  PAYMENT  OF  SERVICES 

Upon  the  acceptance  of  the  case,  the  State  De- 
partment of  Health  will  immediately  notify  the 
patient,  the  physician,  local  health  department  and, 
if  recommended  by  the  physician,  the  hospital  on 
Form  3. 

Medical  Care:  Authorization  for  maternity  care 

will  cover  services  rendered  at  the  date  of  visit 
when  the  application  for  authorization  was  signed 
by  the  physician  and  for  emergency  cases  if  appli- 
cation is  mailed  in  twenty-four  hours,  but  will  not 
include  any  previous  care  rendered.  In  applications 


for  infant  care,  approval  will  be  retroactive  to  cover 
care  rendered  during  the  first  week  of  illness  while 
authorization  is  pending  but  not  any  care  previous 
to  that  week.  Emergency  consultation  authoriza- 
tion will  be  retroactive. 

Hospital  Care:  Application  for  authorization  of 

emergency  hospital  care  must  be  submitted  by  the 
physician  within  twenty-four  hours  of  admission 
to  the  hospital  and  these  applications,  where  au- 
thorized, will  be  retroactive  to  the  period  in  which 
approval  is  pending.  No  hospital  authorization  for 
maternity  or  pediatric  care  will  apply  to  beyond  14 
days  without  renewal  of  authorization  following  a 
review  of  the  case  by  the  Director  of  MCH.  At 
least  a 10-day  hospitalization  is  advised  in  ma- 
ternity cases  and  whatever  period  deemed  neces- 
sary will  be  considered  in  pediatric  cases. 

When  a physician  or  a hospital  accepts  cases  on 
the  compensation  basis  below  described,  no  fees 
can  be  accepted  from  the  patient  or  family. 

(4)  REFERRALS  FOR  MEDICAL  SERVICES 

When  services  are  readily  available  from  Army 
or  Navy  medical  personnel  and  if  arrangements  can 
be  made  with  existing  University  Clinic  Medical 
services  or  other  state,  municipal,  official  agency, 
expenditures  for  the  payment  of  private  physicians 
for  medical  services  will  not  be  approved,  but  ex- 
penditures for  hospital  care,  when  recommended  by 
the  clinician  or  medical  officer  in  charge,  will  be  al- 
lowed by  the  State  Department  of  Health  at  the 
ward  cost  per  diem  figure  of  the  hospital  chosen. 
When  an  Army  or  Navy  medical  service  is  discon- 
tinued, cases  from  that  base  will  be  acceptable  by 
such  base  officer  referring  the  patient  to  a local 
physician  of  their  choice.  Private  physicians  car- 
ing for  cases  in  a University  Hospital,  if  not  other- 
wise remunerated  by  the  Hospital  or  University  may 
receive  the  remuneration  stipulated  under  payment 
for  medical  care. 

(5)  DENTAL  SERVICES 

No  dental  services  are  provided  at  present.  If  funds  allow 
such  provision,  a special  amendment  describing  such  will  be 
prepared  and  liberally  distributed. 

(6)  REFERRAL  FOR  NURSING  SERVICES 

In  the  following  counties:  Scottsbluff,  Banner,  Morrill, 

Thomas.  Dundy,  Hall,  Adams,  Cass,  Sarpy,  Saunders,  Dodge, 
South  Sheridan  ; and  in  the  following  cities : Alliance  and 

Sidney,  upon  acceptance  of  a case  for  medical  care,  referral 
will  be  made  to  the  local  Public  Health  Nurse  employed  ac- 
cording to  Merit  System  standards  and  policies  of  the  State 
Health  Department.  The  plan  for  these  areas  is  for  ante- 
partum and  postpartum  nursing  care  and  nursing  services  for 
well  and  ill  children. 

Delivery  nursing  service  is  not  offered  in  these  areas  except 
in  Thomas  County.  Bedside  care  is  given  a sufficient  num- 
ber of  times  to  teach  the  person  in  the  home  who  is  responsible 
for  giving  the  care.  Most  patients  plan  for  a hospital  de- 
livery and  the  hospitals  have  been  able  to  accommodate  them 
to  date. 

When  there  is  a need  for  more  bedside  care  than  the  pub- 
lic health  nurses  are  able  to  give,  graduate  nurses  living  in 
the  area  will  be  given  sufficient  help  to  enable  them  to  do 
the  nursing  care  under  the  direction  of  the  local  public  heath 
nurses.  Payment  will  be  made  on  the  basis  on  the  Merit  Sys- 
tem Compensation  plan  for  graduate  nurses,  either  on  a full 
or  part  time  basis  as  the  individual  case  may  demand. 

In  Omaha,  the  public  health  nursing  will  be  done  by  the 
joint  staff  of  the  Visiting  Nurse  Association  and  the  Division 
of  Public  Health  Nursing.  When  part  of  this  staff  are  paid 
by  the  State  Department  of  Health,  no  additional  arrange- 
ments need  be  made  as  to  finances.  But  in  unusual  circum- 
stances special  arrangements  for  remuneration  may  be  made. 

In  Lincoln,  patients  applying  for  bedside  care  will  be  re- 
ferred to  the  Public  Health  Nursing  Association.  This  non- 
official agency  was  chosen  as  it  is  the  only  agency  doing 
public  heath  nursing  that  has  qualified  supervision.  This  As- 
sociation will  be  paid  for  bedside  nursing  care  on  the  regular 
cost  per  visit  basis  of  the  Association. 

Special  bedside  nursing  care  for  seriously  ill  maternity  pa- 
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tients  or  infants  in  homes  and  hospitals  will  be  authorized  by 
the  State  Department  of  Health  upon  request  of  the  attending 
physician.  The  attending  physician  is  responsible  for  making 
the  arrangements  for  securing  these  services  from  local  regis- 
tered nurses.  The  services  must  be  restricted  to  the  critical 
period  of  the  patient’s  illness,  payment  being  made  at  pre- 
vailing local  rates.  A copy  of  the  bedside  nursing  record 
must  accompany  request  for  payment. 

(7)  REFERRAL  FOR  SOCIAL  SERVICES 

In  all  instances,  where  any  social  factor  or  problems  exist, 
the  physician  is  requested  to  refer  the  matter  to  the  Depart- 
ment of  Health  under  the  “Remarks”  on  the  application  or 
by  letter.  The  State  Department  of  Health,  in  all  cases  of 
social  maladjustment  will  immediately  refer  such  cases  com- 
ing to  their  attention  to  the  Department  of  State  Assistance 
and  Child  Welfare  upon  the  social  case  referral  blank.  The 
State  Health  Department  plans  to  serv- 

ices if  it  is  possible  to  obtain  a qualified  person  to  fill  the 
position.  All  agencies  such  as  Red  Cross,  local  service  organiza- 
tions or  others  that  may  be  involved  will  be  consulted  regular- 
ly. 

Public  health  personnel  working  in  local  areas  are  to  re- 
port to  the  State  Department  of  Hea’th  any  social  problem 
existing  in  the  homes  of  soldiers’  families  found  on  visits  or 
follow-up. 

(8)  TRANSFER  OF  RECORDS  OF  PATIENTS  MOVING 
FROM  ONE  LOCALITY  TO  ANOTHER 

When  a patient  indicates  to  the  physician  that  she  is  leav- 
ing the  area  before  the  care  is  completed,  he  should  furnish 
her  with  a copy  of  the  record  of  the  physical  findings  and 
should  instruct  her  to  submit  it  to  the  physician  to  whom 
she  applies  for  care  in  her  new  location.  The  orginal  of  the 
patient’s  record  (Form  la)  must  be  submitted  to  the  Depart- 
ment of  Health  when  the  physician  presents  his  statement 
for  services  rendered.  If  the  patient  leaves  without  a copy 
of  her  record  and  the  physician  knows  her  new  address,  he 
should  write  it  on  the  record  submitted  to  the  State  Depart- 
ment of  Health. 

(9)  PAYMENT  FOR  MEDICAL  CARE 

(a)  Maternity  Care:  If  arrangements  are  made 
for  the  care  of  patients  in  hospital  outpatient  de- 
partments, it  is  anticipated  that  no  reimbursement 
will  be  expected.  No  fees  will  be  allowed  in  any 
case  unless  physician  or  consultant  includes  with  his 
request  for  payment  a signed  completed  pregnancy 
record  Form  la. 

Payments  to  private  physicians  will  be  made  on  a 
case  basis  and  only  for  services  rendered  after  au- 
thorization, except  for  visits  when  authorization  is 
pending  or  for  emergency  medical  care. 

For  complete  medical  services  by  the  general 
practitioner  during  the  prenatal  period,  labor  at 
home  or  in  an  approved  hospital,  and  the  puer- 
perium,  including  care  of  ordinary  complications, 
obstetric  operations  and  postpartum  examination 
approximately  six  weeks  after  delivery,  and  routine 
tests  for  syphilis,  hemoglobin  determinations  and 
urinalyses,  the  inclusive  rate  will  be  $35.00. 

General  practitioners,  before  undertaking  major 
operative  obstetrics,  that  is  Caesarian  section  or  ma- 
jor intercurrent  surgery,  must  telephone  W.  E. 
Brown,  M.  D.,  obstetric  consultant,  to  the  Depart- 
ment of  Health,  University  of  Nebraska  Medical 
School,  Omaha,  or  any  certified  member  of  the 
American  Board  of  Obstetrics  and  Gynecology,  for 
approval  of  the  procedure  or  operative  fee  will  not 
be  allowed. 

When  care  of  a patient  cannot  be  completed  be- 
cause she  has  moved  to  another  area,  prenatal  visits 
will  be  paid  for  at  the  rate  of  $2.00  a visit,  not  to 
exceed  a total  of  $10.00. 

When  no  prenatal  care  is  rendered,  but  delivery 
service  at  home  or  in  an  approved  hospital,  care 
during  the  puerperium  and  the  six  weeks  post- 
partum examination  is  rendered,  the  rate  of  payment 
will  be  $25.00. 

(b)  Health  Supervision  and  Medical  Care  for  In- 
fants: 


1.  For  first  visit  during  first  year  of  in- 


fant’s life  in  acute  illness: 

a.  If  at  home $4.00 

b.  If  in  office  or  hospital 2.00 

2.  All  additional  visits  in  first  year  of  infant’s 

life: 

a.  If  at  home  $2.00 

b.  If  in  office  or  hospital 1.00 


3.  Maximum  payment  first  week  of  illness  10.00 

4.  Maximum  payment  for  subsequent  weeks  5.00 

If  the  total  value  of  visits  in  a given  week,  cal- 
culated in  accordance  with  (1)  and  (2),  is  less  than 
appropriate  weekly  rate  under  (3)  and  (4),  the 
visit  or  visits  will  be  paid  for  at  specified  rates. 
Maximum  fee  per  case,  $20.00,  unless  physician’s 
request  for  extended  authorization  is  granted  after 
review  of  case  by  the  Director  of  MCH. 

Form  2a,  completed  and  signed  by  physician  or 
consultant,  must  accompany  request  for  payment 
before  voucher  will  be  issued. 

Health  Supervision:  Where  official  child  health 
conferences  exist,  infants  accepted  under  the  pro- 
gram will  be  referred  to  such  conference  for  child 
health  supervision.  In  other  instances,  where  child 
health  supervision  is  provided  through  a non-official 
agency,  the  service  may  be  purchased  from  the  non- 
official agency  on  a cost  basis. 

(c)  Services  by  American  Board  Licentiates: 

Remuneration  for  obstetrics  or  pediatric  services 

by  licentiates  of  American  Board  of  Obstetrics  and 
Gynecology  or  Pediatrics  or  eligible  for  examination 
by  said  boards,  or  assistant  consultant  as  herein- 
after described,  will  be  remunerated  for  their  serv- 
ices at  the  rate  of  one-third  higher  than  rates  of 
payment  for  services  rendered  by  physicians  who 
have  not  had  such  additional  graduate  training  and 
experience. 

(d)  Consultant  Services: 

The  fee  for  consultant  services,  $15.00. 

Minor  surgery  by  consultant,  including  consultant 
fee,  not  to  exceed  $20.00. 

Major  operative  obstetrics  by  consultant,  the  fee 
will  not  exceed  one-third  higher  than  the  total  $35 
for  complete  maternity  care.  However,  operative 
obstetrics  by  the  general  practitioner  will  not  al- 
low more  than  $35  for  the  total  complete  procedure. 

Within  these  limits  as  the  need  arises,  specific 
fee  schedules  will  be  developed  with  the  technical 
advisory  committee  after  review  by  the  technical 
advisory  MCH  committee  of  the  Nebraska  State 
Medical  Association. 

In  the  prenatal  period,  or  within  six  weeks’  post- 
partum, obstetric,  medical,  surgical  and  dental 
emergency  complications  will  be  considered  as  in- 
dividual cases  with  the  MCH  Committee  as  tech- 
nical advisor,  including  the  Director  of  Dental  Hy- 
giene in  the  latter  instance  and  his  technical  ad- 
visory committee  of  the  Nebraska  State  Dental  As- 
sociation. Authorization  for  emergency  consultant 
requests  when  approved  are  retroactive  to  the  time 
of  request.  Rates  for  abortions  or  miscarriages 
cared  for  will  be  allowed  in  the  same  manner;  that 
is,  after  review  by  the  technical  advisory  MCH  com- 
mittee of  the  Nebraska  State  Medical  Association. 

No  fee  for  major  operative  obstetrics  will  be  al- 
lowed unless  a “Qualified  Consultant”  hereafter  de- 
fined is  consulted  and  a consultant  assists  in  said 


Volume  28 
Number  9 


MATERNITY  AND  INFANT  CARE  PROGRAM 


295 


procedure.  An  emergency  consultation  can  be  au- 
thorized retroactive,  however,  in  all  possible  in- 
stances prior  authorization  should  be  obtained.  In- 
cluded, are  difficult  forceps,  version  and  extraction, 
caesarian  section,  craniotomy,  etc. 

Whenever  possible,  such  pathologic  cases  should 
be  referred  to  the  University  of  Nebraska  Hospital 
by  contacting  the  MCH  staff,  Department  of  Ob- 
stetrics and  Gynecology,  University  of  Nebraska, 
Omaha,  particularly  where  local  hospital  and  con- 
sultant services  do  not  avail  the  patient  of  the  maxi- 
mum amount  of  protection. 

The  physician  originally  in  charge  of  the  patient 
will  be  compensated  for  delivery  service  if  he  at- 
tended the  patient  during  delivery  and  completes 
the  case  with  the  consultant. 

(e)  Extended  Postpartum  Care: 

Extended  postpartum  care  is  allowable  upon  prior 
authorization  requests  being  made,  at  $5.00  per 
week  for  a minimum  of  three  visits  per  week.  Jus- 
tification for  the  extended  care  must  be  shown  on 
the  pregnancy  record  report  to  the  Division  of  MCH. 

Venereal  acute  or  chronic  disease  in  pregnancy 
shall  be  treated  in  accordance  with  the  policies  of 
the  Director,  Division  of  Venereal  Disease  Control, 
no  fees  or  allowance  other  than  provided  by  them 
being  approved. 

(10)  PAYMENTS  FOR  HOSPITAL  AND 
MATERNITY  HOME  CARE 

Hospitals,  which  in  the  past  fiscal  year  received 
less  than  $500  will  be  paid  a flat,  all  inclusive  state- 
wide per  diem  rate  of  $4.50  for  all  cases.  However, 
the  flat  hospital  fee  for  obstetrics  for  three  days  will 
be  $23.50,  and  for  five  days,  $31.50.  These  rates  will 
prevail  during  the  current  fiscal  year  until  payment 
to  any  hospital  for  care  under  the  plan  amounts 
to  $500  at  which  time  the  hospital  will  be  paid  its 
actual  per  diem  costs  calculated  in  accordance  with 
the  method  specified  in  the  Children’s  Bureau  Mem- 
orandum dated  March  15,  1943.  Those  hospitals 
which  received  over  $500  in  the  past  fiscal  year  will 
be  paid  at  a rate  not  exceeding  their  actual  per 
diem  ward  costs  calculated  as  mentioned  above. 
Copies  of  this  cost  estimate  leaflet  have  been  sent 
to  every  maternity  and  lying-in  hospital  in  the 
State.  The  submitted  cost  estimate  sheet  must  be 
certified  by  a competent  public  accountant  (not 
necessarily  a “certified  public  accountant,”  but  an 
acceptable  local  bank  or  other  local  accountant,  yet 
not  one  of  the  institution  itself). 

Hospitals  which  have  either  not  submitted  the 
cost  estimate  sheet,  but  are  approved  for  acceptance 
of  maternity  cases,  or  who  have  submitted  a cost 
estimate  sheet  certified  to  by  other  than  a certified 
public  accountant  or  competent  general  public  ac- 
countant and  who  do  not  wish  to  go  into  the  ex- 
pense or  trouble  of  supplying  such  certification,  can 
be  authorized  for  the  care  of  cases  above  the  $500 
limit  at  a per  diem  of  $4.25. 

Hospital  obstetric  service  will  include  room, 
board,  delivery  room,  routine  urinalysis,  hemoglobin 
and  red  blood  count  on  admission,  serological  test 
for  syphilis,  all  ordinary  drugs  and  dressings,  gen- 
eral hospital  and  nursing  care,  and  care  of  newborn 
until  mother  goes  home. 

Hospital  pediatric  service  should  include  labora- 
tory services  consisting  of  complete  blood  count, 


urinalysis  (chemical  and  microscopic),  all  ordinary 
drugs  and  dressings,  use  of  operating  room  if  need- 
ed. 

Payment  for  day  of  admission  or  discharge  will 
be  made,  but  not  for  both.  No  hospital  service  fees 
will  be  allowed  unless  request  for  payment  includes 
the  Form  4,  “Verification  of  Hospital  Bill”  signed 
by  the  Superintendent. 

Intern  and  resident  staff  of  hospitals  are  part  of 
the  hospital  ward  cost  per  patient  day,  thus  pay- 
ment to  interns  or  residents  for  care  will  not  be 
allowed. 

Initial  authorization  for  hospital  care  will  be  al- 
lowed as  reauested,  not  to  exceed  fourteen  dav® 
without  renewal  of  authorization  for  either  pediatric 
or  obstetric  cases,  which  will  be  made  only  after 
review  of  the  case  by  the  Director  of  MCH  or  MCH 
Consultant. 

When  emergency  hospitalization  becomes  neces- 
sary, application  for  hospital  care  must  be  submitted 
within  twenty-four  hours  and  care  will  be  made 
retroactive  to  the  date  of  admission.  In  question- 
able cases,  call  R.  H.  Loder,  M.  D.,  Director  of  MCH, 
Lincoln,  or  H.  S.  Morgan,  M.  D.,  Chairman,  MCH 
Committee,  Lincoln. 

The  cost  of  blood  for  tranfusions  at  customary 
rates  of  the  hospital  and  similar  exceptional  costs 
such  as  unusually  expensive  medicines  as  itemized 
will  be  allowed  on  a cost  basis. 

(11)  AMBULANCE 

The  cost  of  ambulance  service  will  be  allowed  in 
accordance  with  the  prevailing  rate  in  the  area  of 
the  state  in  case  such  service  is  recommended  by  the 
physician. 

(12)  EXTRA  CHARGES  ALLOWABLE 

Unusually  expensive  drugs,  blood  plasma,  bio- 
logies, or  unusual  circumstances  causing  extra  ex- 
penditure may  be  allowed  when  justification  is  pre- 
sented on  the  pregnancy  record,  or  pediatric  report 
form  by  the  physician. 

(13)  TRAVEL 

Travel  expenses  over  route  to  customary  resi- 
dence of  the  patient  will  be  allowed  at  25c  per  mile 
for  physicians  or  consultants  up  to  twenty  miles 
distance  to  the  patient;  i.  e.,  a limit  of  forty  miles 
or  $10.  Mileage  in  excess  of  this  would  be  paid  at 
04c  per  mile  according  to  State  policy.  Train  or 
bus  travel  for  consultants  according  to  actual  re- 
ceipted expenditures  will  also  be  allowable. 

(14)  PAYMENTS  (How  Made  for 
Services  Rendered) 

Payments  will  be  made  after  approval  by  Direc- 
tor, Division  of  Maternal  and  Child  Health  or  his 
deputy.  In  special  problem  cases,  the  Maternal  and 
Child  Health  technical  advisory  committee,  Nebras- 
ka State  Medical  Association  will  be  consulted. 

Reduction  in  fees  of  bill  presented  by  physician, 
nurse  or  hospital  will  be  made  if  review  of  the 
maternity,  nursing  or  hospital  bill  shows  that 
services  agreed  upon  have  not  been  provided.  Extra 
charges  will  be  carefully  reviewed  before  allowance. 

Physicians  need  only  present  the  completed  Form 
la  with  an  itemized  personal  statement  for  extra 
services  for  remuneration. 
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Private  nurses  must  accompany  the  itemized 
statement  with  a standard  bedside  nursing  report. 

Hospitals  need  only  complete  Form  4,  itemizing 
special  services  rendered.  Payments  for  long  dis- 
tance telephone  calls  for  consultation  with  qualified 
consultants  will  be  allowed  upon  basis  of  actual  re- 
ceipt rendered  if  the  physician  deems  such  advis- 
able and  bedside  consultation  is  not  feasible. 

All  bills  for  payment  should  be  sent  to  Director, 
Division  of  Maternal  and  Child  Health,  Room  1003 
State  Capitol,  Nebraska  State  Department  of 
Health,  Lincoln,  Nebraska. 

STANDARDS 

(1)  MEDICAL  SERVICES 

(a)  Maternity  care  under  this  program  can  be 
authorized  only  when  the  attending  physician  is 
duly  licensed  to  practice  obstetrics  in  Nebraska. 

(b)  For  pediatric  care,  the  attending  physician 
to  qualify  must  be 

1.  A graduate  of  a medical  school  approved  (at 
time  of  graduation  or  subsequent  to  graduation)  by 
the  council  on  medical  education  and  hospitals  of  the 
American  Medical  Association,  or 

2.  Persons  with  the  degree  of  doctor  of  medicine, 
but  not  a graduate  of  such  an  approved  medical 
school,  must  be  able  to  certify  to  the  satisfaction 
of  the  State  Department  of  Health  that  he  has  com- 
pleted graduate  training  in  pediatrics  which  in  the 
opinion  of  the  State  Health  Officer  and  his  tech- 
nical advisory  committee  makes  him  competent  to 
participate  in  pediatric  care.  Those  who  have  at- 
tended at  least  half  of  the  circuit  post  graduate 
courses  offered  in  their  area  since  November,  1939, 
or  who  have  attended  short  courses  in  this  or  re- 
lated subject  at  a recognized  school  of  medicine  or 
who  can  show  regular  attendance  at  county,  state 
or  special  scientific  meetings  may  include  these 
activities  in  their  justification. 

(2)  CONSULTANTS 

Physicians  caring  for  these  cases  and  qualified 
as  consultants  or  assistant  consultants  are  urged  to 
obtain  consultation  by  one  qualified  prior  to  under- 
taking any  special  obstetric  operation  or  treatment 
of  serious  complications  of  pregnancy,  or  for  the 
treatment  of  serious  illness  in  an  infant  EXCEPT 
in  the  RARE  instance  when  an  EMERGENCY  does 
not  permit  time  for  calling  consultation.  A list  of 
consultants  will  be  mailed  to  the  physicians  as  soon 
as  the  necessary  investigation  as  to  qualifications 
and  willingness  of  the  consultants  to  serve  has  been 
completed. 

(a)  QUALIFIED  CONSULTANTS 

W.  E.  Brown,  M.  D.,  Assistant  Professor  of  Ob- 
stetrics and  J.  L.  Gedgoud,  M.  D.,  Assistant  Profes- 
sor of  Pediatrics,  Universitv  of  Nebraska  College  of 
Medicine,  Omaha,  are  available  for  consultation  in 
problem  cases  of  the  respective  fields  when  the  case 
is  within  a reasonable  distance  from  Omaha.  Physi- 
cians may  call,  reverse  charges  to  MCH  staff  phone, 
University  of  Nebraska  Medical  School  by  tele- 
phone when  it  is  felt  such  consultation  will  be  help- 
ful. 

Licentiates  of  American  Board  of  Obstetrics  and 
Gynecology,  or  pediatrics,  Surgery,  etc.,  for  respec- 
tive field  qualify  as  consultants  automatically.  Tele- 


phone consultation  with  American  Board  members  is 
permissible  when  bedise  consultation  is  not  feasible 
and  the  receipted  charge  may  be  attached  to  the 
pregnancy  record  and  the  physician’s  statement  of 
service. 

(b)  Assistant  Consultant: 

In  case  licentiates  of  the  American  Boards  are 
not  available  because  of  distance  or  other  reason, 
one  with  the  following  may  be  chosen;  viz,  gradu- 
ate of  a recognized  school  of  medicine;  one  year 
general  rotating  internship;  at  least  one  year  of 
special  training  in  obstetrics  or  pediatrics  or  other 
respective  consultant  specialty  in  an  approved  hos- 
pital for  residency.  In  all  instances,  where  there  are 
consultants  available  who  are  licentiates  of  the 
American  Boards  in  their  respective  fields,  they  are 
to  be  preferred.  Assistant  consultants,  to  qualify, 
must  submit  to  the  State  Department  of  Health, 
on  a form  provided,  their  qualifications  and  they 
will  then  be  placed  on  the  list  of  consultants  avail- 
able to  the  practitioners  of  the  state. 

(c)  Emergency  Consultant: 

For  areas  where  consultants  with  the  training 
and  experience  as  set  forth  in  the  above  paragraph 
are  not  available,  a technical  advisory  committee, 
selected  and  approved  by  the  State  Health  Agency 
for  this  program,  may  designate  for  each  such  area 
of  the  state  a physician  who  is  generally  recognized 
as  a particularly  competent  physician  in  the  prac- 
tice of  obstetrics,  pediatrics,  or  other  specialty  to 
serve  as  a consultant  in  his  special  field.  Lists  of 
consultants  approved  for  various  specialties  will  be 
made  available  to  all  physicians  participating  in 
the  program. 

Emergency  consultants,  before  undertaking  ma- 
jor operative  obstetrics  or  intercurrent  surgery,  must 
telephone  W.  E.  Brown,  M.  D.,  University  of  Ne- 
braska Medical  School,  Omaha,  Obstetric  Consultant 
to  the  State  Department  of  Health,  or  any  certified 
member  of  the  American  Board  of  Obstetrics  and 
Gynecology,  and  obtain  approval  for  the  procedure 
or  operative  fees  will  not  be  allowed. 

(3)  NURSING  SERVICES 

The  standards  for  Public  Health  Nurses  as  indi- 
cated in  the  class  specifications  of  the  Merit  Sys- 
tem will  be  maintained.  If  and  when  additional 
nurses  are  added  for  a bedside  care  program,  they 
will  be  under  the  immediate  supervision  of  the  Pub- 
lic Health  Nurse.  Nurses  employed  for  a special 
bedside  nursing  care  for  critically  ill  patients  will 
be  graduate  nurses,  registered  in  Nebraska. 

(4)  HOSPITAL  STANDARDS 

Hospital  authorization  to  care  for  patients  will 
be  sent  from  the  Division  of  Maternal  and  Child 
Health,  State  Department  of  Health  or  its  author- 
ized deputy  after  the  Department  receives  the  ap- 
plication for  authorization  from  the  local  physician 
chosen.  Wherever  medical  personnel  of  the  armed 
force  bases  stationed  in  Nebraska  provide  maternity 
or  pediatric  care,  cases  must  be  referred  to  that 
base.  When  the  medical  officer  in  charge  recom- 
mends it,  however,  the  Division  of  MCH  will  author- 
ize hospitalization  and  pay  for  it  on  the  basis 
described  below. 

(a)  Standards  and  Provision  to  qualify  for  Par- 
ticipation : 
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In  general,  all  hospitals  participating  and  receiv- 
ing compensation  for  the  services  rendered  must 
meet  the  standards  herein,  comply  with  the  provi- 
sions and  accept  compensation  on  the  basis  de- 
scribed. 

1.  To  be  a qualified  hospital,  it  must  be  ap- 
proved by  the  American  College  of  Surgeons;  or 

2.  Meet  minimum  requirements  established  by 
the  Department  of  Health,  be  inspected  by  the  MCH 
Director  or  authorized  deputy  annually  in  view  of 
these  requirements  and  be  approved  by  the  State 
Department  of  Health  on  this  basis.  Copies  of  the 
requirements  are  available  upon  request. 

3.  Wherever  there  is  a choice  of  hospitals,  those 
that  employ  intern  and  resident  staff  and  meet  the 
standards  for  institutions  approved  for  internships 
or  residencies  will  be  given  preference.  Moreover, 
hospitals  with  an  obstetrician  or  pediatrician  cer- 
tified or  otherwise  fully  qualified  are  to  be  pre- 
ferred over  those  which  do  not.  Hospital  inspec- 
tion will  be  accomplished  by  the  Director  of  Ma- 
ternal and  Child  Health  or  a designated  deputy 
(Director  of  local  health  unit,  consultant  staff  at 
University  of  Nebraska  Medical  School,  or  desig- 
nated qualified  pediatrician  or  obstetrician). 

Patients  Eligible  for  Care  Under  This  Program.  But 
Who  Wish  to  Receive  Care  in  Another  State 

Either  of  the  following  plans  may  be  employed, 
depending  upon  the  neighboring  state  concerned: 

1.  Nebraska  will  assume  responsibility  for  pay- 
ment for  all  cases  delivered  in  the  state  regardless 
whether  residents  thereof  or  not  and  similarly  for 
all  children  eligible  for  care  under  this  plan  who 
receive  such  care  in  this  state.  This  responsibility 
will  be  accepted  provided  the  neighboring  state  con- 
cerned reciprocates  in  like  manner. 

2.  If  the  neighboring  state  has  no  plan  similar 
to  this  or  does  not  wish  to  reciprocate  as  outlined 
in  (1)  then,  if  the  physicians,  nurses  and  hospitals 
in  the  neighboring  state,  meet  the  qualifications  of 
this  plan,  desire  to  participate  according  to  the  same, 
they  may  receive  payment  according  to  the  plan. 
In  this  instance,  the  physician  in  attendance  shall  be 
required  to  be  licensed  in  his  own  state  rather  than 
in  Nebraska,  and  the  nurse  should  be  registered  or 
eligible  for  registration  in  her  own  state. 

Lists  of  Areas  Where  Public  Health  LTnit  and 
Nursing  Services  Are  Available 

Unit  No.  1:  V.  M.  Winkle,  M.  D.,  Director,  Gering, 
Nebraska.  (Includes  Banner,  Box  Butte,  Cheyenne, 
Morrill  and  Scotts  Bluff  Counties). 

Hall-Adams:  F.  P.  Bestgen,  M.  D.,  Director, 

Grand  Island,  Nebraska. 

Dodge-Saunders : G.  L.  Endres,  M.  D.,  Director, 
Wahoo,  Nebraska. 

Cass-Sarpy:  E.  J.  Tierney,  M.  D.,  Director,  Belle- 
vue, Nebraska. 

South  Sheridan  County:  No  Medical  Director. 
Public  Health  Nurse,  Bingham,  Nebraska.  (Covers 
South  Sheridan,  North  Garden  and  East  Grant 
Counties). 

Dundy  County:  No  Medical  Director.  Public 

Health  Nurse,  Benkelman,  Nebraska. 

Burt  County:  No  Medical  Director.  Public  Health 
Nurse  will  be  located  in  this  area  in  the  near  future. 


Lincoln,  Nebraska:  No  Medical  Director.  Lin- 

coln and  Lancaster  Public  Health  Nursing  Associa- 
tion, 226  South  10th  Street.  , 

Buffalo  County:  No  Medical  Director.  No  Health 
Unit  Nurse  in  Assistance  Office,  Kearney,  Nebraska. 

Washington  County:  No  Medical  Director.  No 

Health  Unit  Nurse  in  Assistance  Office,  Blair,  Ne- 
braska. 


THE  NEW  WAGNER  BILL 

On  June  3,  1943,  Senator  Robert  F.  Wagner,  of 
New  York, — for  himself  and  Senator  James  Murray 
of  Montana  and  Senator  Dingell — introduced  in  the 
Senate,  Bill  1161. 

If  the  recommendations  are  enacted  into  law,  they 
will  destroy  the  private  practice  of  medicine  in  the 
United  States. 

The  definition  of  purposes  is  couched  in  the  lan- 
guage of  the  true  humanitarian.  The  principles 
enunciated  as  a guide  to  administration  are  sound 
and  ethical.  The  actual  motivations  need  not  be 
discussed.  The  facts  speak  for  themselves.  The 
proposals  are  of  such  magnitude  and  of  such  sinister 
menace  that,  practically,  they  are  incomprehensible 
to  an  American. 

The  processes  proposed  and  the  mechanisms  indi- 
cated are  designed  to  act  as  the  catalyst  in  trans- 
forming a rapidly  expanding  Federal  bureaucracy 
into  an  all  powerful  totalitarian  state  control.  Hu- 
man rights  as  opposed  to  State  slavery  is  the  issue. 

The  accompanying  treatise  is  confined  to  the  medi- 
cal and  hospitalization  provisions  of  the  proposed 
legislation.  The  general  implications  are  incompar- 
ably broader.  Unless  a tidal  wave  of  protest  fore- 
warns the  sponsors,  this  Bill  or  similar  proposals  will 
be  enacted  into  law. 

For  too  long,  a semi-complacent  medical  profes- 
sion, too  proud  really  to  protest,  too  overworked  and 
overburdened  with  war  responsibilities  to  give  ade- 
quate consideration  to  basic  problems,  has  contented 
itself  with  the  sophistry  “It  can’t  happen  here.” 

It  is  happening — now.  Wartime  fervor  and  pre- 
occupation and  wartime  confusion  are  being  used  to 
obscure  the  true  meaning  of  the  moves.  The  issue  is 
being  forced.  The  settlement  will  be  final.  Doctors 
— informed — understanding — unified — can  be  the  de- 
ciding factor  in  this  final  determination. 

Herein  an  attempt  is  made  to  reduce  to  compre- 
hensible terms  the  actual  meaning  of  these  incredible 
proposals.  Appraise  the  facts — reach  your  own  con- 
clusions. Under  conditions  as  they  now  exist,  you 
have  a moral  and  a legal  right  to  them.  Tomorrow? 
Tomorrow  is  another  day. 

Senate  Bill  1161  makes  provision  for  free  general 
medical,  special  medical,  laboratory  and  hospitaliza- 
tion benefits  for  more  than  one  hundred  ten  million 
people  in  the  United  States. 

It  proposes  placing  in  the  hands  of  one  man — the 
Surgeon  General  of  the  Public  Health  Service — the 
power  and  authority — 

1.  To  hire  doctors  and  establish  rates  of  pay — 
possibly  for  all  doctors; 

2.  To  establish  fee  schedules  for  services; 

3.  To  establish  qualifications  for  specialists; 

4.  To  determine  the  number  of  individuals  for 
whom  any  physician  may  provide  service; 
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5.  To  determine  arbitrarily  what  hospitals  or 
clinics  may  provide  service  for  patients. 

The  provisions  are  so  sweeping  that,  if  enacted 
into  law,  the  entire  system  of  American  medical 
care  would  be  destroyed.  Immediately  following 
are  pertinent  paragraphs  of  the  Bill  which  create  the 
machinery  and  provide  the  funds  for  these  truly  rev- 
olutionary procedures. 

The  Bill  provides  for  the  establishment  of  a “Uni- 
fied Social  Insurance  System.”  It  provides  for  tax 
payments  from  and  insurance  benefits  for: 

a.  Practically  every  employed  person  in  the  Unit- 
ed States; 

b.  Every  self-employed  person. 

It  is  estimated  that  these  provisions  of  the  Bill 
would  add  approximately  25,000,000  persons  to  the 
37,000,000  now  carrying  social  security  cards. 


The  Bill  provides  that: 

a.  Sec.  960 — Every  employer  shall  pay  a 
tax  on  wages  paid  to  individuals  (up  to  $3,000 

per  year  of 6% 

b.  Sec.  961 — Every  employee  shall  pay  a 
tax,  deducted  from  wages  on  earned  income, 

up  to  $3,000  per  year,  of 6% 


Total  from  payrolls 12% 

c.  Sec.  963 — Every  self-employed  indivi- 
dual shall  pay  a tax  on  the  market  value  of 

his  services  up  to  $3,000  per  year,  of 7% 

d.  Sec.  962 — Federal,  state  and  municipal 
employees  (under  certain  condition)  shall  pay 

a tax  of 3 %% 


It  has  been  estimated  by  the  Treasury  Department 
that,  broadening  the  base  of  Social  Security  tax- 
payers and  beneficiaries,  as  above  outlined — with 
or  revenue  annually.  On  this 

existing  rates  (total  5%)  would  raise  five  billion 
dollars  of  revenue  annually.  On  this  basis  the  total 
annual  revenue  from  Bill  1161  rates  would  be  twelve 
billion  dollars. 

The  bill  provides:  (Section  969)  the  establishment 
of  a trust  fund  to  be  known  as  “Federal  Social  In- 
surance Trust  Fund.”  Into  this  fund  all  Social  Se- 
curity taxes  would  be  paid — twelve  billion  dollars 
annually. 

The  Bill  provides:  (Section  913) 

a.  There  is  hereby  established  within  the  Trust 
Fund  a separate  account  to  be  known  as  “The  Medi- 
cal Care  and  Hospitalization  Account;” 

b.  The  managing  Trustee  shall  credit  to  this 
account — 

1.  One-fourth  of  the  contributions  paid,  in  ac- 
cordance with  sections  960  and  961  respectively,  of 
this  Act. 

2.  Three-sevenths  of  the  contributions  paid,  in  ac- 
cordance with  Sections  963,  964  and  965  respectively, 
of  this  Act. 

In  such  manner,  on  the  bases  of  the  above  esti- 
mates, a minimum  of  three  billion  dollars  each  year 
would  be  transferred  from  the  Trust  Fund  to  the 
Medical  Care  and  Hospitalization  Account. 

The  Bill  provides:  (Section  901)  that  (a)  every 
insured  individual  and  (b)  every  dependent  entitled 
to  benefits  shall  be  entitled  to  receive  general  hos- 
pital, special  medical,  laboratory  and  hospitalization 
benefits.  Initially  30  days  of  hospitalization  is  pro- 


vided. If  funds  are  available  this  can  be  increased 
to  90  days  each  year. 

ADMINISTRATION 

The  Bill  provides  (Section  903): 

a.  The  Surgeon  General  of  the  Public  Health 
Service  is  hereby  authorized  and  directed  to  take  all 
necessary  and  practical  steps  to  arrange  for  the 
availability  of  the  benefits  provided  under  this  title. 

b.  In  carrying  out  the  duties  imposed  upon  him 
by  subsection  (a)  of  this  section,  the  Surgeon  Gen- 
eral is  hereby  authorized  to  negotiate  agreements  or 
cooperative  working  arrangements  with  appropriate 
agencies  of  the  United  States,  or  of  any  State  or  po- 
litical subdivisions  thereof,  and  with  other  appropri- 
ate public  agencies,  and  with  private  persons  or 
groups  of  persons,  to  utilize  their  services  and  fa- 
cilities and  to  pay  fair,  reasonable  and  equitable 
compensation  for  such  services  or  facilities,  and  for 
the  Trust  Fund  to  receive  reimbursements  for  serv- 
ices rendered  with  respect  to  individuals  in  circum- 
stances under  which  benefits  are  not  authorized 
under  this  title,  and  to  negotiate  and  periodically 
to  renegotiate  agreements  or  cooperative  workin,v 
arrangements  for  the  purchase  or  availability  of 
supplies  and  commodities  necessary  for  the  benefits 
provided  under  this  title;  and,  after  approval  by  the 
Social  Security  Board,  to  enter  contracts  for  such 
services,  facilities,  supplies  and  commodities. 

c.  The  Surgeon  General  shall  periodically  notify 
the  Board  of  obligations  incurred  under  contracts 
entered  into  by  him  in  accordance  with  the  provi- 
sions of  this  section  and  to  whom  such  obligations 
obtain.  Thereupon,  the  Board  shall  authorize  and 
certify  disbursements  from  the  Trust  Fund  to  meet 
such  obligations,  and  such  certified  disbursements 
shall  be  paid  from  the  Trust  Fund. 

The  Bill  provides:  (Section  904) — There  is  hereby 
established  a National  Advisory  Medical  and  Hospi- 
tal Council,  to  consist  of  the  Sugreon  General  and 
sixteen  members  to  be  appointed  by  the  Surgeon 
General. 

This  council  has  no  authority.  The  Surgeon  Gen- 
eral selects  and  appoints  the  members.  It  can  ad- 
vise. All  authority  and  power  are  vested  in  the 
Surgeon  General. 

The  Bill  provides  (Section  905): 

1.  Any  physician  qualified  by  a state  * * * can 
furnish  medical  service  in  accordance  with  such  rules 
and  regulations  as  may  be  prescribed;  (by  the  Sur- 
geon General) 

2.  Every  individual  * * * shall  be  permitted  to 
select  his  own  doctor  or  to  change  such  selection  in 
accordance  with  such  rules  and  regulations  as  may 
be  prescribed;  (by  the  Surgeon  General) 

3.  The  Surgeon  General  shall  publish  the  names 
of  general  practitioners  who  have  agreed  to  furnish 
service; 

4.  Services  which  shall  be  deemed  to  be  specialist 
services  shall  be  those  so  designated  by  the  Surgeon 
General.  * * * 

5.  General  practitioners  must  recommend  serv- 
ices of  specialists. 

7.  Payments  to  physicians  may  be  made — 

a.  According  to  a fee  schedule  approved  by  the 
Surgeon  General; 

b.  On  a per  capita  basis — the  amount  being  ac- 
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cording  to  the  number  of  individuals  on  physicians 
lists; 

c.  On  a salary  basis,  whole  or  part  time; 

d.  A combination  or  modification  of  these  bases, 
as  approved  by  the  Surgeon  General. 

8.  Specialists  may  be  paid  on  the  basis  of  salary 
(whole  or  part  time)  per  session,  fee  for  service,  per 
capita  or  other  basis  or  combinations. 

10.  The  Surgeon  General  may  prescribe  maxi- 
mum number  of  individuals  for  whom  any  physician 
can  provide  service. 

11.  The  Surgeon  General  may  distribute  the 
available  patients  among  the  available  doctors  on 
a prorata  basis. 

12.  In  each  area  the  provision  of  general  medi- 
cal benefits  for  all  individuals  entitled  to  such  bene- 
fits shall  be  a collective  responsibility  of  all  quali- 
fied general  practitioners  in  the  area  who  have  un- 
dertaken to  receive  such  benefit. 

HOSPITALS 

The  Bill  provides  (Section  907): 

a.  The  Surgeon  General  shall  publish  a list  of 
institutions  found  by  him  to  be  participating  hospi- 
tals. 

(The  term  “participating  hospital”  means  an  in- 
stitution found  by  the  Surgeon  General  to  afford 
professional  service,  personnel,  and  equipment  ade- 
quate to  promote  the  health  and  safety  of  individuals 
customarily  hospitalized  in  such  institutions  and  to 
have  procedures  for  the  making  of  such  reports  and 
certificates  as  the  Surgeon  General  and  the  Social 
Security  board  may  from  time  to  time  require.  * * * 

The  term  “hospitalization  benefit”  means  an 
amount,  as  determined  by  the  Surgeon  General  after 
cosultation  with  the  Council  and  after  approval  by 
the  Social  Security  board;  Not  less  than  $3  and  not 
more  than  $6  for  each  day  of  hospitalization,  not  in 
excess  of  thirty  days,  which  an  individual  has  had  in 
a period  of  hospitalization;  and  not  less  than  $1.50 
and  not  more  than  $4  for  each  day  of  hospitalization 
in  excess  of  thirty  in  a period  of  hospitalization;  and 
not  less  than  $1.50  and  not  more  than  $3  for  each  day 
of  care  in  an  institution  for  the  care  of  the  chronic 
sick.  * * * 

SUMMATION 

This  is  the  method — clause  by  clause — by  which 
sole  responsibility  for  the  medical  care  and  hospital- 
ization of  more  than  110,000,000  people  is  placed  on 
one  man,  the  Surgeon  General  of  the  Public  Health 
Service. 

In  such  manner — step  by  step — section  by  section 
— is  created  the  machinery  to  place  in  the  hands  of 
one  man,  the  Surgean  General  of  the  Public  Health 
Service,  the  expenditure  of  $3,000,000,000  annually. 

POLITICAL  MEDICINE 

The  Bill,  if  enacted  into  law,  would  pro- 
vide general  medical  and  special  medical 
care,  laboratory  tests  and  hospitalization  for 
approximately  one  hundred  ten  million  peo- 
ple. The  Surgeon  General  of  the  Public 
Health  service  is  authorized  and  instructed  to 
make  such  services  available. 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  F.  G.  Travnicek  of  Wilber  has  become  Lieu- 
tenant (j.g.)  in  the  U.  S.  Naval  Reserve.  He  is  at 
at  Naval  Hospital,  San  Diego. 

Dr.  J.  A.  Proffitt  of  Hastings  recently  was  com- 
missioned in  the  Medical  Corps  of  the  U.  S.  Army. 
He  was  assigned  to  duty  at  Carlisle  Barracks,  Pa. 

Dr.  J.  J.  Redfield,  son  of  Dr.  J.  B.  Redfield  of 
North  Platte,  is  now  First  Lieutenant  in  the  Medi- 
cal Corps  stationed  at  Carlisle  Barracks,  Pa. 

Dr.  J.  H.  Hirschman,  son  of  Dr.  H.  Hirschman  of 
Omaha  is  a First  Lieutenant  in  the  Army  Medical 
Corps  stationed  in  Alaska. 

Capt.  C.  B.  Hayes  of  Kearney  recently  visited 
his  home  while  on  his  way  west.  Captain  Hayes 
had  been  stationed  at  Fort  Meade,  S.  D.  Present 
station  unknown. 

Dr.  Harry  Lammel  of  Plymouth  has  been  as- 
signed chief  medical  officer  in  charge  of  Maritime 
Commission  Recruiting  Center,  Salt  Lake  City. 

Dr.  J.  D.  Bradley  has  left  Pender  to  join  the 
Medical  Corps  of  the  U.  S.  Navy. 

Maj.  Joseph  Weinberg,  formerly  stationed  in  Iran, 
is  back  in  the  United  States.  At  this  writing  he 
is  on  the  east  coast. 

Lt.  Commander  Marshall  Neeley  of  Lincoln  was 
home  on  leave  in  July. 

Capt.  Paul  Charlton,  son  of  Dr.  and  Mrs.  G.  E. 
Charlton  of  Norfolk  is  stationed  at  Bradley  Field 
Station  Hospital,  Hartford,  Conn. 

Major  George  B.  Dent  of  North  Platte  is  sta- 
tioned in  Walla  Walla,  Washington. 

Capt.  C.  W.  Dewey  of  Culbertson  is  at  Mitchell 
Field,  Long  Island,  New  York. 

Capt.  L.  N.  Kunkel  of  Weeping  Water  is  sta- 
tioned at  LaMesa,  Calif. 

Donald  F.  Belamy,  a Cambridge  boy,  graduated 
from  the  Medical  College,  University  of  Nebraska 
in  1942,  is  now  Lieutenant  (j.g.)  stationed  at  the 
Naval  Training  Station  in  Farragut,  Idaho. 

Lieut.  Roger  E.  Drown  has  completed  the  Medical 
Field  Service  course  of  the  United  States  Army  at 
Carlisle  Barracks,  Pa.  Present  station  unidentified. 

Dr.  Frank  Herhahn  of  Scottsbluff  left  Au"r.  9th 
for  induction  in  the  Medical  Corps  of  the  U.  S. 
Army. 

Dr.  R.  E.  Karrer  of  York  is  Lieutenant  (j.g.)  in 
the  U.  S.  Coast  Guard  attached  to  Gray’s  Harbor 
Section,  Aberdeen,  Wash. 


300 


PHYSICIANS  IN  MILITARY  SERVICE 


Nebr.  S.  M.  Jour. 
September,  1943 


ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  Aug.  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.(  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Dong  Pine 
BUFFADO  COUNTY 

Dickinson,  D.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Dukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Anderson.  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  B.  N.,  Weeping  Water 
Formanak,  C.  J.,  kuruock 
Worthman,  H.  W.,  Douisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
CDAY  COUNTY 

Richter,  Donald  A.,  Sutton 
CODFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Deigh  Geo.,  West  Point 
Krause.  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  D.  B,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.t  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY" 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Divesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  D. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 


Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartlord,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Macken  brock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran.  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Neison,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O'Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson.  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar.  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshelc,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter.  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 

'GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias.  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 

GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 

GREELEY  COUNTY 
Kafka,  A.  J.,  Scotia 


HALL  COUNTY 

McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY'  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY" 

Green.  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  YV.  Allen 
Crook.  Glen  Delroy 
Elliott,  Clarence 

iveciiiier,  A.  11. 

Ferciot,  C.  F. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely.  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood,  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham.  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 
OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
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Ewing',  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 
PAWNEE  COUNTY 

Harmon.  Leo  D , Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W..  Holdrege 
PLATTE  COUNTY 

Anderson.  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O'Donnell,  Reynolds  J.,  Columbus 
POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 


RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 

SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 


Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N„  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S..  York 
Karrer,  R.  E.,  York 


Tuberculosis  Abstracts 

The  first  step  in  the  rehabilitation  of  a tubercu- 
lous person  is  physical  restoration,  which  is  par- 
ticularly the  province  of  the  physician.  In  the  fur- 
ther adjustment  of  the  inactive  patient  the  lay 
worker  who  attempts  to  serve  the  patient  without 
learning  the  story  of  diagnosis,  treatment  and  re- 
covery from  the  physician,  treads  on  quicksand. 
Most  successful  rehabilitation  follows  the  concerted 
application  of  the  medical  skill  of  the  physician  and 
the  special  information  and  training  of  qualified  lay 
workers.  Practical  suggestions  for  the  family  phy- 
sician who  is  interested  in  such  coordination  are 
here  presented  by  Dr.  F.  L.  Jennings. 

THE  FAMILY  DOCTOR,  THE  PATIENT 
AND  THE  JOB 

The  private  physician  who  has  guided  his  patient 
through  recovery  from  pulmonary  tuberculosis  is 
now  being  asked  frequently  to  advise  concerning 
some  job  which  that  patient  may  attempt  without 
too  great  hazard.  In  this  general  manpower  short- 
age, the  patient  with  inactive  tuberculosis,  whether 
from  civilian  life,  from  induction  centers,  or  dis- 
charged from  military  services,  can  find  employ- 
ment readily  in  many  localities,  particularly  if  he 
has  an  established  skill.  Beside  that  economic  need 
which  makes  many  patients  reluctant  to  continue 
treatment  for  the  prescribed  period,  patients  now 
are  moved  by  the  wish  to  become  a part  of  the  war 
effort  and  sometimes  by  high  wages.  Some  employ- 
ers who  hire  all  comers  are  unlikely  to  establish 
any  safeguards  for  handicapped  workers. 

One  of  the  physician’s  paramount  difficulties  has 
been  the  item  of  sufficiently  definite  information 
about  the  job  in  question.  Jobs  are  changing  rap- 
idly. The  exhausting  task  of  a year  ago  has  been 
reduced  to  machine-tending.  Redesign,  retooling, 
reorganization,  re-routing,  continue  to  make  more 
specifications  obsolete.  Keeping  up  with  such  rapid 
and  drastic  change  is  impossible  alike  for  any 
physician  or  lay  worker  without  current  sources  of 
industrial  information.  Some  physicians  have  sought 
to  bridge  this  difficulty  by  such  general  terms  as 
“light  work,”  hoping  thereby  to  protect  the  patient 
from  excessive  exertion,  strain  and  tension.  Unfor- 
tunately, employers’  requirements  are  defin’te.  Em- 
ployment placement  interviewers  must  meet  these 
definite  requirements.  A patient’s  ability  to  do 
“light  work”  is  indefinite  and  unsaleable. 

But  there  are  now  official  and  unofficial  sources 
of  information  through  which  physician  and  patient 
may  usually  find  definite  indications  concerning 


which  job  is  free  from  undesirable  hazards.  The 
official  services  include  the  United  States  Employ- 
ment Service,  which  has  branch  offices  in  most 
population  centers,  and  the  State  Vocational  Re- 
habilitation Services.  The  United  States  Employ- 
ment service  has  the  most  complete  and  currently 
accurate  information  on  what  jobs  there  are  in  each 
community  and  on  what  physical  performance  is  re- 
quired in  each  job.  It  has  originated  a “Physical 
Demands  Form,”  which  is  being  used  experimental- 
ly to  determine  required  physical  activity  and  work- 
ing conditions.  This  type  of  job  analysis  explores 
especially  such  items  as  continuous  standing,  sitting, 
lifting,  stooping,  etc.  One  purpose  of  this  informa- 
tion is  to  check  the  specific  requirements  of  the  job 
against  the  specific  limitations  of  the  handicapped 
applicant. 

Interested  physicians  may  obtain  copies  of  in- 
terim physical  requirement  forms  from  the  Na- 
tional Tuberculosis  Association.  The  larger  offices 
of  the  U.S.E.S.  also  include  executives  or  interview- 
ers who  have  some  experience  in  special  place- 
ments and  who  are  qualified  to  discuss  the  subject 
of  suitable  placement  for  recovered  patients  with 
their  physicians.  The  U.S.E.S.  has  placed  thou- 
sands of  inactive  tuberculous  patients  in  hundreds 
of  different  jobs.  The  suitability  of  these  place- 
ments has  depended  most  of  the  time  on  the  qual- 
ity and  quantity  of  medical  information  available. 

When  the  recovered  tuberculous  patient  has  no 
marketable  skill,  or  when  his  old  job  is  contra- 
indicated medically,  application  for  training  or  re- 
training and  placement  should  be  made  to  the 
State  Bureau  of  Vocational  Rehabilitation.  Fi- 
nanced by  State  appropriations  and  Federal  match- 
ing funds,  these  Bureaus  are  empowered  to  impart 
specific  vocational  training  and  placement  to  handi- 
capped adults  in  order  to  make  them  self-support- 
ing. 

The  physician  will  find  in  Federal  Form  R-3a 
(revised),  published  by  the  Federal  Vocational 
Rehabilitation  Bureau  and  in  the  manual  prepared 
for  its  interpretation  (Misc.  2328)  practical  bases 
upon  which  rehabilitation  agent  and  physician  may 
cohere  their  services  for  the  patient.*  The  form 
and  the  manual  are  the  result  of  many  consulta- 
tions between  Federal  rehabilitation  personnel  and 
members  of  the  Council  of  the  American  Trudeau 
Society  and  other  phthisiologists  of  long  experi- 
ence. Many  state  agents  and  supervisors  have 
learned  that,  as  the  Federal  manual  points  out, 


‘Available  from  the  Vocational  Rehabilitation  Bureau,  Fed- 
eral Security  Agency,  Washington,  D.  C.,  or  through  tubercu- 
losis associations. 
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direct  interview  between  physician  and  rehabili- 
tation worker  is  the  most  satisfactory  procedure 
for  both. 

A number  of  the  state  and  local  tuberculosis 
associations  have  included  rehabilitation  in  their 
program  objectives.  Some  have  employed  special 
personnel  competent  to  assist  the  patient  in  find- 
ing his  way  to  appropriate  training  or  placement  or 
both.  Rehabilitation  workers  employed  by  volun- 
tary agencies  are  well  aware  that  the  patients  of 
private  physicians  may  have  as  much  need  for 
their  services  as  the  sanitorium  graduate.  The 
physician  may  find  it  well  worth  while  to  inquire 
from  the  nearest  tuberculosis  association  what  it 
has  to  offer  in  the  direction  of  rehabilitation. 

Both  official  and  voluntary  resources  have  been 
stimulated  and  encouraged  by  changing  attitudes 
within  industry.  Not  manpower  shortage  alone, 
but  a cumulation  of  satisfactory  performance  by 
former  patients,  has  done  much  to  improve  this 
situation. 

The  nation’s  leading  personnel  agency,  the  United 
States  Civil  Service  Commission,  has  conducted  sur- 
veys of  jobs  in  several  types  of  Federal  services 
and  in  war-contract  industries  in  search  of  jobs  suit- 
able for  physically-handicapped  persons.  Prospec- 
tive employment  for  persons  with  a history  of  tu- 
berculosis has  been  conspicuously  included. 

This  precedent  has  been  matched  by  action  on 
the  part  of  the  National  Association  of  Manufac- 
turers. In  the  December,  1942,  supplement  of  its 
industrial  Relations  Bulletin,  the  N.  A.  M.  indicated 
that  various  handicapped  groups  are  a new  labor 
source.  Specific  mention  is  made  of  employees 
who  have  suffered  amputations,  deafness,  blind- 
ness, organic  heart  diseases  and  tuberculosis.  For 
each  group,  a partial  list  of  suggested  jobs  is  of- 
fered. The  bulletin  indicates  that  one  of  the  paral- 
lel practices  in  employing  handicapped  workers  for 
“careful  selectivity  in  applying  the  handicapped 
man  to  a job  which  he  can  do.”  Again  the  private 
physician  and  the  industrial  doctor  are  able  to  pro- 
vide medical  advice  and  counsel.  A number  of  large 
employers  have  recently  utilized  the  specific  job- 
analysis  method  developed  by  the  United  States 
Employment  Service,  described  above. 

Tuberculosis  literature  is  not  without  its  contri- 
butions on  rehabilitation  information  of  value  to  the 
physician.  The  American  Review  of  Tuberculosis 
has  in  preparation  articles  prepared  by  the  United 
States  Employment  Service,  and  the  Federal  Voca- 
tional Rehabilitation  Bureau  regarding  their  pro- 
cedures in  cases  eligible  for  their  services.  The 
Rehabilitation  Service  of  the  National  Tuberculosis 
Association  is  preparing  special  releases  on  the  sub- 
ject of  patients  not  eligible  for  official  services. 
Thus,  the  physician,  when  called  upon  to  advise  his 
patient  occupationally,  may  utilize  the  services  and 
the  publications  of  the  United  States  Employment 
Service,  the  Rehabilitation  Bureaus  and  the  tubercu- 
losis associations  to  good  advantage. — Written  es- 
pecially for  Tuberculosis  Abstracts,  by  F.  L.  Jen- 
nings, M.D.,  Supt.  and  Med.  Dir.,  Sunnyside  Sana- 
torium, Indianapolis,  Ind. 


A single  blood  cell  makes  3,000  round  trips 
through  the  body  in  a day. 


DEATHS 

Dr.  Richard  Tanner,  Norfolk.  Born  in  1869,  grad- 
uated from  the  Lincoln  Medical  College  in  1909. 
He  located  in  Norfolk  in  1910,  where  he  remained 
until  his  death.  Dr.  Tanner  was  one  of  the  most 
colorful  characters  around  this  area.  According  to 
newspaper  accounts  he  had  been  with  a Wild  West 
show  prior  to  studying  medicine  and  had  partici- 
pated in  all  the  adventures  characteristic  of  the  “big 
top.”  He  was  known  as  Diamond  Dick  of  the  past 
generation.  Following  his  establishment  in  Nor- 
folk he  became  active  in  the  community  and  had  a 
good  practice  until  he  retired  several  years  ago  be- 
cause of  poor  health.  He  died  July  3,  1943. 

Dr.  Ralph  Lyle  Oppen,  O’Neill,  Nebr.  Born  in  Min- 
nesota in  1910;  graduated  from  the  Nebraska  Uni- 
versity Medical  College  in  1940.  A member  of  the 
Nebraska  National  Guard,  he  was  called  to  active 
duty  in  December,  1940.  He  served  as  Captain  in 
the  U.  S.  Army,  assigned  to  Catalina  Island.  In 
April,  1943  he  was  honorably  discharged  and  came 
to  O’Neill  to  practice.  Death  occured  August  2, 
1943.  Surviving  are  his  wife  and  his  parents. 


Dr.  W.  I.  McFarland,  Hebron,  Nebr.  Born  at  Falls 
City,  Nebr.,  in  1877;  graduated  from  the  Creighton 
Medical  College  in  1905.  Dr.  McFarland  was  ac- 
tive in  civic  and  professional  affairs  of  the  com- 
munity and  was  manager  and  proprietor  of  the  Blue 
Valley  Hospital.  Death  occurred  July  7,  1943.  Sur- 
viving are  his  wife  and  a son  serving  with  the 
armed  forces  in  North  Africa. 


Dr.  Jesse  Hartman,  Crete,  Nebr.  Born  in  Michi- 
gan in  1872,  graduated  from  Nebraska  Medical  Col- 
lege in  1909.  He  located  in  Crete  in  1910  where  he 
remained  in  practice  until  his  death,  June  21,  1943, 
in  a Lincoln  hospital.  Dr.  Hartman  was  active  in 
civic  and  professional  affairs.  Surviving  are  his 
wife  and  two  sons. 


Dr.  Thomas  C.  Sexton,  Fremont.  Born  in  Virginia 
in  1843,  graduated  from  the  Washington  University 
School  of  Medicine,  Baltimore,  1871.  He  came  to 
Nebraska  in  1878,  located  in  Fontenelle,  Nebr.,  and 
practiced  there  for  twenty  years.  Then  he  located 
in  Fremont  where  he  practiced  for  several  years 
and  retired.  Dr.  Sexton  was  a veteran  of  the  Civil 
war  and  served  in  the  famous  Stonewall  Jackson 
brigade.  Death  occurred  July  28,  1943. 


Dr.  George  G.  Douglas,  Elmwood.  Born  in  Illinois, 
1863,  came  to  the  middle  west  early  in  childhood. 
Graduated  from  the  Missouri  Medical  College  in 
1891  and  located  in  Avoca,  in  thhe  same  year.  Fol- 
lowing a few  changes  in  location  he  moved  to  Elm- 
wood in  1918.  He  remained  in  active  practice  until 
about  six  years  ago  when  he  retired  because  of  ill 
health.  He  died  July  16,  1943. 


Dr.  William  K.  Foote,  Omaha.  Born  1871,  graduat- 
ed from  Chicago  Homeopathic  Medical  College  in 
1893.  He  located  in  Omaha  several  years  after 
graduation,  and  limited  his  practice  to  the  eye,  ear, 
nose  and  throat.  He  died  July  22,  1943.  Surviving 
are  two  daughters. 
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REPORTS  OF  THE  COUNCIL  ON  PHARMACY 
AND  CHEMISTRY 

Issued  under  the  direction  and  supervision  of  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical  Association. 
Cloth.  Price  $1.00.  Pp.  207.  Chicago:  American  Medical 
Association,  1943. 

Through  the  years  the  size  of  this  volume  has 
grown  with  the  increased  work  of  the  Council  on 
Pharmacy  and  Chemistry  until  the  present  edition 
has  the  same  number  of  pages  as  the  book  pub- 
lished in  1908,  which  covered  the  Council’s  first  four 
years  of  activity.  Some  of  the  functions  of  this 
group  are  well  known,  but  a more  thorough  under- 
standing of  the  Council’s  scope  may  be  gained  from 
the  annual  reprint.  This  volume  epitomizes  that 
phase  of  the  Council’s  work  which  may  be  said 
to  be  collateral  to  the  “acceptance”  of  drugs — the 
informative  consideration  of  current  medical  prob- 
lems in  the  interest  of  rational  therapeutics.  It  con- 
tains reports  of  studies  by  private  investigators 
which  were  originally  published  in  The  Journal  un- 
der the  sponsorship  of  the  Council  such  as  prelim- 
inary discussions  of  new  developments  in  therapeu- 
tics and  timely  articles  on  the  status  of  recognized 
agents  as  well  as  reports  of  omission  or  rejection  of 
products  from  New  and  Nonofficial  Remedies.  It 
also  offers  a record  of  current  decisions  on  mat- 
ters of  Council  policy. 

Several  of  the  reports  are  of  particular  interest 
for  various  branches  of  medical  science:  the  use  of 
bulk  ether  in  anesthesia,  the  absorption  of  surgi- 
cal gut  (catgut),  the  higher  types  of  antipneumo- 
coccus rabbit  serum,  the  surgical  and  medical  treat- 
ment of  animals  with  experimental  hypertension  and 
the  status  of  racemic  epinephrine  solutions  for  oral 
administration.  The  reports  in  this  small  compact 
volume  represent  expert  medical  consensus  and  are 
proffered  to  aid  in  the  consideration  of  the  value  of 
therapeutic  agents. 


HUMAN  INTEREST  TALES 

Communications  bearing;  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  C.  D.  Evans,  formerly  of  Bartley,  Nebr.,  has 
moved  to  Oxford. 

Dr.  and  Mrs.  A.  E.  Stuart  of  Fremont  vacationed 
in  Colorado  in  July. 

Dr.  and  Mrs.  B.  A.  Finkle  of  Lincoln  visited  their 
son,  Jerry,  at  the  Columbus,  Miss.,  air  field  in  July. 

Dr.  W.  H.  Benson  of  Oakland  spent  some  time 
in  Chicago  doing  post-graduate  work  in  surgery, 
early  in  June. 

Dr.  Fay  Smith  of  Imperial  attended  the  interna- 
tional convention  of  Lions  Clubs,  the  latter  part 
of  July.  The  meeting  was  held  in  Cleveland,  Ohio. 

Dr.  Carrie  L.  Bowman,  of  Broken  Bow,  spent  the 
last  week  in  July  in  Minneapolis  taking  a week’s 
instruction  in  the  Kenny  method  of  treating  polio- 
myelitis. 

Dr.  R.  L.  Hook  of  Rushville  has  started  a cam- 
paign for  the  erection  of  a community  hospital.  In 
order  to  stimulate  interest  in  the  project  and  get 


the  ball  rolling,  he  donated  personally  $500.00  to- 
ward the  building  fund. 

Dr.  Alfred  Brown  of  Omaha  announces  -the  asso- 
ciation with  him  of  Dr.  John  C.  Kennedy.  Dr.  Ken- 
nedy is  the  son  of  the  late  Dr.  Charles  R.  Kennedy 
of  Omaha. 

Condolences  from  the  Journal  this  month  go  to 
Dr.  J.  A.  DeMay  of  McCook  on  the  loss  of  his 
mother  in  July,  and  Dr.  George  Drost  upon  the  pre- 
mature death  of  his  wife. 

The  towns  of  Union  and  Nehawka,  in  the  south- 
eastern part  of  the  state,  are  without  a physician. 
Dr.  R.  R.  Anderson  served  these  communities  until 
he  joined  the  armed  forces  recently. 

Dr.  Elizabeth  Broyles  of  Wellesley,  Mass.,  visited 
Nebraska  City  in  July.  Dr.  Broyles,  who  is  a grad- 
uate of  the  University  of  Nebraska  Medical  College 
in  1923  is  the  physician  to  Wellesley  College. 

It  was  erroneously  reported  in  the  Journal  of  last 
month  that  Dr.  B.  R.  Farner  had  moved  from  Nor- 
folk to  Ainsworth.  Dr.  Farner  writes  that  he  has 
been  in  Norfolk  for  fifteen  and  a half  years,  and 
that  he  does  not  contemplate  moving.  Knowing 
Dr.  Farner,  the  editor,  too,  was  surprised.  Appar- 
ently it  was  two  other  fellows,  as  the  saying  goes. 
We  apologize. 


BOOKS  RECEIVED 

Medical  Malpractice — by  Louis  J.  Regan,  M.D., 
LL.B.  Member  State  Bar  of  California.  256  pages 
including  index.  The  C.  V.  Mosby  Company,  St. 
Louis,  Missouri.  Price  $5. 

Chemotherapy  of  Gonococcic  Infections — by  Rus- 
sell D.  Herrold,  B.S.,  M.D.,  Associate  Professor  of 
Surgery  (Urology)  College  of  Medicine,  University 
of  Illinois,  Chicago,  Illinois.  137  pages  including 
index.  The  C.  V.  Mosby  Company,  St.  Louis,  Mis- 
souri. 

Principles  and  Practice  of  War  Surgery — by  J. 
Trueta,  M.D.  Formerly  Director  of  Surgery,  Gen- 
eral Hospital  of  Catalonia,  University  of  Barcelona; 
Assistant  Surgeon  (E.M.S.)  Wingfield-Morris  Or- 
thopaedic Hospital,  Oxford;  Acting  Surgeon-in- 
Charge,  Accident  Service,  Radcliffe  Infirmary,  Ox- 
ford, with  introduction  by  Owen  H.  Wangensteen, 
M.D.,  Minneapolis,  Minn.  441  pages  including  in- 
dex, with  144  text  illustrations.  The  C.  V.  Mosby 
Company,  St.  Louis,  Missouri. 

Synopsis  of  Clinical  Syphilis — by  James  Kirby 
Howies,  B.S.,  M.D.,  M.M.S.  Professor  of  Dermatol- 
ogy and  Syphilology,  and  Director  of  the  Depart- 
ment, Louisiana  State  University  School  of  Medi- 
cine; Senior  Visiting  Physician,  Charity  Hospital  of 
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EDITORIAL 


SUBSIDIZED  OBSTETRIC  AND 
PEDIATRIC  SERVICE  FOR  WIVES  OF 
ENLISTED  MEN  IN  THE  ARMED  FORCES 

By  this  time  physicians  in  Nebraska  are 
familiar  with  operation  of  Children’s  Bureau 
plan  to  finance  obstetric  and  pediatric  care 
for  wives  of  enlisted  men.  Though  we  have 
no  figures  on  the  extent  to  which  the  service 
is  being  utilized  the  grapevine  has  it  that 
many  physicians  are  participating.  The  ob- 
stetricians, it  is  our  understanding,  again  un- 
officially, are  generally  unenthusiastic,  and 
some  of  them  refuse  to  accept  cases  under 
the  set-up.  The  pediatricians  appear  indif- 
ferent, and  the  general  practitioners  seem 
noncommittal.  In  the  absence  of  audible 
criticism  it  may  be  assumed  that  the  rank 
and  file  of  the  doctors  in  this  state  have 
accepted  the  program  and  they  are  doing 
their  traditional  best  by  their  patients. 

The  plan  was  recommended  by  the  Com- 
mittee on  Maternal  and  Child  Health  and  the 
House  of  Delegates  of  the  Nebraska  State 
Medical  Association  and  as  such  it  has  the 
endorsement  of  the  majority  of  the  mem- 
bers. Nor  is  there  any  doubt  that  the  De- 
partment of  Health  through  its  representa- 
tives will  see  to  it  that  the  funds  allotted  for 
the  purpose  are  properly  administered.  Fur- 
thermore the  purposes  of  the  program  can- 
not be  justly  criticized  inasmuch  as  the 
physicians  of  the  country  cannot,  and  should 
not  be  expected  to  carry  the  burden  of  cost 
of  medical  care  of  the  millions  of  families 
whose  bread  winners  are  serving  their  coun- 
try. 

The  procedure,  however,  cannot  be  viewed 
without  misgivings.  For  even  the  most 


hopeful  optimists  cannot  escape  the  suspicion 
that  direct  payment  of  fees  to  the  physician 
may  serve  as  another  entering  wedge  into  a 
widespread  system  of  medical  care  under  po- 
litical auspices  with  bureaucratic  domination. 

It  is  on  this  basis  of  reasoning  that  some 
of  the  other  state  medical  societies*  have 
repudiated  the  program  as  it  stands,  insist- 
ing in  accordance  with  a resolution  adopted 
by  the  House  of  Delegates  of  the  American 
Medical  Association,  that  aid  to  finance  ob- 
stetric and  pediatric  care  of  these  families 
be  limited  to  those  families  of  enlisted  men 
where  the  need  is  established;  that  payment 
be  made  directly  to  the  patientf , and  that  ar- 
rangements for  care  be  made  between  the 
physician  and  the  patient  without  inter- 
ference of  a third  party. 


PUTTING  THE  MEDICAL  POINT  OF 
VIEW  BEFORE  CONGRESS 

In  its  editorial  comment  on  the  Wagner- 
Murray-Dingell  bill  the  Journal  of  the  Amer- 
ican Medical  Association  points  out  that  “as 
far  as  can  be  determined,  representatives  of 
the  medical  profession,  either  within  or  with' 
out  the  government,  were  not  consulted  in 
the  development  of  the  medical  provi- 
sions.”  In  another  editorial  of  the  same  is- 
sue  (June  26,  1943),  the  Journal  states:  “In 
the  Seventy-eighth  Congress  . . . there  are 
seven  physicians.”  . . . “By  the  very  nature 
of  things,  a physician  in  Congress  should  be 
able  to  present  to  the  membership  of  that 
august  body  the  scientific  point  of  view  that 
is  lacking  from  the  education  of  most  of  its 
members,  the  majority  of  whom  are  law- 
yers.” Actually,  the  editorial  concludes, 
quoting  Dr.  Walter  Judd,  Congressman  from 

♦Notably  California,  Ohio  and  Michigan. 

tA  bill  to  this  effect  was  defeated  in  the  House  of  Repre- 
sentatives when  a new  allotment  of  over  18  million  dollars 
was  made  available  last  month. 
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Minnesota,  and  a former  Nebraskan,  this  con- 
dition does  not  prevail.  This  sentiment  was 
corroborated  by  our  own  Representative, 
Dr.  A.  L.  Miller,  on  a recent  visit  in  his  home 
state.  Dr.  Miller,  too,  expressed  regret  that 
little  attention  is  paid  to  the  medical  men  in 
Congress  on  matters  pertaining  to  the  many 
phases  of  health  and  medical  problems  in 
government. 

Politics  is  a peculiar  field  and  political 
minds  often  defy  even  experts  in  Freudian 
psychology.  One  thing  is  clear,  however. 
The  pursuit  for  power  and  approbation  is  a 
human  characteristic  which  must  be  re- 
spected. Furthermore  this  trait  can  be  util- 
ized to  advantage  even  in  dealing  with  con- 
gressmen. It  is  a truism  that  a person  once 
elected  to  office  invariably  desires  reelec- 
tion. Reelection  it  is  understood,  is  con- 
tingent upon  satisfactory  service  to  those 
who  elect.  The  politician  (we  are  not  using 
the  term  in  any  derogatory  sense)  as  a 
rule  is  interested  in  the  attitudes  of  his  con- 
stituents because  of  his  eagerness  to  serve 
them  and  also  because  of  his  desire  to  return 
to  office  following  election. 

The  corrollary  is  self  evident:  The  surest 
way  to  impart  a medical  viewpoint  to  Con- 
gress is  through  the  people  who  elect  the 
members  of  this  body. 

This  Journal  believes  that  through  the 
concientious  effort  of  the  individual  physi- 
cian and  the  added  effort  of  the  American 
Medical  Association  the  people  of  this  nation 
may  be  impressed  with  the  truth  and  aims 
of  American  medicine.  In  addition  to  the 
scientific  phases  of  our  calling  we  may,  to 
the  advantage  of  both  sides,  recount  in  full 
sincerity  our  social  and  economic  problems. 
Through  self  critcism  and  calm  acceptance  of 
constructive  criticism  of  our  patients  it  is 
possible  to  establish  a wholesome  under- 
standing between  medicine  as  an  institution 
and  the  people  whom  it  serves. 


IMMUNIZATION  AGAINST  TETANUS 
In  civilian  practice  tetanus  immunization 
remains  essentially  a pediatric  procedure. 
Even  among  children  immunization  to  this 
disease  is  not  being  as  widely  utilized  as  its 
benefits  indicate.  It  is  true  that  until  a short 
time  ago  reports  were  limited  to  the  special 
Journals  and  were  therefore  considered 
largely  as  experimental  data  to  gain  univer- 
sal acceptance  at  some  future  time  when 
ample  clinical  evidence  in  its  favor  may  be 
made  available. 


The  procedure  has  now  passed  its  experi- 
mental phases.  It  is  being  employed  as  a 
routine  measure  in  the  military  camps  of  all 
warring  nations.  In  spite  of  the  unprece- 
dented fury  of  the  fighting  on  all  fronts 
deaths  from  tetanus  are  comparatively  neg- 
ligible. In  World  War  I the  incidence  of 
tetanus  in  the  British  Expeditionary  Force 
was  1.5  per  thousand  wounded  with  a mortal- 
ity of  50%.  On  all  German  fronts  it  was  3.8 
per  thousand  with  a mortality  of  75%(1h 
Some  reactions  occur,  to  be  sure  among 
adults  receiving  the  injections,  but  none  have 
been  reported  serious  enough  to  justify  with- 
holding the  second  dose  among  those  show- 
ing these  reactions. 

From  this  one  may  infer  that  there  is 
hardly  a sound  reason  why  immunization 
against  this  dread  disease  should  not  be  em- 
ployed on  a larger  scale  among  civilians. 
While  no  locality  is  free  from  the  potential 
dangers  of  tetanus,  deep,  crushing  injuries  in 
rural  areas  obviously  carry  greater  risks 
from  the  infections  with  B.  tetani.  Even 
severe  reactions  to  toxoid,  if  they  should  oc- 
cur, are  scarcely  as  annoying  as  those  re- 
sulting from  the  administration  of  horse 
serum,  and  in  the  case  of  the  individual  with 
a tendency  to  allergy  the  advantages  of  ac- 
tive immunization  are  too  obvious  to  require 
elaboration. 

1.  W.  W.  Hall:  Ann.  Int.  Med.  14:565,  1940. 


Individual  Susceptibility  to  Dental  Caries 

The  causes  of  dental  caries  remain  obscure. 
In  a recent  study  of  this  subject,  Gore*  con- 
cludes that  the  food  impaction  theory  of 
Miller  fails  to  explain  individual  susceptibil- 
ity to  caries  and  the  mechanism  by  which 
the  various  types  of  decalcification  of  the 
enamel  are  produced.  The  chemical  changes 
in  the  saliva  following  changes  in  diet  seem 
to  Gore  to  offer  a more  likely  explanation. 
Salivary  currents  and  the  physical  character- 
istics of  the  spontaneously  precipitated  mu- 
cin in  the  stagnant  saliva,  Gore  says,  play 
an  important  part  in  localizing  to  specific 
areas  of  the  enamel  the  acid  formed  by  hy- 
drolysis and  fermentation  of  the  carbohy- 
drate radical  in  mucin. 

(From  J.  A.  M.  A.,  Sept.  25.  1943) 

REMINDER 

The  Omaha  Mid- West  Clinical  Society 
Assembly  will  be  held  at  Hotel  Paxton, 
Oct.  25-29,  inclusive,  see  page  328. 


*J.  Am.  Dental  Assn.,  30:1018  (July),  1943. 
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The  increasing  importance  of  medicine  in 
war,  in  each  succeeding  major  conflict,  has 
become  evident  from  every  viewpoint  of  his- 
tory the  past  two  hundred  years.  This  im- 
portance has  paralleled  the  increasing  ad- 
vancement of  medical  knowledge,  and  its 
practical  application  in  peacetime  practice. 
The  prophylactic  and  therapeutic  sides  have 
vied  for  first  place  in  effectiveness;  both 
have  become  equally  essential  for  victory  of 
armed  forces. 

Comparison  of  the  health,  vigor  and  nutri- 
tion of  the  present  armies  and  navies  on 
both  sides,  and  the  low  net  losses  from  con- 
flict, with  those  during  each  succeeding  war, 
demonstrates  the  ever  increasing  part  medi- 
cal science  has  had  in  determining  the  suc- 
cess or  failure  of  military  campaigns.  An 
example  or  two  are  sufficient. 

What  has  occurred  in  war  has  likewise 
occurred  in  attempts  to  conquer  natural  ob- 
stacles of  pioneering  progress  in  many  parts 
of  the  world.  The  building  of  the  Panama 
Canal  became  possible  only  after  medical 
science  made  human  existence  in  the  area 
safe  enough  to  justify  the  venture. 

During  the  four  years  of  the  Civil  war, 
disease,  malnutrition,  and  infections  of 
the  wounded  took  greater  tolls  in  lives  and 
disabilities  than  all  the  direct  battle  casual- 
ties. Typhoid  fever,  malaria,  venereal  infec- 
tions, nutritional  diseases,  and  many  others 
were  greater  enemies  than  the  opposing 
forces.  When  battle  wounds  occurred,  hem- 
orrhage and  infection  took  their  added  toll, 
made  worse  by  the  delays  and  exposures, 
resulting  from  small  and  poorly  organized 
medical  and  nursing  services. 

The  wounded  who  survived  untreated  hem- 
orrhage suffered  many  amputations  in  the 
desperate  effort  to  avoid  later  death  or  hope- 
less crippling  from  infections.  Laudable  pus 
was  the  accompaniment  of  wound  healing 
over  long  periods  of  time.  Many  blood  borne 
infections  resulted  in  fatal  issues  in  a mat- 
ter of  hours  or  a few  days.  Internal  wounds 
were  practically  hopeless.  The  inflicting  of 
wounds  upon  the  enemy  was  the  most  effec- 
tive way  of  winning  immediate  victory.  The 
time  and  the  poor  results  in  getting  the 
wounded  back  into  service,  made  them  a ma- 
jor liability.  They  were  considered  expendi- 
ble sacrifices  of  warfare. 

The  Spanish  - American  conflict  experi- 
enced many  improvements.  But  still  disease 
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and  infection  were  the  major  factors  deter- 
mining the  effective  strength  of  the  armed 
forces.  The  first  World  war  saw  remark- 
able changes.  For  the  first  time,  salvag- 
ing the  wounded  became  a strategic  asset 
rather  than  just  a humanitarian  cause. 
The  prevention  of  disease  and  the  debilitat- 
ing effects  of  poor  nutrition  were  early  rec- 
ognized as  necessary  to  successful  preserva- 
tion of  lives  and  manpower,  not  only  of  the 
armed  forces  but  the  civil  population  as  well. 

At  last  medicine  and  medical  sciences 
had  become  the  greatest  single  means  of 
rendering  the  secondary  effects  of  war  less 
disastrous  than  the  casualties  of  direct  con- 
flict. 

In  this  Global  War,  medicine  has  reached 
unprecedented  values.  Its  effectiveness  as 
a weapon  makes  it  the  most  hopeful  means 
of  victory.  Either  side  without  it  could  not 
win,  no  matter  how  powerful  in  every  other 
advantage.  Medicine  has  finally  made  war  a 
not  unbearable  curse  of  civilization. 

The  necessities  of  war  mean  the  acceler- 
ation of  scientific  research  in  medicine,  as  in 
very  other  war  effort.  New  knowledge  is 
accumulating,  which  doctors  find  too  little 
time,  from  their  increased  work,  to  assimi- 
late and  put  to  practical  uses.  Scientific  as- 
semblies of  our  Association  become  increas- 
ingly important  in  keeping  abreast  of  medi- 
cal progress. 

A.  L.  Cooper,  M.  D. 

President. 


Incisional  Hernia* 

FREDERIC  W.  BANCROFT,  M.  D. 

Associate  Professor  of  Surgery, 
Columbia  University  Medical  School 
New  York  City,  N.  Y. 


An  incisional  hernia  is  usually  the  result 
of  poor  wound  healing  of  the  initial  laparoto- 
my. Therefore  the  repair  of  an  incisional 
hernia  demands  a knowledge  of  the  patho- 
logical factors  which  create  the  original 
failure  in  wound  healing.  Moreover,  if  we 
are  acquainted  with  these  factors  there  will 
be  fewer  incisional  hernias  that  may  need 
repair  in  the  future. 

The  cases  of  failure  in  the  initial  wound 
healing  may  be  grouped  into  two  main 
types:  1.  Failure  of  healing  in  clean  abdom- 
inal wounds;  and  2.  Failure  of  healing  in 
drained  wounds. 

It  may  be  well  to  discuss  the  main  fac- 
tors that  enter  into  the  failure  of  healing 
in  clean  wounds  first.  While  the  incidence 
of  hernias  is  not  as  great  in  this  type  as  in 
the  drained  wounds,  nevertheless  it  offers 
more  encouragement  in  prevention. 

Early  in  my  surgical  life  I had  the  op- 
portunity to  observe  wound  healing  in  dogs 
which  were  operated  upon  in  the  surgical 
laboratory  in  Columbia  University,  and  made 
sections  for  miscroscopic  examination  of 
these  wounds  at  various  times  after  opera- 
tion. I was  surprised  at  this  time  to  note 
the  amount  of  pathology  that  occurs  in  the 
neighborhood  of  a laparotomy  wound  en- 
tirely hidden  by  a normal-appearing  surface 
skin,  and  I should  like  to  review  with  you 
some  of  the  lantern  slides  of  sections  taken 
immediately  postoperative,  two  days  post- 
operative and  nine  days  postoperative.  In 
each  of  these  animals  the  skin  appeared 
normal,  except  that  in  one  case — the  second 
day  case — there  was  a slight  dehiscence  of 
the  skin  created  by  the  removal  of  the  speci- 
men for  examination.  I was  impressed  at 
that  time  and  still  am  by  the  wide  extrava- 
sation of  blood,  serum  and  cellular  elements 
far  beyond  the  confines  of  the  immediate  op- 
erative site.  Since  that  time  Harvey  and 
Whipple  and  others  have  gone  more  into  de- 
tail on  the  problems  associated  with  wound 
healing,  and  they  have  shown  very  clearly 
that  in  general  the  smaller  the  suture  ma- 
terial and  the  less  tension  created  by  the  su- 

♦Delivered  before  Omaha  Mid-West  Clinical  Society,  Omaha, 
October,  1942. 
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tures  the  more  satisfactory  the  wound  heal- 
ing. 

There  is  a lag  period  of  five  days  post- 
operative, when  edema  occurs  and  hemor- 
rhage is  being  absorbed,  where  union  is  de- 
layed. After  this  time  fibroblasts  and  active 
tissue  elements  begin  to  unite  the  wound 
firmly.  Our  sutures,  therefore,  should  be 
made  to  hold  for  eight  to  ten  days,  relying  on 
nature  for  the  remainder  of  the  time.  It 
goes  without  saying  that  meticulous  care  of 
the  incised  surfaces  is  necessary  throughout 
the  entire  operation.  If  one  assumes  that, 
no  matter  how  satisfactory  a skin  antiseptic 
one  may  have,  the  skin  is  still  dirty,  I believe 
one’s  results  will  be  more  satisfactory. 

It  is  my  impression  that  as  soon  as  the  in- 
cision is  made  towel  clips  should  be  placed  on 
the  skin  edges  so  as  to  rule  out  skin  con- 
tamination. I believe  it  is  an  error  in  tech- 
nic to  palpate  a freshly  painted  skin  with 
sterile  gloves  before  making  the  incision. 
The  gloves  may  be  contaminated  at  this  time 
and  carry  bacteria  into  the  depths  of  the 
wound. 

As  soon  as  the  peritoneum  is  opened 
laparotomy  pads  should  be  placed  over  the 
wound  edges  and  held  in  place  by  a self- 
retaining  retractor,  so  that  raw  tissue  is 
not  exposed.  The  use  of  other  retractors,  in 
order  to  expose  the  inherent  pathology, 
should  be  skillfully  applied,  so  as  not  to  trau- 
matize the  fascia  and  muscle.  Kocher  clamps 
applied  to  the  fascia — a poorly  vascularized 
structure — are  apt  to  lead  to  areas  of  ne- 
crosis and  create  a favorable  site  for  bac- 
terial growth.  We  must  assume  that  the 
air  of  no  operating  room  is  sterile  and  that 
no  wound  is  sterile,  and  that  therefore  we 
must  aid  nature  by  a non-traumatic  ap- 
proach. 

The  location  and  type  of  incision  is  a big 
factor  in  the  failure  of  wound  healing. 
Above  the  umbilicus  the  bilateral  flare  of 
the  ribs,  with  coughing  or  vomiting,  puts  a 
tremendous  strain  on  the  transversalis  fas- 
cia. If  this  fascia  be  incised  longitudinally, 
as  in  median,  paramedian,  or  rectus-splitting 
incisions,  the  sutures  in  the  peritoneum  and 
transversalis  fascia  may  readily  tear 
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through.  Therefore  in  this  part  of  the  ab- 
domen an  oblique  or  transverse  incision  is 
better  adapted  to  healing.  Below  the  um- 
bilicus the  biggest  factor  in  failure  of  wound 
healing  is  distension  and  infection.  After 
a long  period  of  time  spent  in  a follow-up 
clinic  I am  impressed  with  the  fact  that  a 
vertical  rectus-splitting  incision  is  often  fol- 
loyed  by  either  dystasia  or  hernia.  We  have 
separated  a series  of  rectus  fibers  in  the 
same  line,  cut  off  the  nerves  to  the  mesial 
portion  of  the  rectus  muscle,  and  then,  by 
placing  a layer  of  sutures  through  rectus 
muscle,  have  caused  devitalization  of  the 
muscle  fibers  within  the  bite  of  the  sutures. 
If  only  a small  amount  of  the  rectus  muscle 
is  left  on  the  mesial  side,  this  atrophies  and 
one  has  an  extremely  weak  wound  which  in 
time  is  apt  to  produce  a definite  hernia. 

Our  every  effort  should  be  to  prevent  cut- 
ting the  branches  of  the  intercostal  nerve 
supplying  the  muscles  and  in  not  traumatiz- 
ing any  longitudinal  group  of  muscles  too 
greatly. 

In  upper  abdominal  wounds  one  must  ex- 
ert every  effort  to  prevent  pulmonary  com- 
plications. This  may  mean  careful  preopera- 
tive preparation  of  the  patient,  the  avoid- 
ance of  operation  at  the  time  of  any  upper 
respiratory  infection,  re-breathing  immedi- 
ately postoperative,  and  constant  change  in 
position. 

In  order  to  prevent  distension  it  is  my 
firm  belief  that  in  clean  cases  the  sooner 
food  is  given  the  earlier  the  peristaltic  wave 
carries  along  the  intestinal  contents  and 
thereby  prevents  stagnation  of  the  intestinal 
contents,  with  fermentation  and  putrefac- 
tion. 

I believe  also  that  early  colon  irrigations, 
given  with  the  two  tubes  and  not  the  Y,  al- 
low an  early  evacuation  of  gas  and  fecal  mat- 
ter. 

Tight  abdominal  dressings  have  a ten- 
dency to  create  intestinal  stasis,  and  it 
should  be  the  duty  of  the  surgeon  to  inspect 
dressings  for  the  first  three  days  postoper- 
atively  and,  if  they  appear  tight,  to  loosen 
them  so  that  peristalsis  can  more  readily 
take  place. 

We  are  all  acquainted  with  wound  evis- 
cerations,  but  none  of  us  knows  how  many 
missed  wound  eventrations  later  develop  into 
definite  hernias.  A patient  with  a lower 


abdominal  wound,  who  has  had  moderate 
distension  and  some  serum  on  the  abdominal 
dressings,  is  a potential  eventration  case.  If 
this  wound  be  opened,  often  a loop  of  in- 
testine will  be  found  insinuating  its  way 
through  the  peritoneum.  As  it  insinuates  its 
way  there  is  an  exudation  of  serum  through 
the  muscle  planes.  When  this  wound  actual- 
ly eventrates,  and  we  are  called  upon  for  a 
secondary  repair,  it  has  always  interested  me 
to  note  that  there  is  induration  and  edema  of 
the  muscles  in  the  neighborhood  of  the  even- 
tration, so  that  one  does  not  distinctly  see 
the  various  muscle  layers  which  are  united 
with  the  plastic  exudate.  I am  calling  this 
fact  to  your  attention  now  because  I believe 
it  is  a factor  we  must  consider  when  we  at- 
tempt the  repair  of  an  incisional  hernia.  The 
process  that  created  an  incisional  hernia  is 
not  limited  to  the  immediate  vicinity  of  the 
hernia,  and  even  at  a late  date  there  is  evi- 
dence of  this  inflammatory  reaction  between 
the  subcutaneous  fat  and  the  muscle  fascia 
and  between  the  various  fascial  planes.  I 
am  convinced  that  many  cases  which  later 
develop  herniae  are  missed  eventrations  — 
that  is,  immediately  postoperative  there  oc- 
curred a separation  of  peritoneum,  and  that 
either  omentum  or  intestine  protruded  but 
that  the  outer  layers  of  fascia  and  the  skin 
did  not  give  way. 

As  time  passes  and  the  patient  leaves  the 
hospital,  the  intestine  continues  its  peristal- 
ic  insinuating  motion,  gradually  separating 
the  muscular  structures  until  it  reaches  the 
subcutaneous  fat,  where  it  then  begins  to 
extend  laterally,  as  we  all  have  seen  in  late 
and  large  incisional  herniae. 

Infected  Wounds.  Many  of  us  are  in- 
clined to  believe  that,  because  we  have  oper- 
ated on  a contaminated  intraperitoneal 
wound,  the  failure  of  wound  healing  is  due 
to  initial  contamination  and  not  to  any  fault 
of  ours.  This  may  be  true  in  part,  but  it  is 
not  always  so.  Because  we  are  operating  on 
a ruptured  gallbladder  or  a perforated  ulcer 
or  a gangrenous  appendix  we  are  often  not 
as  careful  with  our  wound  technic  as  we 
would  be  if  we  knew  no  infection  were  pres- 
ent. As  a matter  of  fact  this  should  be  the 
time  when  we  should  use  even  greater  care 
because  we  know  contamination  is  present. 
The  wound  should  be  carefully  walled  off, 
insofar  as  is  possible.  The  drains,  if  found 
to  be  necessary,  should  be  placed  in  the  part 
of  the  wound  which  is  least  likely  for  con- 
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tamination,  or  through  a separate  stab 
wound. 

Allen  and  Wallace  summarize  774  cholecys- 
tectomies where  drainage  was  instituted. 
479  of  these  had  external  drains  of  the  re- 
gion established  through  the  main  incision, 
whereas  233  cases  were  treated  by  separate 
carefully-planned  stab  wounds  for  drainage, 
with  tight  closure  of  the  main  incision.  They 
are  summarized  as  follows:  There  were  at 
least  four  times  as  many  wound  infections 
and  eight  times  as  many  incisional  hernias 
when  drainage  was  established  through  the 
main  wound  as  when  separate  wounds  were 
made  for  drainage.  There  were  eight  cases 
of  complete  wound  dehiscence  following 
drainage  through  the  main  wound,  while  no 
such  complication  occurred  in  any  case  where 
drainage  was  established  through  a stab  in- 
cision. 

In  closing  a contaminated  wound  Sumner 
Koch  has  brought  out  the  fact  that  an  in- 
fected abdominal  wound  is  no  different  than 
a potentially  infected  cutaneous  wound  that 
might  result  from  a street  accident,  and  that 
if,  after  closure  of  the  peritoneum,  we  lavage 
copiously  the  wound  with  saline  to  remove 
offending  organisms,  we  may  very  readily 
prevent  secondary  gross  contamination  of 
the  wound. 

Numerous  methods  have  been  devised  to 
prevent  wound  contamination.  In  appendi- 
citis cases,  where  we  know  we  have  had  ac- 
tive contamination,  it  is  better  often  to  leave 
the  wound  open  rather  than  to  apply  sutures 
through  the  fascia.  This  structure  is  most 
susceptible  to  infection,  and,  with  ischemia 
created  by  sutures,  infection  may  be  en- 
couraged. 

Fred  Coller,  of  Michigan,  has  suggested 
that  in  possibly  contaminated  wounds  the 
operator  may  close  the  fascia  loosely,  and 
that  skin  sutures  may  be  applied  but  not 
tied,  and  acriflavine  gauze  inserted  at  each 
end.  At  the  end  of  36  to  48  hours  the  gauze 
may  be  removed  and  the  skin  sutures  tied. 
I have  used  this  method  a number  of  times 
and  have  found  it  extremely  successful. 

I am  still  uncertain  of  the  advantage  of 
the  sulfonamide  drugs  in  relation  to  primary 
wound  healing.  There  is  no  question  in  my 
mind  that  at  times  these  drugs  should  be 
applied,  but  there  is  always  increased  serum 
after  their  use  and  sulfathiazole  is  apt  to 
cake  and  prevent  wound  healing.  I am  sure 


there  are  certain  cases,  where  a wound  has 
been  badly  contaminated,  where  the  sulfona- 
mide group  of  drugs  are  of  great  advantage, 
but  it  is  my  fear  they  will  be  used  too  often 
where  copious  irrigation  with  saline  and 
gentle  technic  would  be  more  efficacious. 

When  an  incisional  hernia  presents  itself 
we  must  realize  at  the  start  that  there  will 
be  inflammatory  reaction,  not  only  immedi- 
ately about  the  sac,  but  in  the  muscles  and 
fascia  in  its  vicinity.  I mention  this  fact 
now  because  I hope  to  prove  that  release  of 
tension  in  the  closure  of  incisional  hernia 
may  be  accomplished  by  extending  our  op- 
erative approach  well  beyond  the  areas  of 
the  original  inflammatory  reaction. 

What  are  the  main  difficulties  in  the  re- 
pair of  incisional  hernia? 

1.  A dead  space  in  the  subcutaneous  fat, 
due  to  atrophy  of  the  fat  in  the  neighbor- 
hood of  the  sac.  Incisional  herniae  are  apt 
to  occur  in  stout  people.  There  is  a definite 
subcutaneous  layer  of  fat  over  the  normal 
muscles,  but  when  one  comes  to  the  area  of 
the  sac  this  fat  is  much  thinner,  and  in 
closure  a dead  space  is  left  between  fascia 
and  skin. 

2.  Injury  to  the  intestines  on  entering 
the  sac. 

3.  Insufficient  removal  of  scar  tissue 
where  the  hernia  penetrates  the  surround- 
ing muscles  or  fascia. 

4.  The  difficulty  of  approximation  after 
the  removal  of  this  scar  tissue  without  too 
great  tension,  and  the  tendency,  due  to  this 
fear,  to  use  too  heavy  suture  material. 

5.  Abdominal  distension  and  shock  due 
to  the  increased  intra-abdominal  pressure  by 
replacing  intestines  which  have  been  accus- 
tomed to  lay  outside  the  true  abdominal 
cavity. 

It  has  been  my  fortune  to  have  to  operate 
on  a fairly  large  number  of  large  incisional 
hernias  either  at  the  Veterans  Hospital  or  at 
the  City  Hospital  in  New  York,  and  in  con- 
templating my  own  failures  and  the  failures 
of  others  I have  devised  a plan  which  is  not 
original  but  which  is  an  accumulation  of 
other  surgeons’  experiences  as  well  as  my 
own,  which  I think  simplifies  the  operative 
procedure  and  offers  better  chance  for  a 
successful  repair,  and  I should  like  to  present 
these  experiences  for  your  consideration. 
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First,  on  examining  a patient  with  in- 
cisional hernia  I have  examined  the  patient 
both  standing  and  lying  down.  I try  to  de- 
termine how  far  the  sac  extends  laterally  un- 
derneath the  skin,  because  it  is  obvious  that 
wherever  it  extends  the  fat  will  be  thinner 
than  the  normal  surrounding  fat. 


t 

Fig.  1.  Transverse  ellipse  planned  to  excise  all  atrophied 
fat  over  the  sac. 


Fig.  2.  Vertical  ellipse  planned  to  excise  all  atrophied 
fat  over  the  sac. 


I then  attempt  to  determine  whether,  if 
this  entire  fat  and  skin  is  excised,  it  will  be 
possible  to  draw  the  skin  together  at  the 
time  of  repair.  One  usually  finds  that  this 
is  possible  unless  it  is  in  a very  thin  person 
where  the  factor  of  dead  space  then  is  not 
so  important. 


fT 


Fig.  3.  Diagramatic  sketch  showing  line  of  skin  and  fat 
incision  beyond  the  sac. 

Every  incisional  hernia  of  any  size  should 
have  rest  in  bed  for  several  days  preopera- 
tively.  At  this  time  an  effort  should  be 
made  to  reduce  the  hernia  and  to  keep  it  re- 
duced by  either  abdominal  binders  or  ad- 
hesive plaster.  Even  if  the  hernia  cannot 
be  completely  reduced,  the  rest  in  bed  dimin- 
ishes the  edema  and  accustoms  the  abdom- 
inal cavity  to  a larger  amount  of  intestines 
than  it  is  used  to  having  in  it  when  the 
patient  is  up  and  about. 

At  the  time  of  operation  an  elliptical  in- 
cision is  made  in  the  area  mapped  out  pre- 
viously in  the  examination,  and  the  incision 
is  continued  downward  until  the  fascia  and 
muscle  is  reached.  No  attempt  is  made  to 
excise  at  this  time  the  skin  over  the  hernia. 
The  skin  over  the  hernia  is  then  clipped  to- 
gether in  the  median  line. 


Fig.  4 Showing  wide  incision  of  skin  and  fat.  Clamps 
applied  to  skin  over  sac  and  approach  of  sac  from  the  lateral 
margin. 

An  approach  to  the  neck  of  the  hernia  is 
made  by  approaching  it  laterally  as  in  an 
umbilical  hernia.  As  I am  speaking  of  large 
incisional  herniae,  often  multilocular,  I am 
not  going  to  discuss  here  the  type  of  opera- 
tion where  it  is  unnecessary  to  open  the 
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peritoneum  and  where  the  sac  may  be  invert- 
ed by  layers  of  overlapping  sutures.  I am 
assuming  that  the  type  I am  discussing  will 
need  opening  of  the  peritoneum  and  the  re- 
placement of  the  intestines.  When  the 


Fig.  5.  Sac  opened.  Hernia  inverted  and  adhesions  of 
intestines  separated  under  vision  by  sharp  dissection. 


Fig.  6.  Repair  of  peritoneum  and  fascia  in  separate  lay- 
ers after  dissecting  lateral  wall  beyond  the  inflammatory  re- 
action. 


wound  is  opened  laterally,  with  the  skin  still 
attached  over  its  surface,  it  is  easy,  by 
gradually  everting  the  sac,  to  dissect  free 
the  various  layers  of  adherent  intestine 
under  direct  vision.  This  is  carried  out  until 
the  entire  sac  has  been  opened  around  its 
circumference.  The  attached  skin,  fat  and 
sac  wall  are  then  removed  in  to  to.  We  have 
then  left  a hernial  ring  where  it  penetrated 
the  muscle.  Often  at  this  time  it  seems  as 
if  there  would  be  too  much  tension  to  at- 
tempt a closure  without  the  use  of  fascia  or 
some  foreign  material,  but  when  one  goes 
back  to  the  initial  concept  that  the  inflam- 
matory reaction  extends  well  lateral  to  the 
sac  neck  one  finds  that  if  one  dissects  the 
subcutaneous  fat  well  away  from  the  sur- 
face of  the  surrounding  muscles  and  fascia 
until  a normal  reaction  is  obvious  as  shown 


by  lack  of  adhesions  of  fascia  and  fat,  already 
the  sides  of  the  hernial  sac  can  be  approxi- 
mated more  readily.  The  same  process  may 
be  accomplished  by  dissecting  the  trans- 
versalis  fascia  and  peritoneum  from  the  over- 
lying  muscles.  If  the  hernia  occurs  lateral 
to  the  rectus  muscle,  as  in  a McBurney  in- 
cision, by  dissecting  the  external  oblique 
from  the  internal  oblique  until  the  adhesions 
have  ceased,  one  finds  that  the  muscle  planes 
may  then  be  drawn  together  without  ten- 
sion. A careful  anatomical  dissection,  with 
a careful  silk  technic,  without  utilizing  large 
suture  material,  will,  in  a great  majority  of 
cases,  allow  closure  then  without  undue  ten- 
sion. 

I have  been  surprised  to  see,  where  there 
has  been  a separation  of  two  to  three  inches, 
that  after  the  initial  excision  of  the  sac  these 
tissues  readily  come  together  if  the  dissec- 
tion is  continued  beyond  the  initial  inflam- 
matory zone. 

The  peritoneum  and  transversalis  fascia 
should  be  closed  with  a fine  suture  of  chro- 
mic or  silk.  It  is  better  to  make  this  an 
interrupted  than  a continuous,  so  that  if  the 
suture  should  tear  through  or  become  con- 
taminated, the  infection  does  not  continue 
along  the  entire  suture  line.  As  one  comes 
to  the  suture  of  fascia,  overlapping  is  some- 
times advisable.  If  there  is  no  tension,  it 
has  been  my  experience,  however,  that  if  the 
two  edges  can  be  approximated  with  numer- 
ous fine  sutures  without  tension,  they  can 
be  readily  united.  If,  in  our  original  incision, 
we  have  excised  all  of  the  atrophied  fat  and 

! " f nrra  ™ "11 


Fig.  7.  Subcutaneous  fat  dissected  beyond  inflammatory  re- 
action with  a two-layer  closure  in  order  to  avoid  dead  space. 

have  separated  the  fat  from  the  fascia,  it  is 
easy  then  to  draw  the  fat  together  over  the 
fascia  with  interrupted  silk.  In  this  case 
there  is  no  dead  space,  and  therefore  no 
necessity  for  drains  which  may  aid  contam- 
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ination  from  the  skin.  The  skin  may  then 
be  closed  at  the  discretion  of  the  operator 
in  whatever  method  he  is  accustomed  to, 
save  that  there  should  be  no  inversion  of  the 
skin.  I believe  that  the  interrupted  fine  silk 
Stewart  stitch  prevents  undue  tension  on  the 
skin  and  does  not  allow  of  inversion. 

I have  had  only  one  recurrence  in  a group 
of  some  twenty-odd  incisional  hernias.  This 
was  in  a man  with  a right  transverse  rectus 
incision,  where  it  was  necessary  to  put  a 
good  deal  of  tension  on  poorly  vascularized 
tissue.  There  was  considerable  elevation  of 
temperature  for  the  first  week  after  opera- 
tion, and  a moderate  cough.  His  wound  did 
not  appear  infected,  but  before  he  got  out  of 
bed  it  was  obvious  that  his  hernia  had  re- 
curred. I believe  in  this  case  the  tempera- 
ture was  due  to  necrosis  of  tissue  under  too 
great  tension,  and  while  it  did  not  suppurate 


the  tissues  separated  and  allowed  a recur- 
rence of  his  initial  hernia. 

CONCLUSIONS 

The  cure  of  incisional  hernia  must  be 
divided  into  two  stages: 

1.  The  prophylactic  stage.  In  the  initial 
operation  we  must  guard  against  rough 
handling  of  the  wound,  and  exclude  in  every 
possible  way  the  danger  of  contamination. 

2.  A method  is  described  for  the  repair 
of  incisional  hernia  which  takes  into  account 
the  factors  involved  in  the  initial  creation  of 
the  hernia  and  describes  a method  of  dissect- 
ing beyond  this  initial  inflammatory  exudate 
so  that  the  wound  edges  may  be  approximat- 
ed by  small  sutures  without  tension.  A 
method  is  described  whereby  the  fat  may  be 
closed  without  leaving  a dead  space  and  with- 
out the  need  of  drainage. 


* ❖ * 
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WHEN  Dr.  Bancroft  was  requested  to  read 
the  proofs  of  his  paper,  he  stated  that  he  did 
not  realize  it  was  to  be  published.  He  mere- 
ly tried  to  bring  out  some  practical  points 
on  the  problem  in  his  address  before  the 
Omaha  Mid-West  Clinical  Society  last  year. 
Many  of  us  enjoyed  hearing  Dr.  Bancroft. 
All  of  us  can  now  read  his  article  on  page ...308 

IT  would  be  difficult  indeed  to  think  up  a 
subject  of  greater  importance  to  the  general 
practitioner  as  well  as  the  specialist  than 
rheumatic  fever  in  childhood.  Its  successful 
prevention  would  be  a blessing  to  many  thou- 
sands in  this  state  and  millions  throughout 
the  country.  A clear  and  concise  discussion 
of  the  diagnosis  and  prevention  of  recur- 
rences of  rheumatic  fever  in  children  is  pre- 
sented by  Dr.  Hansen  of  Minneapolis.  This 
is  also  an  Omaha  Mid-West  Clinical  Society 
paper,  delivered  at  its  10th  Annual  Session. 
It  is  found  on  page 314 


LAST  month  we  presented  a discussion  on 
war  and  postwar  neuroses;  this  month  Dr. 
J.  E.  M.  Thomson  of  Lincoln  presents  a paper 
on  “Recent  Advances  in  War  Surgery.”  Read 
the  paper  after  you  have  read  Dr.  Cooper’s 
remarks  on  the  President’s  page.  Dr.  Thom- 
son’s paper  is  on  page 317 

WHO  develops  glaucoma?  How,  when, 
and  why?  What  are  the  important  factors 
in  its  diagnosis?  An  early  diagnosis  is  one 
of  the  most  important  problems  which  both 
doctor  and  patient  face,  since  delay  may 
mean  permanent  loss  of  vision.  Read  what 
Dr.  Morrison  has  to  say  on  page.. 323 

HOLDING  aces  in  a poker  game  gives  one 
a feeling  of  impending  windfall.  Few  of  us 
realize  that  in  the  diagnosis  and  care  of  the 
tuberculous  patient  the  family  physician  is 
the  one  who  holds  the  aces;  at  least  so  the 
title  goes  on  a discussion  which  you  will  find 
on  page  326 


Diagnosis  and  Prevention  of  Rheumatic 
Recrudescences  in  Children*  f 

ARILD  E.  HANSEN,  M.  D.,  Ph.  D. 

From  the  Department  of  Pediatrics 
University  of  Minnesota 
Minneapolis,  Minnesota 


The  most  common  major  pathologic  con- 
dition which  led  to  the  rejection  from  the 
armed  services  of  men  from  21  to  36  years 
of  age  was  disease  of  the  cardiovascular  sys- 
tem, as  shown  in  the  report  of  Roundtree, 
McGill  and  Folk(1>,  in  the  study  of  900,000 
rejected  selectees.  Although  defects  of  the 
teeth  and  eyes  were  more  frequently  respon- 
sible for  failure  to  pass  the  physical  exam- 
ination, these  factors  seldom  result  in  the  in- 
capacity to  perform  work.  Defects  of  the 
cardiovascular  system  were  responsible  for 
the  largest  number  of  men  who  were  dis- 
qualified for  any  military  service  by  the 
Selective  Service.  We  can  only  speculate  on 
the  number  of  subjects  who  have  been 
robbed  of  the  opportunity  to  serve  in  the 
armed  forces  because  of  rheumatic  heart  in- 
fection as  the  cause  of  this  cardiovascular 
disease.  The  fact  remains,  however,  that 
rheumatic  fever  is  one  of  the  most  common 
causes  of  death  in  children  of  school  age  in 
the  temperate  zone  and  many  more  potential 
soldiers  are  cardiac  cripples  of  various  de- 
grees because  of  this  infection.  If  the  prac- 
tice of  a physician  in  this  locality  includes 
children  and  he  does  not  observe  subjects 
with  active  rheumatic  infections,  it  may  well 
be  that  he  is  failing  to  recognize  the  disease. 

It  is  indeed,  rather  startling  that  Hed- 
ley(2>  in  a study  of  the  causes  of  death 
in  Philadelphia  in  1936  found  that  more 
deaths  resulted  from  rheumatic  fever  than 
from  whooping  cough,  measles,  meningococ- 
cic  meningitis,  diphtheria,  scarlet  fever  and 
acute  anterior  poliomyelitis  combined.  Per- 
haps the  most  characteristic  feature  of  rheu- 
matic fever  is  its  tendency  to  recur.  These 
recrudescences  manifest  themselves  in  exact- 
ly the  same  variations  as  may  be  found  to 
occur  in  the  initial  attack.  Therefore,  the 
recognition  of  the  recurrrence  must  be  made 
on  the  same  basis  as  is  used  to  make  the 
original  diagnosis.  Many  cases  are  relative- 
ly easy  to  diagnose,  whereas  others  are  dif- 
ficult. There  are  no  practical  specific  lab- 
oratory tests  upon  which  we  can  rely  to  con- 

* Assistance  in  the  preparation  of  these  materials  was  fur- 
nished by  the  personnel  of  the  Works  Projects  Administration, 
Official  Project  No.  165-1-71-440,  Subproject  No.  254. 

tRead  before  Omaha  Mid-West  Clinical  Society,  October, 
1942. 
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firm  the  diagnosis  of  rheumatic  fever,  thus, 
to  be  competent  clinicians,  it  is  necessary  for 
us  to  know  the  various  manifestations  of 
this  important  disease. 

One  approach  to  the  problem  of  differen- 
tial diagnosis  of  any  disease  is  to  know  the 
conditions  in  which  the  manifestations  are 
such  that  they  may  simulate  the  disorder 
under  consideration.  A few  years  ago,  I un- 
dertook to  consult  various  textbooks  and 
periodicals  in  order  to  determine  which  dis- 
orders are  to  be  considered  in  the  differen- 
tial diagnosis  of  rheumatic  fever.  As  re- 
ported in  the  Nebraska  State  Medical  Journal 
in  1941{3>,  some  50  disorders  were  found  in 
which  manifestations  were  such  that  they 
could  be  taken  into  consideration  in  the  dif- 
ferential diagnosis  of  rheumatic  fever.  Ob- 
viously, the  magnitude  of  these  alone  is  suf- 
ficient to  confuse  rather  than  clarify  diag- 
nosis. About  the  same  time  it  appeared  that 
some  useful  information  as  regards  the  diag- 
nosis of  rheumatic  fever  might  be  gained  by 
a study  of  the  diagnosis  made  by  physicians 
referring  rheumatic  subjects  to  the  Univer- 
sity of  Minnesota  Hospitals.  To  gain  admis- 
sion to  this  hospital,  it  is  necessary  for  the 
patient  to  be  referred  by  a physician  and  to 
obtain  a statement  from  him  regarding  the 
reason  for  the  referral.  The  case  records  of 
271  children  who  were  admitted  to  the  out- 
patient cardiac  clinic  and  the  hospital  serv- 
ice of  the  Department  of  Pediatrics,  of  the 
University  of  Minnesota  from  1928  to  1942, 
were  studied.  There  was  essential  agree- 
ment in  the  diagnosis  in  about  two-thirds  of 
the  cases,  however,  the  conditions  which  ap- 
peared to  cause  confusion  in  diagnosis  in  the 
other  cases  will  be  referred  to  in  brief.*  It 
is  with  the  hope  that  these  data  will  serve 
to  strengthen  our  diagnostic  acumen  that 
they  are  presented  in  the  following  outline. 

I.  Abdominal  pain.  On  19  occasions  this 
symptom  was  sufficiently  prominent  to  cause 
the  diagnosis  of  appendicitis  to  be  made  or 
strongly  suspected.  It  is  indeed  embarrassing 
to  remove  an  appendix  only  to  have  the  pa- 
tient show  other  signs  of  rheumatic  infection 


♦Detailed  report  in  J.  A.  M.  A.  121 :987-991,  March  27,  1943. 
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which  necessitates  prolonged  hospitalization. 
This  has  occurred  a number  of  times  in  our 
service.  It  appears  that  the  rule  to  follow 
is  to  advise  an  appendectomy  if  the  findings 
suggest  acute  appendicitis,  however,  it  is 
well  to  examine  and  question  for  evidences 
of  rheumatic  infection  in  children  of  school 
age  having  abdominal  pain. 

II.  Pain  in  extremities.  Acute  osteo- 
myelitis and  acute  anterior  poliomyelitis 
were  given  as  the  diagnosis  on  three  and 
four  occasions  respectively.  In  others,  these 
conditions  were  suspected  and  careful  study 
of  the  case  histories  revealed  that  these  con- 
ditions were  diagnosed  earlier  in  the  course 
of  the  disease  on  a number  of  occasions.  Re- 
cently, at  both  the  Minneapolis  General  Hos- 
pital and  the  University  Hospital,  a number 
of  children  have  been  sent  in  with  the  diag- 
nosis of  infantile  paralysis  only  to  find  that 
rheumatic  fever  was  causing  the  symptoms. 
This  is  undoubtedly  due  to  the  desire  for 
early  treatment  of  poliomyelitis  by  the  Sister 
Kenny  method.  The  contrary  situation  also 
holds  that  cases  of  acute  osteomyelitis  and 
acute  anterior  poliomyelitis  may  be  believed 
to  be  a suffering  from  acute  rheumatic  fever 
rather  than  the  above  diseases.  We  have  ob- 
served this  to  occur  a number  of  times. 

III.  Presence  of  albumen  and  red  blood 
cells  in  the  urine.  It  is  well  known  that  these 
findings  occasionally  are  present  in  rheuma- 
tic fever  and  on  three  occasions  the  diagnosis 
was  given  as  acute  nephritis. 

IV.  Erythematous  and  purpuric  skin 
eruptions.  If  one  encounters  eruptions  of 
this  type,  evidences  of  rheumatic  infection 
should  be  carefully  sought.  The  skin  mani- 
festations were  sufficiently  prominent  in 
three  cases  to  cause  the  diagnoses  of  allergic 
dermatitis,  Rocky  Mountain  spotted  fever 
and  symptomatic  purpura  to  be  made. 

V.  Acute  rather  fulminating  infections. 
In  those  cases  having  carditis  with  evidences 
of  a severe  infection  without  joint  symp- 
toms, the  diagnosis  may  be  rather  obscure. 
Study  of  the  case  records  of  many  children 
show  that  the  diagnosis  of  “flu”  was  made 
early  in  the  course  of  the  disease.  Pneu- 
monia and  some  type  of  sepsis  were  diag- 
nosed in  several  instances.  It  is  rather  im- 
portant to  note  that  the  diagnosis  of  sub- 
acute bacterial  endocarditis  was  made  in  6 
children,  none  of  whom  were  suffering  from 
this  condition.  Although  subacute  bacterial 
endocarditis  is  a common  sequella  of  rheu- 


matic fever  it  is  rather  rare  that  this  de- 
velops in  subjects  of  the  pediatric  age  group. 
Of  the  32  children  who  died  while  in  the 
pediatric  service,  but  one  had  this  complica- 
tion. By  far  most  of  those  that  die  during 
the  childhood  period  succumb  with  cardiac 
decompensation  as  part  of  an  acute  carditis. 

VI.  Evidence  of  low  grade  infection  and 
miscellaneous  diagnosis.  It  is  well  to  bear 
in  mind  that  an  active  rheumatic  infection 
may  manifest  itself  in  a mild  manner.  “Low 
grade  fever  of  undetermined  origin “an- 
emia, poor  heart,  infection;”  “old  sinusitis;” 
“epistaxis ;”  “cervical  myositis ;”  “irritable 
and  restless;”  “possible  deficiency  disease,” 
and  “possible  psychiatric  case,”  were  men- 
tioned in  the  statements  of  the  referring 
physician.  Only  three  cases  were  sent  in 
with  the  diagnosis  of  congenital  heart  dis- 
ease, and  only  one  of  these  had  combined 
congenital  cardiac  defect  and  rheumatic  fev- 
er. 

VII.  Chorea  minor.  This  condition  was 
diagnosed  correctly  in  a high  percentage  of 
cases  (74  out  of  96).  The  diagnosis  was 
missed  in  those  cases  which  were  mild, 
“nervousness”  being  mentioned  in  several  of 
these  cases.  A school  age  child  having  dys- 
tonia, muscular  weakness,  and  emotional  up- 
sets or  personality  changes  should  be  tested 
by  means  of  finer  tests.  Such  a procedure  as 
this  is  used  routinely  in  our  clinic:  Placing 
the  patients  hands  upon  those  of  the  ex- 
aminer, asking  the  patient  to  hold  his  tongue 
between  the  lips  without  biting,  then  to  sit 
quietly  for  several  moments.  Evidences  of 
disturbance  in  muscle  tone  can  be  readily 
detected  in  this  way,  and  muscle  weakness 
can  be  elicited  by  asking  the  patient  to  grasp 
the  fingers  of  the  examiner  and  to  squeeze 
them  firmly  but  steadily.  Inquiry  into  the 
emotional  status  may  give  valuable  evidence 
in  the  diagnosis  of  St.  Vitus  Dance. 

The  greatest  aid  in  making  the  diagnosis 
of  a rheumatic  recrudescence  is  the  knowl- 
edge of  a previous  rheumatic  episode.  How- 
ever, in  detecting  a rheumatic  recurrence,  as 
well  as  in  making  the  diagnosis  of  the  initial 
attack,  it  is  necessary  for  the  physician  to 
be  acquainted  with  the  various  manifesta- 
tions of  the  disease.  The  knowledge  that  the 
hereditary  factors  in  this  disease  are  of  im- 
portance may  be  helpful  on  many  occasions. 

Of  special  interest  in  the  past  few  years, 
has  been  the  method  used  to  attempt  to  pre- 
vent the  occurrence  of  rheumatic  recrudes- 
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ences.  Sulfonamide  drugs  have  been  used  in 
this  capacity,  as  first  reported  by  Coburn 
and  Moore(4>,  and  Thomas  and  France(5). 
No  extensive  studies  have  been  made  where- 
in both  the  sulfonamide  treated  subjects  and 
the  control  cases  were  entirely  in  children. 
Therefore,  Hansen,  Platou  and  Dwan(6),  four 
years  ago,  resumed  the  work  of  Dr.  Paul 
Dwan  and  myself,  which  was  discontinued 
because  of  the  fear  of  possibly  producing 
toxic  effects  with  this  then  new  drug.  Fifty- 
three  children,  quiesent  from  previous  rheu- 
matic infections,  were  given  on  the  average 
of  0.67  gm.  (grains  X)  sulfanilamide  twice 
daily  from  October  into  June  for  a total  of 
78  season  cases.  But  two  rheumatic  flare- 
ups  were  observed  during  the  four-year 
study  and  one  of  these  developed  six  days 
after  the  use  of  the  drug  was  instituted.  It 
appears  now  that  the  protective  action  of  the 
sulfonamides  does  not  begin  until  the  drug 
has  been  used  for  a period  of  about  2 weeks. 
On  the  other  hand,  17  of  the  32  control  sub- 
jects. studied  for  46  season  cases,  developed 
a total  of  21  rheumatic  recurrences  during 
the  same  interval.  Eight  of  these  attacks 
were  moderately  severe,  7 mild,  and  in  6 
chorea  developed.  The  sulfonamide  treated 
subjects  seemed  favorably  affected  as  re- 
gards the  trends  in  degree  of  cardiac  in- 
volvement, heart  size  and  functional  classi- 
fication. The  treated  children  gained  as 
well  as  the  control  subjects  and  from  a clin- 
ical viewpoint  seemed  to  be  in  better  gen- 
eral condition.  Toxic  manifestations  of  the 
drug  were  few  and  mild.  No  differences 
were  found  in  the  level  of  hemoglobin  in  the 
two  groups.  The  erythrocyte  sedimentation 
rates  tended  to  be  lower  in  the  treated  group. 
During  the  fourth  year,  one  patient  devel- 
oped a leukopenia  while  receiving  sulfathia- 
zole.  Sulfadiazene  had  been  used  earlier  and 
was  well  tolerated,  but  because  of  the  great 
expense  of  this  drug  a change  was  made. 
The  leukocytes  dropped  to  1700  with  12  per 
cent  PMN’s.  The  patient  was  hospitalized 
for  a few  days  and  several  small  transfusions 
were  given.  She  was  asymptomatic,  but  the 
drug  was  stopped.  Three  months  later  this 
now  17  year  old  girl  became  very  ill  and 
streptococci  viridans  were  obtained  on  blood 
culture.  It  would  be  impossible  to  say  wheth- 
er or  not  the  continuous  use  of  the  drug 
would  have  prevented  the  development  of 
subacute  bacterial  endocarditis.  Thomas, 
France  and  Reichsman(8)  had  4 deaths  in 
their  control  group  of  patients,  and  2 of  these 
died  from  subacute  bacterial  endocarditis. 


There  were  no  deaths  in  their  sulfanilamide- 
treated  patients. 

Of  course,  we  realized  that  the  number  of 
cases  was  relatively  small,  so  we  combined 
the  experience  of  various  authors  in  this 
field.  In  the  control  groups  of  the  vari- 
ous authors — Coburn  and  Moore<7> ; Thomas, 
France  and  Reichsman<8) ; Stowell  and  But- 
ton^) ; and  Hansen,  Platou  and  Dwan(6),  in 
a total  experience  of  356  season-cases,  77 
rheumatic  recrudescences  were  observed.  In 
striking  contrast  we  found  that  in  the  sul- 
fonamide-treated group  comprising  352  sea- 
son-cases, but  6 recrudescences  were  ob- 
served. 

Recently,  Coburn  and  Moore ( 10  > have  re- 
ported on  another  phase  of  prevention  of 
rheumatic  fever.  Forty-seven  young  rheu- 
matic subjects  were  given  4 to  6 gm.  sodium 
salicylate  daily  when  they  were  afflicted 
with  upper  respiratory  infections,  and  if  the 
throat  culture  contained  hemolytic  strepto- 
coccus Group  A,  the  drug  was  continued  for 
4 weeks.  Only  one  of  these  developed  rheu- 
matic fever.  One  hundred  and  thirty-nine 
patients  in  this  series  were  untreated,  57  of 
whom  developed  rheumatic  fever.  This  in- 
teresting lead  deserves  further  study  to  de- 
termine the  practical  value  of  this  type  of 
prophylaxis. 

The  fact  that  rheumatic  fever  varies  in  its 
geographical  distribution  is  significant  and 
perhaps  the  ideal  measure  would  be  to  move 
patients  who  have  rheumatic  infections  to 
those  areas  where  this  disease  does  not  exist. 
As  a practical  procedure,  however,  this  is 
impossible  in  most  instances.  Special  efforts 
should  be  made  to  maintain  these  subjects 
on  a nutritious  regimen  and  to  keep  them  as 
free  as  possible  from  respiratory  infections. 
The  tonsils  should  be  removed  only  if  some 
indication  for  so  doing  exists  that  is  inde- 
pendent of  the  rheumatic  infection  itself. 
When  tonsilectomy  is  advised,  one  of  the  sul- 
fonamides should  be  given  prophylactically. 
Other  foci  of  infection  such  as  may  occur  in 
the  teeth  and  sinuses  should  be  eradicated. 
As  regards  the  prevention  of  an  active  flare- 
up  of  the  disease  we  have  a tool  in  the  sul- 
fonamides which  has  indications  of  being  of 
value.  The  physician  who  undertakes  to  use 
this  chemical  agent  should  keep  the  patient 
under  his  observation  at  all  times. 

(References  in  Reprints) 


Recent  Advances  in  War  Surgery 

JAMES  E.  M.  THOMSON,  M.  D.,  F.  A.  C.  S. 
Lincoln,  Nebraska 


War  is  a stimulating  influence  to  the  prog- 
ress of  civilization.  It  awakens  the  intuitive 
processes  of  self  perservation.  It  prompts 
inventive  genius  and  creative  endeavor  in  all 
fields  of  activity.  Though  terrifying  in  its 
scope,  much  of  this  ultimately  leads  to  a bet- 
ter world  to  live  in,  particularly  if  we  win,  we 
hope. 

Medicine  and  surgery  have  always  prof- 
ited by  war.  Mass  murder,  mayhem,  and 
migration,  or  man  living  under  unaccustomed 
environment,  present  problems  of  a public 
health  and  of  an  emergency  nature  not  seen 
in  peaceful  times.  The  net  result  is  that  to- 
day’s war  surgeon  finds  himself  confronted 
with  situations  totally  foreign  to  his  civil 
practice,  and  entirely  different  from  those 
met  in  World  War  I.  With  these  new  ex- 
periences, methods  and  procedures  are  being 
evolved  which  become,  after  frequently  re- 
peated trial,  sound  principles  of  medical  prac- 
tice that  are  recognized  advances  in  treat- 
ment, which  will  subsequently  become  useful 
in  the  sphere  of  civilian  medicine. 

This  war  differs  tremendously  from  any 
previous  conflict,  in  that  no  one,  soldier  or 
civilian,  is  immune  to  the  possibilities  of  its 
ravaging  effects.  The  terrific  devastation  is 
marked  by  two  main  factors:  one,  the  swift- 
ness of  attack,  which  allows  rapidly  moving 
armored  machines  supported  by  air  activities 
to  wipe  out  interior  enemy  positions ; two,  the 
carrying  of  death  and  destruction  by  air  at- 
tacks to  civilian  industrial  areas  which  fur- 
nish support  and  supplies  to  the  enemy 
forces.  One  might  add  a third  factor,  which 
is,  the  demoralizing  effect  of  the  two  previ- 
ous processes  on  an  enemy.  We  hope,  how- 
ever, from  the  United  Nations  standpoint 
that  this  danger  is  past  for  us. 

Let  us  consider  just  what  happens  from 
a medical  standpoint  in  this  conflict,  so  that 
we  may  have  a better  concept  of  the  prob- 
lems and  advances  that  have  been  made.  My 
version  of  all  this  I realize  is  second  hand, 
and  is  based  on  gleanings  recently  assembled 
at  the  last  meeting  of  the  American  Academy 
of  Orthopedic  Surgeons,  which  had  as  their 
guests  many  medical  men  from  all  branches 
of  the  military  service  who  had  participated 
in  some  phase  of  this  conflict;  from  conver- 
sations with  Brig.  Gen.  Rowley  Bristow, 
Chief  Consultant  of  the  Orthopedic  Service 


of  the  Royal  Army  Medical  Corps;  and  from 
the  current  literature.  The  research  in- 
formation comes  from  the  tremendous  re- 
search projects  in  medicine  performed  under 
the  auspices  of  the  National  Research  Coun- 
cil, and  other  foundations  and  agencies. 

A medical  man  with  combat  troops  has  a 
challenging  assignment.  He  is  always  on  the 
alert.  He  must  be  as  daring,  as  brave  and 
as  considerate  as  any  man  in  the  outfit.  He 
must  listen  to  all  of  the  mental  and  physical 
complaints  of  his  men.  He  is  responsible  for 
the  health,  and  the  wellbeing  of  the  officers 
and  men  in  his  command.  He  takes  the  brunt 
of  all  unpleasantness  when  in  the  field. 
Nothing  is  too  trival  that  may  impair  a sol- 
dier’s activity.  A small  blister  on  the  foot 
may  look  like  nothing,  but  unless  taken  care 
of  more  than  an  hour  or  more  of  marching 
with  equipment  will  lay  a soldier  up  for 
weeks.  A single  drink  of  polluted  water, 
hours  of  exposure  without  food  or  rest  and 
infection  might  be  as  deadly  as  an  attack 
by  dive  bombers.  At  battle  a battalion  aid 
station  is  set  up  as  close  as  possible  to  the 
engagement.  Corps  men  go  out  singly,  lo- 
cate a wounded  soldier,  survey  his  possibili- 
ties, inspect  his  wounds  and  apply  compres- 
sion if  necessary  to  stop  bleeding;  if  a tour- 
niquet is  necessary  to  stop  bleeding;  if  a 
tourniquet  is  necessary  the  time  that  it  is 
applied,  as  well  as  the  amount  of  morphine 
given  is  noted  on  his  tag.  Sterile  dressings  are 
applied.  In  some  places  sulfanilamide  is  giv- 
en. Then  a little  strip  of  white  cloth  stuck 
on  a stick  is  placed  near  the  wounded  to  at- 
tract attention.  Next,  the  stretcher  teams 
come  out  to  gather  in  the  wounded.  Here,  as 
in  the  last  war,  the  Thomas  splint  is  applied 
to  all  severe  extremity  injuries.  They  are 
covered  with  blankets,  if  they  are  available, 
to  keep  them  warm,  and  carried  to  the  first 
aid  station.  The  service  here  is  of  a limited 
nature.  It  consists  of: 

1.  Combating  hemorrhage  by  means  of 
pressure  dressing  or  tourniquet. 

2.  Combating  shock,  by  use  of  traction 
splints,  fluids  and  morphine.  Plasma  is  often 
available  even  at  this  front  line  position. 

3.  Combating  infection,  sulfanilamide 
dressings  and  so  forth. 

From  this  forward  position  casualties  are 
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moved  back  by  ambulances,  trucks  and  other 
available  rolling  equipment  that  is  going  to- 
wards the  mobile  dressing  station  or  field 
hospital.  These  are  equipped  with  mobile 
operating  rooms,  tentage,  beds,  sterilizing 
equipment,  heating  units,  electrical  gener- 
ators, water  tanks  and  so  forth.  It  is  here 
that  surgical  operating  teams,  specialists  and 
nurses  are  prepared  to  take  care  of  a couple 
of  hundred  casualties  if  necessary. 

In  the  African  campaign  the  action  has 
been  so  rapid  that  staggered  movement  of 
these  mobile  units  has  been  necessary.  In 
other  words,  as  soon  as  they  can  evacuate 
their  wounded,  the  whole  or  part  of  the  unit 
moves  forward  to  set  up  in  advance  area.  Im- 
mediately on  arriving  at  the  hospital  the 
wounded  are  prepared  for  what  is  termed 
“wound  toilet.”  Their  physical  condition  is 
surveyed,  and  those  found  ready  for  surgery 
are  first  “toileted.”  Those  severely  wounded 
needing  stimulation  and  shock  treatment  are 
carefully  prepared  for  future  care.  In  other 
words,  surgery  is  placed  on  somewhat  of  an 
economic  basis.  The  first  to  get  attention 
are  those  who  need  emergency  measures  to 
save  their  life;  second,  those  with  minor  in- 
juries who  will  shortly  be  allowed  to  return 
to  duty;  third,  those  casualties  that  have  a 
good  chance  to  become  useful  citizens  on 
ultimately  returning  to  duty;  fourth,  those 
who  have  a chance  to  live  by  being  given 
surgical  attention;  and  lastly,  those  who  are 
likely  to  die  are  given  all  of  the  help  pos- 
sible and  made  as  comfortable  as  they  can 
be. 

In  the  African  campaign  the  “wound  toi- 
let” is  as  follows:  for  example  we  will  take 
a fracture  of  the  lower  extremity. 

1.  Traction  is  maintained  during  the  op- 
erative procedure. 

2.  The  area  injured  is  cleaned  by  scrub- 
bing with  soap  and  water. 

3.  If  possible  not  more  than  one-eighth 
of  an  inch  of  the  damaged  skin  edge  is  re- 
moved. The  importance  of  conserving  the 
skin  is  vital. 

4.  All  dead  devitalized  muscle  and  for- 
eign material  is  taken  out  by  sharp  dissec- 
tion. Vessels,  nerves  and  tendons  are  pro- 
tected. 

5.  The  wound  is  dusted  with  sulfanila- 
mide. 

6.  A vaseline  gauze  dressing  is  placed 


over  the  wound,  not  a pack.  Sterile  dress- 
ings are  placed  over  this. 

7.  A skin  tight  cast  is  applied  from  the 
groin  to  the  toes  with  the  leg  extended,  and 
the  feet  at  a right  angle.  Traction  straps 
that  have  been  previously  applied  to  the  leg 
are  left  out  of  the  cast  at  the  ankle.  The 
cast  is  immediately  split  from  end  to  end 
to  allow  for  swelling. 

8.  A Thomas  splint  is  applied  over  the 
cast,  the  traction  straps  tied  over  the  end  of 
the  splint,  and  traction  reestablished  in  this 
way.  The  space  between  the  cast  and  the 
splint  is  padded,  and  over  this  is  applied 
plaster  of  Paris  bandages  which  solidify  the 
extremity  cast  and  splint  into  a single  sup- 
port. This  is  called  a “Tobruk  Cast”  be- 
cause this  method  originated  in  that  area.  In 
the  “Tobruk  Cast”  the  patient  is  ready  for 
his  long  trip  over  the  rough  terrain  or  des- 
ert wastes  to  some  base  hospital,  or  to  an  air 
field,  or  sea  port  for  evacuation  to  hospitals 
in  England  or  in  the  States,  or  in  other  Al- 
lied colonies  that  have  available  hospital 
establishment. 

Chest  wounds,  after  being  cleaned  up,  are 
covered  with  heavy  padding  which  is  tightly 
strapped  down.  The  head  injuries  are  oper- 
ated early,  and  both  of  these  groups  stand 
evacuation  equally  well.  Apparently  the 
stumbling  block  to  the  fast  moving  program 
of  the  mobile  operating  hospitals  are  the  ab- 
dominal injuries;  as  those  who  have  resec- 
tions of  the  gut,  must  be  kept  quiet  for  five 
or  six  days  because  they  do  not  tolerate  mov- 
ing prior  to  this  time. 

As  the  Marines  make  shore  landings  on 
enemy  soil  in  barges,  they  are  followed  im- 
mediately by  the  medical  corps  supply 
groups.  Tightly  sealed  cartons  carry  the  en- 
tire regimental  medical  equipment,  dry  and 
sterile,  to  these  shore  first  aid  stations. 
Such  supplies  include  splints,  tentage,  dress- 
ings, and  surgical  instruments. 

In  the  Pacific  fleet  action  because  the  sea 
is  clean  (saline  solution)  the  ships  are  spick 
and  span,  the  sailors  bathe  daily,  and  the 
actions  do  not  last  longer  than  minutes  or 
hours,  the  casualties  are  given  treatment  at 
the  battle  aid  station  on  board  the  ship  with- 
in a few  minutes  after  they  occur.  There 
is  not  the  danger  of  infection  and  contamina- 
tion. The  best  results  of  the  war  are  found 
in  this  group  of  casualties.  On  the  other 
hand,  in  the  case  of  a Marine  on  a beach  who 
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has  been  sleeping  in  the  same  clothes  for 
days,  worn  and  tired,  and  perhaps  has 
malaria,  is  dirty  and  often  not  picked  up  for 
hours  and  days  after  injury,  the  percentage 
of  infection  is  much  higher.  The  same  would 
apply  to  the  Army  forces. 

Particular  praise  has  been  manifest  for 
the  medical  para-troopers,  who  will  drop 
from  low  altitudes  into  isolated  spots  where 
casualties  have  been  heavy  and  where  it  has 
been  difficult  to  bring  medical  aid.  So  much 
for  field  combat  medical  activity. 

BLAST  COMPRESSION  INJURIES 

We  realize  that  thousands  met  injury  and 
death  in  World  War  I,  due  to  blast  compres- 
sion injuries.  But  in  this  total  war,  this  type 
of  injury  has  come  into  major  prominence, 
and  might  be  called  total  injury  due  particu- 
larly to  the  air  attack  on  civilian  centers  and 
naval  units. 

The  usual  technique  of  an  air  raid  is  to 
send  a wave  of  bombers  over  an  objective 
dropping  tons  of  explosives.  Each  large 
bomb  will  break  windows,  doors,  and  crumble 
walls  for  blocks  away,  scatter  debris,  and 
start  fires.  This  makes  it  possible  for  lighter 
planes  to  sweep  in  with  tons  of  incendiary 
bombs,  and  increase  the  flame.  Then  an- 
other wave  of  heavy  bombers  come  in  and 
have  better  targets  to  site  for,  and  so  on, 
wave  after  wave.  With  this  technique  which 
is  followed  on  sea  and  on  land,  a fire  becomes 
even  more  devastating  than  the  bombing. 
The  blast  injuries  are  terrific,  and  as  the 
fire  spreads  its  terror  even  more  tragic 
casualties  occur  due  to  burns.  Block  buster 
bombs  kill  many  without  leaving  a scratch 
on  their  bodies.  The  acme  of  an  early  plains- 
man’s marksmanship  was  to  be  able  to  kill  an 
animal  by  “creasing”  him.  That  is  shoot 
close  to  the  back  of  the  head,  and  merely 
leave  a red  streak  in  the  skin.  In  those  days, 
some  said  the  animal  was  scared  to  death, 
but  actually  it  suffered  blast  compression. 

The  effect  of  blast  in  water  has  long  been 
recognized.  An  explosion  of  dynamite  in  a 
river  will  bring  fish  nearby  to  the  surface. 
Bernal  has  shown  that  the  effect  of  the  ex- 
plosive waves  varies  with  the  density,  and 
elasticity  of  the  media  through  which  it 
passes.  Air  has  a low  density  and  high 
elasticity,  therefore,  the  waves  travel  at 
high  speed.  On  the  other  hand,  water  has  a 
high  density  and  low  elasticity,  therefore, 
the  speed  of  the  explosive  wave  is  slowed 


down.  The  rapidly  detonating  explosive  is 
more  effective  in  air,  because  the  pressure 
is  decimated  faster  than  it  is  built  up,  while 
the  low  detonating  explosive  is  more  effec- 
tive in  water.  Dr.  Friedell,  in  his  experi- 
ments at  Pearl  Harbor  concluded  that  the 
cause  and  nature  of  a blast  injury  was  de- 
termined by: 

1.  The  nature  of  the  explosive  force. 

2.  The  media  through  which  the  force 
is  transcended. 

3.  The  distance  of  the  animal  from  the 
explosion. 

Commander  Pugh,  of  the  Naval  Hospital 
in  Pearl  Harbor,  found  that  those  who  were 
subjected  to  blast  from  the  air,  suffered 
hemorrhages  in  the  lung,  small  hemorrhages 
in  the  bowels,  but  had  no  perforations  in 
the  bowels,  while  those  who  were  subjected 
to  blast  while  swimming  in  the  water  had 
perforations  of  the  bowels,  stomach,  and  rup- 
tures of  the  spleen,  liver,  kidneys.  Many  of 
these  patients  were  able  to  walk  to  the  hos- 
pital, but  symptoms  developed  that  were  all 
out  of  proportion  with  the  evidence  of  injury 
on  the  patient’s  body.  Blast  injuries  of  the 
head  are  characterized  by  two  distinct  symp- 
toms; those  with  a psychogenic  syndrone, 
shell  shock;  and  those  with  organic  injury 
of  the  brain,  concussion  shock ; or  a combina- 
tion of  the  two.  Shell  shock  patients  are  ap- 
prehensive, intropressive,  sleep  poorly,  have 
wild  fantastic  dreams,  and  usually  lose 
weight.  While  those  with  organic  concus- 
sion of  the  brain  are  lethargic,  cerebrate 
slowly,  are  indifferent,  disinterested,  not  ap- 
prehensive, tend  to  sleep  a great  deal,  and 
eat  much  more  than  they  should,  and  usual- 
ly gain  weight.  Both  of  these  are  tragic 
pictures.  However,  with  prolonged  care  and 
rest  they  usually  improve. 

Chest  and  abdominal  injuries  are  evident 
in  the  form  of  rupture  of  the  lung  alveoli, 
hemorrhage,  and  often  multiple  ruptures  of 
the  gut,  which  cause  infection  and  gangrene. 
These  ruptures  of  the  abdominal  organs  are 
treated  surgically,  and  as  a result  many  are 
saved.  The  shock  is  often  profound.  Many 
of  these  compression  injuries  that  occurred 
in  water  had  fractures  of  the  accessory 
processes  of  the  spinal  column.  Calcaneal 
fractures  were  rather  common  due  to  the 
explosive  pressure  on  the  deck  of  vessels, 
similar  to  those  seen  among  passengers  in 
an  elevator  fall. 
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Next  in  importance  are  the  burns  that 
occur  at  the  same  time  as  the  blast  com- 
pression injuries.  The  best  authorities  agree 
that  each  burn  patient  requires  individual 
consideration,  and  that  no  fixed  routine  of 
treatment  can  be  outlined.  There  are,  how- 
ever, certain  general  principles  of  therapy 
that  should  be  adhered  to.  The  early  recog- 
nition of  constitutional  changes  is  of  primary 
importance,  and  measures  must  be  taken  to 
combat  the  effects  of  altered  physiological 
processes.  Standard  surgical  procedures 
must  be  adhered  to  in  all  of  the  early  care 
of  the  lesion.  The  basic  treatment  must  be 
directed  toward  the  prevention  of  the  two 
most  important  complications,  shock  and  in- 
fection. Greasy  substances  as  a first  aid 
measure  are  condemned.  Recent  experiences 
have  demonstrated  the  value  of  a soluble 
jelly  containing  10%  tannic  acid  and  5%  sul- 
fadaizine.  This  preparation,  generally 
spread  over  the  area  of  the  burn,  tends  to 
minimize  infection.  Due  to  the  damage  of 
the  end  capillaries  it  has  been  found  that  in 
severe  burns  of  the  third  degree  type,  cover- 
ing 20%  to  40%  of  the  body  surface,  fully 
half  of  the  total  plasma  protein  may  escape 
from  the  vascular  tree  within  eight  or  twelve 
hours  and  cause  a condition  of  secondary 
shock.  Aitken,  in  speaking  of  the  evacua- 
tion of  burn  cases  from  Dunkirk,  stated 
that  fully  60%  of  the  deaths  occurred  during 
this  period  from  loss  of  plasma  and  secondary 
shock.  Therefore,  the  generous  intravenous 
use  of  blood  plasma  is  essential.  Wilson, 
Rowley,  and  Gray  draw  our  attention  to  the 
value  of  suprarenal  cortex  in  not  only  com- 
bating the  shock,  but  in  reducing  the  amount 
of  plasma  required  to  restore  the  normal  cir- 
culation. The  paraffin  spray  method  of 
treating  the  local  burn  area  has  been  advo- 
cated because  of  the  simplicity  of  the  meth- 
od and  the  protection  it  gives  to  the  tissues. 
Early  plastic  covering  of  the  denuded  areas 
by  skin  grafting  has  been  a tremendous  fac- 
tor in  shortening  the  convalescence  and  pre- 
venting exhaustion  and  infection. 

Perhaps  the  greatest  contribution  to  medi- 
cine in  this  war  is  the  better  understanding 
of  shock,  particularly  the  blood  and  circula- 
tory changes  that  occur  which  influence  the 
possibility  of  life  or  death  to  the  injured 
person.  Shock  is  characterized  clinically  by 
syncope  with  attendant  unconsciousness, 
pallor,  sweating,  shallow  respiration,  low 
pulse,  low  blood  pressure,  cold  skin,  and  some- 
times the  loss  of  reflexes.  All  are  manifesta- 


tions in  part  of  an  overstimulated  nervous 
system.  The  blood  vessels  are  in  constric- 
tion, the  heart  is  empty  and  contracted, 
changes  have  occurred  in  the  body  fluids 
with  hemoconcentration  in  the  peripheral 
vessels,  and  alterations  occur  in  the  spinal 
fluid.  The  importance  of  heat,  fluids,  pre- 
vention of  pain,  elevation  of  the  extremities, 
in  the  prevention  of  shock  have  long  been 
recognized.  Now  simple  laboratory  tech- 
niques have  been  developed  which  tell  just 
exactly  what  intravenous  fluid  substance 
will  give  the  best  physical  response.  The  use 
of  the  extract  of  the  suprarenal  gland  tends 
to  restore  blood  volume,  relieves  the  hemo- 
concentration, raises  the  blood  pressure,  in- 
creases the  alkaline  reserve,  and  restores 
kidney  function,  which  in  turn  increases  the 
excretion  of  potassium  and  ammonia  and  the 
retention  of  sodium  and  chloride.  The  re- 
verse of  these  processes  will  lead  to  shock. 
The  greatest  boon  to  the  treatment  of  shock 
has  been  the  building  up  of  blood  banks  and 
our  ability  to  use  dry  and  fluid  plasma  in 
the  front  line  treatment  of  our  casualties. 
Even  substitutes  are  attaining  promise  of 
usefulness,  such  as  beef  plasma,  pectin  and 
other  substances. 

The  treatment  of  shock  in  general  consists 
of: 

1.  Artificial  respiration,  oxygen,  loosen- 
ing of  tight  clothing. 

2.  Stimulation  of  the  nasal  mucus  mem- 
branes by  errhine. 

3.  Support  of  circulation  by  posture, 
massage  of  limbs  towards  the  body,  adminis- 
tration of  fluids,  saline,  serum  plasma,  supra 
renal  extract  to  relax  spastic  vessels  and 
hemo  dilation. 

4.  Control  of  pain. 

5.  Prevention  of  further  damage,  pre- 
vention of  hemorrhage,  splinting,  warmth. 

6.  In  absence  of  damage  to  gastrointest- 
inal tract  warm  fluids  by  mouth. 

THE  SULFONAMIDE  GROUP 

Some  twelve  hundred  sulfonamide  com- 
pounds have  been  synthesized,  but  according 
to  Dr.  Champ  Lyons,  of  Harvard,  it  would 
seem  likely  that  the  bacteriostatic  action 
achieved  by  sulfathiazole  and  sulfadiazine 
will  not  be  bettered.  The  general  toxicity  of 
sulfathiazole  and  the  urinary  complications 
of  sulfidiazine  therapy  are  such  that  a 
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search  for  compounds  with  fewer  pharmo- 
cological  side  reactions  is  inevitable.  It  has 
been  recommended  that  oxidants,  as  chlorine 
antiseptic  and  urea,  be  added  to  the  sul- 
fonamides for  local  application  with  the  idea 
of  inhibiting  the  sulfonamide  antagonist 
para-ameno-benzoic-acid,  but  clinically  the 
wounds  have  not  been  sterilized  by  these  ad- 
juncts. The  effectiveness  of  the  “sulfa” 
drugs  rests  entirely  on  the  establishment  of 
an  effective  blood  concentration.  Therefore, 
its  administration  orally  allows  one  the  op- 
portunity of  controlling  concentration  more 
effectively.  In  other  words,  “wound  toilet” 
with  meticulous  surgical  care,  is  far  more 
dependable  than  relying  on  the  local  applica- 
tion of  sulfonamides  in  the  wound.  The 
study  of  sulfonamide  prophylaxis  in  infec- 
tion and  in  contaminated  wounds  has  estab- 
lished one  significant  fact,  and  that  is  that 
the  local  application  of  sulfonamide  will  not 
prevent  the  local  infection  of  staphylococcus, 
proteus  and  pyocyameus. 

Though  the  use  of  sulfonamides  in  wound 
infections  is  of  tremendous  importance  there 
apparently  seems  to  be  a bright  future  for 
the  so-called  anti-ciotic  drugs.  Pencillin  has 
already  demonstrated  extraordinary  effects 
on  gram  positive  bacteria  and  streptothricin 
is  most  promising  in  regard  to  gram  negative 
bacteria. 

IMMERSION  FOOT 

As  a result  of  enemy  submarine  activity, 
many  survivors  of  torpedoed  vessels  are  set 
adrift  in  life  boats  and  rafts  and  exposed  to 
unusual  physiological  conditions;  particular- 
ly that  of  having  their  feet  and  legs  im- 
mersed in  cold  water  for  long  periods.  The 
pathological  changes  that  develop  in  the  feet 
and  legs  have  been  recently  recognized, 
studied  and  defined  as  “Immersion  Foot.” 
Commander  James  C.  White,  of  Boston,  has 
with  a few  others  contributed  much  to  our 
knowledge  of  this  subject.  He  tells  the  story 
of  32  persons,  who  for  24  to  48  hours  were 
exposed  to  air  and  water  close  to  freezing 
temperature,  in  three  life  boats.  It  was  im- 
possible to  keep  the  boats  bailed  dry,  so  there 
was  water  sloshing  about  from  a depth  of  a 
few  inches  up  to  the  height  of  the  thwarts; 
having  to  hang  the  extremities  down  due 
to  crowding  in  the  boats,  and  inability  to  ex- 
ercise the  limbs,  aggravated  the  condition. 
The  feet  became  rapidly  swollen  so  that  shoes 
could  not  be  kept  on.  They  became  numb, 
painless,  and  cadaveric  in  color.  When  they 
were  rescued  they  felt  as  though  they  were 


walking  on  air.  Later  after  rescue  with 
elevation,  rest,  and  so  forth,  the  picture 
changed.  The  feet  became  pink,  hot,  and 
painful.  Petechial  hemorrhages,  and  large 
blisters  appeared;  combating  infection  and 
gangrene  was  a problem.  The  picture  is 
much  the  same  as  that  of  “trench  foot”  in 
the  last  war,  and  similar  to  what  the  British 
describe  as  “shelter  foot,”  due  to  long  periods 
in  wet,  cold  air  raid  shelters.  The  treatment 
is  fairly  well  standardized.  Prevention  con- 
sists of: 

Avoiding  tight  foot  wear,  and  clothing  that 
constrict  the  legs.  Greasing  the  skin.  Ele- 
vation and  exercise. 

FIRST  AID  AND  AFTER  CARE 

1.  Lifting  from  life  boats  into  bunks  to 
prevent  further  injury. 

2.  Warming  the  patient  with  hot  fluids 
and  cover,  but  preventing  the  long  chilled 
bloodless  extremities  from  increasing  their 
metabolic  demand  for  oxygen,  more  rapidly 
than  it  can  be  supplied.  The  legs  must  be 
kept  cool  and  gradually  warmed. 

3.  Postural  exercise.  (Buerger). 

Amputation  due  to  gangrene  often  must 
be  performed.  The  convalescence  is  from  a 
month  to  six  weeks. 

ANESTHESIA 

Opinions  on  this  subject  vary  rather  wide- 
ly. Among  the  problems  that  the  wounded 
person  presents  in  relation  to  anesthesia  are, 
his  general  condition,  type  of  wound,  and 
part  injured.  Then  again  the  choice  of  anes- 
thetic agents  must  be  considered  as  to, 
weight,  bulk,  explosability  and  fire  hazard, 
as  well  as  the  physiopathologic  effects  of  the 
agents  themselves.  Cyclopropane  is  consid- 
ered a satisfactory  agent  for  patients  in 
shock,  since  it  can  be  used  with  a high  con- 
centration of  oxygen.  However,  it  is  highly 
explosive,  difficult  to  transport,  and  requires 
expert  anesthetists  to  give  it.  The  same  dis- 
advantages are  met  with  in  ethylene.  Ether 
is  the  safest  of  anesthetic  agents  for  inhala- 
tion. Used  with  highly  concentrated  oxygen 
it  is  ideal  for  shock  patients,  but  with  oxy- 
gen then  becomes  highly  explosive,  and  oxy- 
gen is  bulky  to  transport.  Spinal  anesthesia 
is  used  considerably  on  injuries  of  the  lower 
abdomen  and  lower  extremities,  particularly 
when  vasoconstricting  drugs  are  available. 
It  has  the  advantage  of  ease  of  recovery  of 
the  patient,  and  little  need  of  nursing  care, 
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and  it  is  small  in  bulk.  Intravenous  anes- 
thesia has  grown  in  popularity  overseas,  and 
is  not  contraindicated  in  shock.  Pentothal 
Sodium  and  Evipal  are  the  best.  They  are 
of  small  bulk  and  have  no  explosive  or  fire 
hazard.  Among  the  local  anesthetics,  nuper- 
caine  has  preference  over  procaine. 

AMPUTATIONS 

The  principles  with  respect  to  the  tech- 
nique of  amputations  of  war  injuries  and  gas 
gangrene  have  changed  but  little.  The  am- 
putations are  of  the  guillotine  type,  and  are 
performed  at  the  lowest  possible  site.  With 
the  bombing  of  civilian  centers,  often  people 
were  buried  under  debris  for  some  hours. 
Sometimes  one  or  more  extremities  was 
pinned  tightly  under  stone  or  heavy  timber 
so  that  the  circulation  was  completely  cut 
off  for  many  hours.  When  rescued  and  re- 
lieved of  this  compression  the  casualty  was 
moved  to  the  hospital  and  amputation  was 
performed,  but  the  mortality  was  extremely 
high.  Often  though  the  patient  when  res- 
cued, appeared  in  splendid  condition  in  spite 
of  his  injury  he  would  immediately  col- 
lapse and  present  symptoms  of  severe  shock. 
The  lesson  was  learned  that  with  the  re- 
lease of  the  compression  on  the  extremity 
which  was  in  itself  in  a condition  of  local 
shock,  due  to  impaired  circulation  and  death 
of  its  tissues,  the  general  circulation  became 
overwhelmed  by  the  products  of  the  dying 
extremity  and  precipitated  a state  of  gen- 
eral shock.  It  was  found  that  if,  prior  to 
removing  the  compression  of  the  boulder  or 
timber,  a tourniquet  was  applied  just  above 
the  site  of  compression,  and  the  amputation 
performed  promptly  between  the  area  of  in- 
jury and  the  tourniquet,  there  was  less 
shock  and  the  mortality  in  these  injuries  was 
markedly  reduced. 

FRACTURES 

The  early  treatment  of  compound  frac- 
tures has  been  covered  in  the  discussion  of 
care  of  injuries  at  the  front,  and  is  typified 
by  the  Tobruk  Cast.  Later  at  the  base  hos- 
pitals the  Tobruk  Cast  is  removed  at  some- 
time when  further  treatment  is  indicated. 
Here,  further  cleanup  of  the  wound  is  made, 
and  the  fracture  accurately  reduced.  One  of 
the  new,  and  growingly  popular  methods  of 
reduction,  and  maintenance  of  position,  is 
the  multiple  pin  fixation  method  with  and 
without  supporting  plaster  of  Paris  cast. 
Examples  of  the  best  of  these  methods  are 
the  Roger  Andersen,  Haynes,  and  Strader 


apparatus.  In  the  more  simple  cases  trans- 
fixion pins  and  plaster  are  sufficient.  The 
great  trouble  with  these  distraction  methods 
is  that  sometimes  they  separate  the  frag- 
ments just  enough  to  delay  or  even  pre- 
vent reunion.  Such  complications  are  not 
often  seen,  but  are  sufficiently  common  to 
justify  a warning  with  regard  to  this  fact. 

The  use  of  stainless  steel,  particularly 
S.  M.  0.,  and  the  alloy  metal  vitalium  in  the 
fixation  of  many  fractures,  whether  com- 
pound or  simple,  has  been  a true  factor  in 
decreasing  the  period  of  disability. 

A word  with  respect  to  the  use  of  stain- 
less steels  and  so  called  silent  metals  and 
their  use  in  surgery.  For  many  years  steel 
plates,  pins,  nails  and  screws  have  been  used 
effectively  in  the  treatment  of  fractures,  but 
there  was  always  an  element  of  danger  in 
their  use,  due  to  the  electrolytic  action  on 
them  and  the  tissues,  which  often  led  to 
the  disintegration  of  the  metal  and  the  break- 
ing down  of  the  tissue  as  well  as  the  possible 
interference  with  callus  formation  and  the 
causing  of  non-union  and  infection.  Much 
ordinary  steel  will  actually  disintegrate  in 
the  tissues.  It  was  also  noted  that  different 
types  of  steel  seemed  to  work  against  each 
other  when  in  contact,  due  to  electrolysis; 
that  is  a plate  of  one  kind  of  steel  and  screws 
used  of  another,  or  two  different  types  of 
wire  that  bound  fractured  fragments  would 
cause  trouble.  Later  a refined  vanadium 
steel  was  developed  that  had  very  little  re- 
action in  the  tissues.  Plating  steel  with 
chromium  was  thought  an  improvement,  but 
too  often  the  plating  was  damaged,  and 
cracked  in  the  application  of  the  metal  to 
bone  and  electrolysis  started.  Various  stain- 
less steels  were  developed  and  found  useful, 
but  not  until  S.  M.  0.  was  brought  into  sur- 
gery have  we  had  an  ideal  metal  for  bone 
surgery.  This  seems  to  remain  silent  in 
the  tissues,  and  is  unchanged  on  removal 
many  months  after  its  insertion.  There  is 
another  metal  called  vitallium  which  con- 
tains no  steel,  but  is  a hard  brittle  alloy  sub- 
stance that  has  been  used  equally  success- 
fully. The  fact  that  it  is  brittle  makes  a dis- 
tinct disadvantage  to  its  use.  Another  metal 
that  is  achieving  interest  is  tantalum.  There 
are  advantages  in  its  use,  in  that  it  can  be 
made  into  a foil  which  has  been  used  suc- 
cessfully as  a tube  sheath  to  cover  nerve  and 
tendon  transplants. 


Glaucoma — A Short  Resume 
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The  early  recognition  and  treatment  of 
glaucoma  is  as  important  to  the  preserva- 
tion of  the  integrity  of  the  eyeball  as  is  the 
early  diagnosis  and  treatment  of  cancer  to 
the  preservation  of  the  individual’s  life. 

Definition:  Any  ocular  condition  accom- 

panied by  an  increase  of  intraocular  pres- 
sure to  a point  which  causes  damage  to  the 
visual  apparatus  may  be  termed  glaucoma. 

Historical:  The  name  glaucoma  meaning 

sea  green,  the  color  of  the  pupillary  reflex  in 
absolute  glaucoma,  originated  with  Hippo- 
crates. 

Classification : Primary  glaucoma,  both 

acute  and  chronic;  secondary;  and  congen- 
ital. 

Etiology:  The  cause  or  causes  of  primary 
glaucoma  are  not  known,  but  as  our  knowl- 
edge increases  and  the  development  of  pre- 
cision instruments  continues,  more  cases  of 
glaucoma  become  secondary  and  fewer  pri- 
mary. To  call  glaucoma  primary  is  to  admit 
the  etiology  is  obscure ; to  call  glaucoma  sec- 
ondary is  to  attach  a causative  factor,  such 
as  an  intraocular  tumor,  iritis,  occlusion  of 
the  central  vein,  etc. 

Incidence:  Glaucoma  is  the  fourth  most 

prevalent  cause  of  blindness  in  the  United 
States.  Approximately  1 per  cent  of  the 
new  cases  seen  by  the  eye  physician  are  glau- 
comatous. This  disease  is  common  to  all 
the  countries  of  the  world  and  respects 
neither  sex  nor  race.  It  is  a disease  of  late 
middle  life,  the  average  age  being  60  years. 

Diagnosis:  General  practitioners  should 

be  taught  to  think  of  glaucoma  when  exam- 
ining the  eyes.  Heine  failed  a student  who 
did  not  answer  that  every  eye  is  potentially 
glaucomatous  and  should  be  regarded  as 
such  until  proved  otherwise. 

ACUTE  PRIMARY  GLAUCOMA 

Acute  primary  glaucoma  usually  begins 
with  a sudden  attack  of  constant  almost  un- 
bearable pain,  radiating  all  over  the  head,  so 
that  its  origin  from  the  eyes  may  be  unsus- 
pected. Nausea  and  vomiting  frequently  ac- 
company the  head  pain.  The  condition  may 
therefore  be  mistakenly  diagnosed  as  an 
acute  gastrointestinal  disorder  and  treated 

•Read  before  the  Omaha  Mid-West  Clinical  Society,  October, 
1942. 


as  such  for  some  time  before  the  true  origin 
of  the  disturbance  is  discovered.  There  soon 
appear  lid  edema,  conjunctival  congestion, 
and  rapid  ioss  of  vision.  Closer  examination 
of  the  eye  reveals  a steamy,  frosted  appear- 
ing cornea,  shallow  anterior  chamber  and  a 
large  sluggish  pupil ; if  the  fundus  is  visible, 
the  optic  nerve  head  appears  hyperemic  and 
the  retinal  vessels  engorged.  When  the  pa- 
tient is  asked  to  look  down  without  squeez- 
ing the  lids  together  and  the  eye  is  gently 
compressed  between  the  tips  of  the  index 
fingers,  the  eyeball  will  feel  tense  and  hard. 
A special  type  of  instrument,  the  tono- 
meter, will  reveal  the  pressure  of  the  eye 
to  be  considerably  above  the  upper  border  of 
normal,  30  mm.  of  Hg.  and  sometimes  as 
high  as  70  or  100  mm.  of  Hg.  The  attack 
at  first  is  usually  unilateral,  but  the  other 
eye  may  become  involved  if  not  treated. 

No  cause  has  been  determined  for  this 
acute  form  of  glaucoma.  It  is  therefore  pri- 
mary in  type.  This  sudden  acute  ocular  hy- 
pertension, however,  is  known  to  occur  more 
often  in  a farsighted  middle  aged  nervous 
type  of  individual  who  has  been  under  severe 
emotional  strain  such  as  death  in  the  family, 
financial  reverses,  and  the  like. 

An  error  in  diagnosis  will  hardly  be  made 
if  the  patient  is  completely  examined.  The 
severe  radiating  type  of  head  pain  and  ex- 
treme prostration  with  nausea  and  vomiting 
are  typical.  The  lid  edema,  conjunctival  con- 
gestion, and  hardness  of  the  eyeball,  com- 
plete the  findings  necessary  for  a diagnosis. 

Treatment:  If  at  all  possible  the  patient 

should  be  hospitalized.  Non-surgical  effort 
to  reduce  the  abnormal  intraocular  pressure 
requires  drops  that  constrict  the  pupil  (mi- 
otics).  Eserine  (physostigmine),  1/2  to  1 
per  cent,  is  instilled  every  ten  to  fifteen  min- 
utes for  an  hour,  then  every  half  hour  for 
several  more  hours.  A fall  in  intraocular 
pressure  is  usually  accompanied  by  relief 
from  pain  and  constriction  of  the  pupil.  As 
further  local  treatment  hot  or  cold  com- 
presses may  be  used,  depending  on  whether 
the  patient  obtains  relief  from  heat  or  cold. 
A saline  purge  as  a dehydrating  measure  is 
indicated.  Further  dehydration  by  means 
of  intravenous  hypertonic  glucose  or  sucrose 
is  often  efficacious. 
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Morphine  is  usually  necessary  for  pain  and 
is  also  desirable  because  of  its  constrictive 
action  on  the  pupil.  From  the  beginning  of 
the  attack  attention  must  be  paid  to  the  op- 
posite eye  since  the  same  anatomic  and  pre- 
disposing factors  are  also  present  in  it  and 
may  lead  to  bilateral  involvement.  Miotics, 
usually  less  strong,  such  as  eserine  1/5  per 
cent  or  pilocarpine  2 per  cent  should  there- 
fore be  instilled  every  15  to  30  minutes  in 
the  uninvolved  eye.  If  the  attack  is  repulsed 
such  weaker  miotics  also  become  necessary 
for  the  involved  eye.  The  eye  cannot  tolerate 
even  1/5  per  cent  eserine  for  long  but  can 
usually  tolerate  1 or  2 per  cent  pilocarpine  in- 
definitely. 

Surgery  must  be  resorted  to  if  the  attack 
lasts  more  than  twelve  to  twenty-four  hours 
because  high  intraocular  pressure  cannot  be 
withstood  longer  without  irreparable  loss  of 
vision.  The  operation  of  choice  during  the 
early  hours  of  the  attack  is  the  broad  basilar 
iridectomy.  This  acute  congestive  primary 
glaucoma  may  therefore  be  known  as  red 
glaucoma. 

CHRONIC  PRIMARY  GLAUCOMA 
Chronic  glaucoma  or  white  glaucoma  is  the 
most  treacherous  of  all  eye  diseases.  Inas- 
much as  no  pain  or  visual  disturbance  occurs 
early,  an  eye  may  be  almost  destroyed  by 
the  disease  before  its  presence  is  detected. 
The  catastrophe  lies  in  the  fact  that  ocular 
function  lost  in  glaucoma  is  seldom  if  ever 
restored.  This  type  of  glaucoma  is  most 
often  detected  when  the  patient  comes  in  for 
a routine  yearly  or  biennial  refraction.  An 
early  diagnosis  is  not  easy.  The  eye,  as  the 
term  white  glaucoma  would  imply,  is  not  in- 
flamed or  plainful  and  therefore  warning 
signs  as  far  as  the  patient  is  concerned  are 
lacking.  Upon  external  and  ophthalmos- 
copic examination,  the  eye  appears  entirely 
normal. 

A careful  history  may  disclose  that  the 
patient  is  of  nervous  temperament,  that  he 
occasionally  notices  colored  circles  (halos) 
about  artificial  lights,  and  that  his  vision 
may  seem  somewhat  misty,  particularly  after 
being  in  a poorly  lighted  room  for  some  time. 

The  patient’s  central  vision  is  usually 
20/20  or  normal  unless  disturbed  by  some 
other  ocular  disease.  Careful  study  of  the 
peripheral  fields  of  vision  by  means  of  a 
special  instrument,  the  perimeter,  will  dis- 
close contraction  in  one  or  both  nasal  quad- 


rants. The  blind  spot  is  enlarged  and  sickle 
shaped. 

Digitally  the  pressure  of  the  eyeball  may 
not  seem  increased,  but  carefull  measuring 
with  the  tonometer  may  show  a rise  to  35  or 
40  mm.  of  Hg.  Diurnal  variation  in  the  intra- 
ocular pressure  occurs,  with  the  highest 
point  being  reached  usually  in  the  early 
morning.  The  pressure  may  vary  to  such 
an  extent  that  several  readings  at  different 
hours  of  the  day  may  be  necessary  before 
an  abnormal  elevation  is  found.  Not  infre- 
quently special  provocative  tests  must  be 
used  to  make  a diagnosis.  The  intraocular 
pressure  characteristic  of  glaucoma  may  be 
made  to  rise  abruptly  by  compressing  the 
neck  or  placing  the  patient  so  that  the  head 
is  lower  than  the  rest  of  the  body;  by  leav- 
ing the  patient  in  a dark  room  for  an  hour 
(Seidel  test) ; by  asking  the  patient  to  read 
fine  print  or  drink  strong  coffee  just  previ- 
ous to  the  examination;  or  by  dilating  the 
pupils  with  a mild  cycloplegic,  usually  euph- 
thalmine.  Effects  of  this  drug  are  easily 
overcome  and  the  pupil  may  be  rapidly  and 
successfully  contracted  if  an  acute  rise  in 
pressure  is  precipitated. 

The  condition  usually  becomes  bilateral  al- 
though one  eye  may  be  affected  earlier  than 
the  other  and  therefore  shows  more  ad- 
vanced evidence  of  the  disease. 

In  the  late  stage  the  optic  nerve  becomes 
greenish-gray  in  color  and  shows  a deep  cup 
reaching  the  margin  of  the  disc,  into  which 
the  vessels  sharply  angulate  and  are  lost  to 
view,  only  to  reappear  in  the  bottom  of  the 
cup.  The  peripheral  vision  contracts  until 
the  patient  has  tubular  or  gun  barrel  vision. 
Needless  to  say,  such  loss  of  visual  field 
greatly  incapacitates  the  individual. 

Chronic  glaucoma  must  be  differentiated 
from  senile  cataract  as  the  patient  may  be 
advised  to  wait  until  the  vision  becomes  very 
poor  before  consulting  the  ocular  surgeon. 
Of  course  such  advice  frequently  leads  to 
permanent,  hopeless  blindness.  Use  of  the 
ophthalmoscope  and  careful  study  of  the 
visual  fields  and  intraocular  pressure  will 
make  the  differentiation. 

Treatment:  Medicine  is  used  to  constrict 

the  pupil — a miotic — the  milder  the  drug  the 
longer  the  medicine  can  be  tolerated.  Pilo- 
carpine, 1 to  2 percent,  is  the  drug  of  choice 
as  eserine  will  eventually  irritate  the  eye. 
The  drops  should  be  instilled  in  the  eye  upon 
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awakening,  several  times  during  the  day, 
and  just  before  retiring.  The  solution  should 
be  kept  fresh.  Its  use  is  also  indicated  in 
the  opposite  eye  as  the  disease  if  not  already 
present  eventually  becomes  bilateral.  The 
patient  must  be  advised  that  the  condition 
is  never  cured  but  may  be  controlled  by  medi- 
cine or  surgery.  If  frequent  observation  dis- 
closes loss  of  field  or  pressure  difficult  to  con- 
trol except  by  eserine,  surgery  is  advised. 
Of  the  many  and  varied  operative  procedures, 
the  most  common  is  that  of  corneo-scleral 
trephining: — the  production  of  a means  of 
draining  the  fluid  to  the  outside  of  the  eye 
through  a corneoscleral  opening  under  a con- 
junctival flap. 

General  medical  care  of  the  patient  is  of 
paramount  importance.  An  attempt  must 
be  made  to  keep  the  individual  from  worry- 
ing. Moderate  exercise  is  indicated.  Tight 
fitting  collars  or  neck  pieces  are  to  be  avoid- 
ed. Elimination  should  be  regulated.  Avoid- 
ance of  strong  coffee  and  the  limitation  of 
the  use  of  tobacco  and  alcoholic  beverages 
should  be  advised.  Reading  must  be  done  in 
a good  light  and  not  carried  to  the  point  of 
fatigue.  Tinted  glasses  should  not  be  worn 
as  the  more  light  that  strikes  the  eye  the 
more  the  pupil  remains  contracted. 

SECONDARY  GLAUCOMA 

An  etiologic  factor  is  necessary  for  the 
diagnosis  of  secondary  glaucoma.  As  noted 
previously,  increased  knowledge  and  instru- 
mentation show  increasing  numbers  of  glau- 
coma cases  to  be  secondary. 

Iridocyclitis  causes  glaucoma  in  about  5 
percent  of  cases.  Either  exudates  and  cells 
block  the  chamber  angle  or  a swollen  ciliary 
body  may  compress  and  shut  off  the  cham- 
ber angle.  Occasionally  the  iris  border  be- 
comes completely  bound  down  by  adhesions 
to  the  anterior  lens  surface.  Aqueous  at- 
tempting to  get  into  the  anterior  chamber 
and  thus  into  the  chamber  angle  bulges  forth 
the  iris  and  produces  the  so  called  iris  bombe. 
Puncture  of  the  bulging  iris  or  iridectomy 
relieves  the  condition.  Treatment  of  the 
iritis  will  usually  favorably  affect  this  type 
of  glaucoma.  Atropine  is  indicated  here. 

Traumatic  cataract  may  lead  to  glau- 
coma if  the  lens  swells.  The  intumescent  or 
swollen  stage  in  the  development  of  a senile 
cataract  may  bring  forth  a rise  in  pressure 
which  calls  for  removal  of  the  offending 
cataractous  lens.  It  is  wise  therefore  to  in- 


sist that  patients  with  oncoming  senile  catar- 
acts consult  their  ophthalmologist  at  regular 
intervals  to  make  certain  that  some  other 
disease  in  addition  to  the  cataract  is  not  de- 
veloping. Many  patients  have  become  hope- 
lessly blind  by  heeding  the  advice  of  a well- 
meaning  but  ill-informed  physician  that  the 
patient  with  cataracts  need  not  consult  an 
eye  surgeon  until  the  vision  becomes  very 
poor.  By  that  time  a complicating  glau- 
coma may  have  rendered  vision  permanently 
poor. 

Glaucoma  may  develop  from  iris  tags  or 
lens  capsule  left  in  the  wound  at  the  time  of 
cataract  operation.  An  operative  procedure 
is  usually  necessary  to  control  this  compli- 
cation. 

Occlusion  of  the  central  vein  of  the  retina 
interferes  with  the  return  retinal  circula- 
tion. The  eye  then  becomes  over  distended 
with  blood  and  glaucoma  occurs.  The  eye 
becomes  blind  and  painful.  Enucleation  is 
often  necessary. 

Absolute  glaucoma  means  that  the  eye  has 
become  blind  and  painful  because  of  neglect 
or  unsuccessful  treatment  of  the  ocular  hy- 
pertension. If  the  patient  is  too  old  or  de- 
bilitated, or  enucleation  is  contraindicated 
for  some  other  reason,  frequent  small  doses 
of  x-ray  may  so  decrease  the  production  of 
aqueous  by  the  ciliary  body  that  the  eye 
becomes  soft.  The  injection  of  1 cc.  of  95% 
alcohol  retrobulbarly,  of  course  preceded  by 
novocaine,  will  temporarily  and  sometimes 
permanently  relieve  the  pain. 

With  unilateral  glaucoma,  an  intraocular 
neoplasm  should  always  be  suspected. 
Such  tumors  can  be  seen  by  means  of  the 
ophthalmoscope.  If  the  cornea  or  lens  is  too 
cloudy  for  accurate  eye  ground  examination 
the  eye  may  be  trans-illuminated ; if  a shad- 
ow is  present  a tumor  must  be  suspected. 
Malignant  tumors  occurring  in  the  retinas 
of  children  may  be  diagnosed  by  the  opaque 
intraocular  calcium  shadows  seen  on  x-ray  of 
the  orbital  region. 

Many  other  causes  for  secondary  glaucoma 
have  been  reported  but  will  not  be  discussed 
here. 

CONGENITAL  GLAUCOMA 

Occasionally  a child  is  born  with  a faulty 
development  of  the  chamber  angle  or  ab- 
sence of  the  canal  of  Schlemm.  The  aqueous 
cannot  therefore  readily  leave  the  eye.  The 
rise  in  pressure  causes  the  elastic  coat  of 
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the  child’s  eye  to  distend  and  the  eye  to  be- 
come very  large.  The  Germans  call  this 
large  eye  “ox  eye”  or  Buphthalmos.  Par- 
ents often  think  the  eyes  in  the  early  stage 
of  congenital  glaucoma  are  pretty  and  brag 
about  their  baby’s  large  eyes.  They  later 
notice  that  the  child  does  not  see  well  or 
that  the  cornea  has  become  cloudy.  In  addi- 
tion to  finding  an  abnormal  intraocular  pres- 
sure, cloudy  cornea,  deep  anterior  chamber, 
and  a dilated  inactive  pupil,  the  careful  ob- 
server will  measure  the  horizontal  diameter 
of  the  cornea  and  find  it  to  be  increased  over 
the  11  mm.  of  the  fully  developed  cornea. 
The  eye  normally  reaches  its  full  size  at 
about  the  age  of  10  years. 

The  use  of  miotics  is  of  little  or  no  value. 
Surgery  must  be  done  early.  Corneoscleral 
trephining  or  an  iridencleisis  operation  of- 
fers success  in  a fair  number  of  cases  of  con- 
genital glaucoma. 


ROBERT  QUILLEN  SAYS: 

If  you  prefer  having  a fair  warning  before 
the  storm  hits,  go  first  to  your  doctor  to  have 
your  blood  pressure  checked  and  then  write 
to  one  of  your  senators  for  a copy  of  the 
Wagner-Murray  Senate  Bill  1161.  He  will 
send  you  one  without  charge,  and  you  will 
find  it  a remarkable  document  well  worth 
reading. 

The  chief  author  of  the  bill  is  the  same 
German-born  Senator  Wagner  of  New  York 
who  gave  us  the  law  that  “protects  the  rights 
of  labor,”  but  denies  the  boss  even  the  right 
of  free  speech.  And  if  all  goes  well,  the  bill 
■will  be  passed  by  the  next  Congress. 

Its  purpose  is  to  provide  more  social  se- 
curity, including  medical  care.  And,  as 
usual,  it  levies  a tax — this  time  a whopper. 

It  will  add  $12,000,000,000  a year  to  our 
annual  tax  burden — 12  times  the  total  cost 
of  government  when  dad  was  a youngster. 

It  will  take  6 per  cent  from  your  pay  en- 
velope, up  to  $3,000,  and  another  6 per  cent 
from  the  boss.  From  the  self-employed — the 
doctor,  farmer,  merchant — it  will  take  7 per 
cent  up  to  $3,000,  or  $210  a year. 

Three-fourths  of  the  money  will  be  used 
to  extend  the  benefits  of  social  security,  but 
one-fourth,  or  $3,000,000,000,  will  be  turned 
over  to  the  surgeon  general,  and  he  will  be 
the  absolute  czar  of  American  medicine,  em- 
powered to  provide  free  medical  and  hospital 
care  for  110,000,000  people. 

*"~He  will  control  all  hospitals  and  decide 


which  ones  can  operate  and  how  much  they 
shall  charge. 

He  will  tell  doctors  where  to  practice  and 
how  many  patients  they  may  have  and  how 
much  they  may  charge.  He  will  also  decide 
which  ones  may  call  themselves  specialists. 

(The  bill  generously  permits  each  of  us  to 
choose  his  own  doctor,  but  not  if  the  one  of 
our  choice  already  has  his  allotted  number 
of  patients.) 

There  are  many  other  remarkable  provi- 
sions in  the  measure,  but  this  is  enough  to 
give  you  the  idea. 

Three  billion  dollars  is  a lot  of  money.  It 
is  enough  to  hire  every  doctor  in  America  at 
a salary  of  $5,000  a year;  to  hire  every  bed  in 
every  privately  operated  hospital  every  day 
in  the  year  at  the  rate  of  $5  a day;  to  pay 
$2.50  a day  eveiy  day  in  the  year  for  each 
bed  in  government-owned  hospitals ; to  spend 
over  $250,000,000  a year  for  medicine  and 
supplies,  and  still  leave  $500,000,000  for 
political  jobholders. 

If  your  doctor  seems  a little  absent-minded 
and  peevish  these  days,  he  is  thinking  about 
his  future  when  politicians  control  the  prac- 
tice of  medicine. — Reprint  of  article  appear- 
ing in  the  Indianapolis  Star,  August  5,  1943. 
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“There  is  great  satisfaction  to  the  physician, 
and  great  benefit  to  the  community,  in  having  made 
an  early  diagnosis  and  instituted  treatment  in  a 
case  of  tuberculosis,  and  having  perhaps  found  a 
second  case  among  the  family  contacts.”  So  says 
Dr.  Sartwell  in  his  thoughtful  article  discussing 
the  opportunity  confronting  the  private  practitioner 
as  a result  of  the  growingly  popular  mass  chest 
x-ray  surveys  of  American  men  and  women.  The 
danger  inherent  in  purely  roentgenographic  diag- 
noses is  stressed,  but  primary  emphasis  is  rightly 
laid  upon  the  painstaking  follow-up  and  supervision 
the  family  doctor  owes  to  every  patient  about 
whose  lungs  the  x-ray  has  raised  even  a suggestion 
of  doubt. 

THE  FAMILY  PHYSICIAN  HOLDS  THE 
ACE  CARD 

Increasingly,  family  physicians  may  expect  to 
see  numbers  of  men  and  women  who  have  been 
told  that  they  have  tuberculosis  and  referred  to 
their  own  doctors  for  advice,  treatment  or  further 
study. 

These  cases  are  the  product  of  widespread  and 
ambitious  programs  of  mass  chest  x-raying  in 
Army  and  Navy  inductions,  in  industrial  plants, 
in  colleges  and  among  other  groups.  In  Massa- 
chusetts the  Army  alone  has  rejected  for  miltary 
service  more  than  2,000  men  because  of  actual  or 
suspected  pulmonary  tuberculosis. 

A system  has  been  set  up  in  Massachusetts  that 
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works  very  well  and  that  has  its  counterpart,  with 
various  modifications,  in  many  areas  of  the  United 
States.  The  names  and  addresses  of  rejectees  are 
forwarded  from  the  examining  station  to  the  De- 
partment of  Public  Health.  The  state  district  health 
officer,  working  through  the  local  board  of  health, 
pursues  a follow-up  that  attempts  to  secure  answers 
to  important  questions  on  each  such  rejectee. 

Has  the  patient  been  x-rayed  again?  If  so,  by 
whom  ? What  were  the  findings  ? Was  the  diag- 
nosis of  tuberculosis  confirmed  ? If  so,  has  the 
case  been  reported  ? What  further  study  or  treat- 
ment has  been  recommended,  and  is  it  being  carried 
out?  If  the  diagnosis  was  confirmed,  how  many 
household  contacts  have  been  x-rayed  and  what  are 
the  names  of  any  found  to  have  tuberculosis? 

In  the  case  of  industrial  surveys,  with  the  pa- 
tient’s cooperation  a roentgenographic  report  is 
sent  by  the  Department  of  Public  Health  to  the 
designated  family  physician.  Only  in  instances 
where  the  patient  says  he  has  no  regular  physician 
or  does  not  intend  to  consult  one  is  attendance  at  a 
tuberculosis  clinic  suggested  as  an  alternative  to 
private  care. 

Cases  reaching  the  doctor  through  these  chan- 
nels of  reference  fall  into  several  groups: 

1.  Active  Tuberculosis.  This  is  the  simplest, 
perhaps,  as  these  people  need  prompt  sanatorium 
care,  possibly  collapse  therapy  as  well.  Repetition 
of  the  x-ray  may  be  unnecessary,  if  the  diagnosis 
is  clear-cut.  Three  necessary  steps  include:  report- 
ing the  case,  arranging  for  admission  to  a sana- 
torium and  examining  by  x-ray  all  household  con- 
tacts. It  should  be  emphasized,  however,  that  diag- 
nosing and  reporting  tuberculosis  solely  on  the  basis 
of  x-ray  evidence  can  result  in  serious  errors. 

2.  Suspected  Tuberculosis.  In  the  light  of  an 
x-ray  opinion  this  usually  means  that  the  roent- 
genologist has  seen  a small  hazy  or  infiltrative 
shadow  but  is  not  sure  enough  of  its  presence  or 
significance  to  label  it  pulmonary  tuberculosis.  In- 
variably these  patients  need  another  film.  Im- 
proved technic  may  be  sufficient  to  settle  the  ques- 
tion. Disappearance  of  the  suspicious  lesion  may 
indicate  it  was  of  acute  pneumonitic  origin.  Gen- 
erally, however,  this  new  film — since  the  original 
is  rarely  available — becomes  the  fisrt  of  a progress 
series  by  means  of  which  a suspicious  area  is  to  be 
observed.  Symptoms  and  physical  signs  are  more 
likely  to  be  lacking  than  elicited  in  such  early  cases. 
Exhaustive  clinical  and  laboratory  study  is  indi- 
cated. While  a sputum  or  gastric  sediment  contain- 
ing tubercle  bacilli  is  sometimes  found  and  is 
clinching  evidence  of  tuberculosis  when  confirmed 
by  culture  or  animal  inoculation,  such  things  as  a 
shift  in  the  differential  leukocyte  count,  acceler- 
ated red  blood  cell  sedimentation  rate  and  slight 
rise  in  temperature  late  in  the  day  are  of  confirm- 
atory value  only,  as  they  are  not  specific  for  tuber- 
culosis, nor  is  their  absence  proof  that  a lesion  is 
either  non-tuberculous  or  inactive.  Most  valuable 
aid  in  following  and  evaluating  all  such  cases  is 
the  procedure  of  serial  x-ray  filming  at  appropriate 
intervals. 

3.  Inactive  or  Healed  Tuberculosis.  Most  of  the 
measures  advocated  for  Group  2 above  apply  with 
equal  force  to  this  third  category.  An  intial  film 
is  always  advisable  and  full  study  and  periodic  film- 
ing is  essential  whenever  there  is  the  slightest  doubt 


about  the  true  status  of  the  lesion,  especially  in 
young  subjects  or  where  a lesion  is  beyond  the 
minimal  limits.  It  should  be  recalled  that  the 
classification  of  minimal,  moderately  advanced  or 
far  advanced  refers  solely  to  the  extent  of  the  in- 
volvement, not  to  the  activity  of  the  process.  Physi- 
cians should  acquaint  themselves  with  the  groupings 
of  patients  according  to  clinical  status  as  set  forth 
in  “Diagnostic  Standards,”  published  by  the  Na- 
tional Tuberculosis  Association.  However,  it  must 
be  realized  that  no  such  exact  classification  as  ap- 
parently cured,  arrested,  apparently  arrested,  in- 
active and  active  can  or  should  be  attempted  from 
examination  of  a single  x-ray  film.  Even  to  try  to 
grade  cases  as  active  or  inactive  on  such  a basis 
leads  to  many  errors,  although  the  visualization  of 
cavities  allows  no  question  that  activity  is  present. 

4.  Primary  Phase  Tuberculosis.  This  diagnosis 
is  common  but  clinically  not  important  in  adults. 
Rarely  is  it  active,  usually  being  of  the  calcified 
primary  complex  type.  Nevertheless,  it  is  essential 
that  the  physician  make  certain  his  case  is  clearly 
in  this  category  before  so  dismissing  it. 

5.  Pleurisy  with  Effusion.  This  is  rarely  dis- 
covered in  mass  surveys.  Evidence  of  old  attacks 
commonly  shows  up,  but  means  little  if  none  has 
occurred  within  five  years. 

6.  Non-tuberculous  Conditions.  These  are  fairly 
frequently  encountered.  A few  may  be  mistaken 
for  tuberculosis,  but  careful  study  will  usually  re- 
veal the  true  nature  of  shadows  caused  by  such 
conditions  as  atypical  pneumonia,  bronchiectasis, 
atelectasis,  suppurative  lung  abscess,  lymphoma, 
sarcoid,  cystic  disease  of  the  lung  and  primary  or 
metastatic  lung  cancer.  Emphysema,  generalized 
pulmonary  fibrosis  and  spontaneous  pneumothorax 
should  not  be  too  difficult  of  recognition.  Abnor- 
mal cardiac  silhouettes  often  give  the  clue  to  un- 
suspected heart  lesions,  while  developmental  anom- 
alies of  visceral  or  skeletal  nature  are  of  passing 
interest. 

It  should  be  remembered  that  tuberculosis  is  a 
disease  of  adults  and  is  seldom  found  in  children 
after  infancy  and  before  adolescence;  that  its  prev- 
alence tends  to  increase  with  age  from  adolescence 
on;  that  the  frequency  of  inactive  disease  also  in- 
creases with  age;  that  the  majority  of  reinfection- 
type  lesions  found  in  young  persons  are  unstable; 
and  that  many  lesions  in  older  persons  are  a greater 
source  of  danger  to  their  associates  than  to  them- 
selves. 

It  is  highly  important  that  private  practitioners 
make  the  early  diagnosis  that  confers  greatest 
benefit  on  the  patient,  his  family  and  the  commu- 
nity. Unfortunately,  sanatorium  records  show  that 
the  proportion  of  far-advanced  cases  admitted  for 
the  first  time  has  not  yet  declined,  nor  has  the 
proportion  of  minimal  cases  risen,  in  spite  of  the 
wider  use  of  x-ray.  Surveys  cannot  reach  every- 
one; the  public  must  be  educated  to  consult  a 
physician  earlier,  and  the  physician  must  be  on  the 
alert. 

New  case-finding  methods  have  initiated  a large 
scale  attack  on  unsuspected  tuberculosis  among  ap- 
parently healthy  people.  It  is  the  duty  as  well  as 
the  opportunity  of  the  family  physician  to  carry  it 
through.— Roentgenographic  Surveys  for  Tubercu- 
losis in  Massachusetts  and  Their  Importance  to  the 
Physician,  Philip  E.  Sartwell,  M.  D.,  New  England 
Journal  of  Medicine,  June  3,  1943. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


THE  OMAHA  MID-WEST  CLINICAL  SOCIETY 
ELEVENTH  ANNUAL  ASSEMBLY 

October  25,  26,  27,  28,  29,  1943 
Hotel  Paxton  — Omaha,  Nebraska 

PROGRAM 
October  25th 
MONDAY  MORNING 

8:30  a.  m. — Registration,  Mezzanine  Floor,  Hotel 
Paxton. 

10:00  a.  m. — Continuous  Caudal  Analgesia  in  Ob- 
stetrics (Motion  Picture). 

11:00  a.  m. — “Headache  Mechanisms,”  Harold  G. 
Wolff,  New  York,  New  York. 

12:00  M. — “Management  of  Occiput  Posterior,  Jen- 
nings C.  Litzenberg,  Minneapolis,  Minnesota. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion  — “Dystocia.”  Leader,  Jen- 
nings C.  Litzenberg. 

MONDAY  AFTERNOON 

2:30  p.  m. — Clinic — “Lame  Backs,”  Frank  R.  Ober, 
Boston,  Massachusetts. 

3:30  p.  m. — “Headache  — Differential  Diagnosis,” 
Harold  G.  Wolff. 

4:30  p.  m. — Clinic — “Pelvic  Masses,”  Jennings  C. 
Litzenberg. 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion — “The  Management  of  Headache.” 
Leader,  Harold  G.  Wolff. 

MONDAY  EVENING 

8:15  p.  m. — “Uterine  Bleeding,”  Jennings  C.  Litzen- 
berg. 

8:45  p.  m. — “Infantile  Paralysis,”  Frank  R.  Ober. 

9:15  p.  m. — “The  Emotions  and  Gastroduodenal  Syn- 
dromes,” Harold  G.  Wolff. 

October  26th 
TUESDAY  MORNING 

8:15  a.  m. — Nicotinic  Acid  Deficiency  (Motion  Pic- 
ture). 

9:00  a.  m. — “Advances  in  Blood  Vessel  Surgery,” 
Raymond  W.  McNealy,  Chicago,  Illinois. 

9:40  a.  m. — “Functional  Disease  and  the  War,”  Sara 
M.  Jordan,  Boston,  Massachusetts. 

10:20  a.  m. — “Arthritis,”  Frank  R.  Ober. 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
will  be  held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — “What  Is  Meant  by  Early  Diagnosis 
of  Pulmonary  Tuberculosis?”  John  F.  Allen. 

“Practical  Versus  Ultra  Modern  Syphilis  Thera- 
py,” C.  C.  Tomlinson. 

“The  Relation  of  Vitamin  B Levels  to  Disease  in 
Children,”  J.  A.  Henske. 

“Indications  for  Cesarean  Section,”  Frank  P. 
Murphy. 

11:40  a.  m. — “The  Clinical  Value  of  Artificial 
Fever  Therapy,”  M.  W.  Barry. 

“Treatment  of  Diseases  of  the  External  Ear,”  J. 
Calvin  Davis. 

“Meningococcus  Bacteremia  and  Meningitis,”  G.  E. 
Robertson. 
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“The  Use  of  Local  Anesthesia  in  Cesarean  Sec- 
tion,” L.  S.  McGoogan. 

12:05  p.  m. — The  Diagnosis  and  Treatment  of 
Shoulder  Disabilities,”  W.  R.  Hamsa. 
“Exophthalmos — Diagnostic  Importance,”  W.  H. 
Stokes. 

“Use  of  Dicumarol  in  Cerebrovascular  Diseases,” 
G.  A.  Young. 

“Experience  with  the  Beck,  Two  Flap,  Low  Trans- 
peritoneal  Cesarean  Section,”  C.  F.  Moon. 

12:30  p.  m. — Treatment  of  Nonunion  of  Frac- 
tures,” J.  W.  Martin. 

“Refractive  Changes  Due  to  General  Metabolic 
Disturbances,”  C.  M.  Swab. 

“The  Doctor  in  Court,”  W.  A.  Muehlig. 

“Uncle  Sam — Obstetrician,”  E.  C.  Sage. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion — “Common  Causes  of  Abdom- 
inal Pain  and  Treatment  Thereof.  Leader,  Sara 
M.  Jordan. 

TUESDAY  AFTERNOON 
2:30  p.  m. — Clinic — “Peptic  Ulcers,”  Sara  M.  Jordan. 
3:30  p.  m. — Clinic — “The  Chronic  Hypoglycemia  of 
Childhood,”  L.  Emmett  Holt,  Jr.,  Baltimore, 
Maryland. 

4:30  p.  m. — Clinic — “Carcinoma  of  the  Stomach; 

Acute  Cholecystitis,”  Raymond  W.  McNealy. 
6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion — “Acute  Gall  Bladder  Conditions.” 
Leader,  Raymond  W.  McNealy. 

TUESDAY  EVENING 

8:15  p.  m. — “Unusual  Cerebral  Disorders  in  Child- 
hood,” L.  Emmett  Holt,  Jr. 

8:45  p.  m. — “Tumors  of  the  Neck,  Other  Than 
Thyroid,”  Raymond  W.  McNealy. 

9:15  p.  m. — “Peptic  Ulcer  in  the  World  of  Today,” 
Sara  M.  Jordan. 

October  27th 

WEDNESDAY  MORNING 
8:15  a.  m. — Riboflavin  Deficiency  (Motion  Picture). 
9:00  a.  m. — “Treatment  of  Some  Corneal  Diseases,” 
Sanford  R.  Gifford,  Chicago,  Illinois. 

9:40  a.  m. — “Complications  of  Duodenal  Ulcer,” 
Robert  L.  Sanders,  Memphis,  Tennessee. 

10:20  a.  m. — “The  B Vitamins  in  Clinical  Medicine,” 
L.  Emmett  Holt,  Jr. 

11:15  a.  m.  to  1:00  p.  m. — Three  Symposia.  Will  be 
held  in  Lecture  Rooms  A,  C,  D. 

“Peripheral  Vascular  Diseases” — 

“Embolism  and  Thrombosis  of  the  Main  Ar- 
teries,” Frank  Conlin. 

“Diseases  of  the  Peripheral  Vessels,”  F.  Lowell 
Dunn. 

“Vasomotor  Neuroses,”  A.  E.  Bennett. 
“Treatment,”  Medical,  R.  L.  Traynor;  Surgical, 
R.  C.  Hill;  Refrigeration,  R.  L.  Egan. 
“Pneumonia” — 

“Is  the  Incidence,  Virulency  and  Mortality  on  the 
Decline?”  Lynn  T.  Hall. 

“In  View  of  Present  Day  Treatment,  Are  Typ- 
ing and  Serums  Necessary?,”  M.  C.  Andersen. 
“Peribronchiolitis  (Atypical  or  Virus  Pneu- 
monia),” Chester  Thompson  and  T.  T.  Harris. 
“Aspiration  Pneumonia  — Prophylaxis,”  E.  A. 
Connolly. 

“Treatment  of  the  Pneumonias,”  J.  F.  Gardiner. 
“Shock”— 

“Mechanism  of  Shock,”  A.  R.  McIntyre. 


“Symptoms  of  Impending  Shock,”  A.  C.  John- 
son. 

“Treatment  of  Shock,”  J.  D.  Bisgard. 
“Substitutes  for  Blood  and  Plasma  in  the  Treat- 
ment of  Shock,”  H.  F.  Gerald. 

“Present  Day  Accepted  Technic  for  the  Giving 
of  Blood  Substitutes,”  Herbert  Davis. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion— “Allergy  in  Children.”  Lead- 
er, L.  Emmett  Holt,  Jr. 

WEDNESDAY  AFTERNOON 

2:30  p.  m. — Clinic — “Cancer  of  the  Colon;  Endo- 
metriosis,” Robert  L.  Sanders. 

3:30  p.  m.— “Detailed  Methods  of  Diagnosis  and 
Therapy  in  Acute  Nutritive  Failure,”  Tom  D. 
Spies,  Birmingham,  Alabama. 

4:30  p.  m. — Clinic — “Corneal  Ulcer  with  Complica- 
tions; Convergent  Strabismus;  Separation  of 
Retina;  Dendritic  Keratitis,”  Sanford  R.  Gifford. 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion— “Peritonitis.”  Leader,  Robert  L. 
Sanders. 

WEDNESDAY  EVENING 

8:15  p.  m. — “The  Work  of  the  Rehabilitation  Centers 
in  England,”  (Tentative),  Col.  R.  L.  Diveley 
(MC),  U.  S.  A.,  Kansas  City,  Mo. 

8:45  p.  m. — “Management  of  Strabismus,”  Sanford 
R.  Gifford. 

9:15  p.  m. — “The  Gall  Bladder  and  Duct  Problem,” 
Robert  L.  Sanders. 

October  28th 
THURSDAY  MORNING 

8:15  a.  m. — Nicotinic  Acid  Deficiency  (Motion  Pic- 
ture). 

9:00  a.  m. — “Muscular  Mechanism  in  the  Production 
of  Scoliosis,”  Eben  J.  Carey,  Milwaukee,  Wis- 
consin. 

9:40  a.  m. — “Present  Day  Management  of  Carcinoma 
of  the  Prostate,”  Cyrus  E.  Burford,  St.  Louis, 
Missouri. 

10:20  a.  m. — “Food  Shortages  As  They  Affect  the 
Practice  of  Medicine,”  Tom  D.  Spies. 

11:15  a.  m.  to  1:00  p.  m. — Lecture  Course.  Lectures 
will  be  held  in  Lecture  Rooms  A,  B,  C,  D. 

11:15  a.  m. — “Dyspepsia,”  R.  W.  Bliss. 

“Endocrine  Therapy  in  Dermatology,”  O.  J. 
Cameron. 

“Medical  Aspects  of  Chemical  Warfare,”  John 
R.  Nilsson. 

“Postpartum  Bleeding,”  J.  J.  Grier. 

11:40  a.  m. — “Observations  on  the  Treatment  of 
Diabetes  Mellitus,”  John  R.  Kleyla. 

“An  Evaluation  of  Some  of  the  Newer  Methods  of 
Nasal  Medication,”  W.  P.  Haney. 

“Abdominal  Pain  in  Children,”  Clyde  Moore. 

“Hemorrhage  in  Pregnancy,”  Harley  E.  Anderson. 

12:05  p.  m. — “Surgical  Treatment  of  Peptic  Ul- 
cer,” S.  J.  Camazzo. 

“Sterility  and  Impotency  in  the  Male — Diagnosis 
and  Treatment,”  Payson  S.  Adams. 

“A  Plea  for  the  Early  Diagnosis  of  Poliomyelitis,” 
J.  Harry  Murphy. 

“I  May  Be  Sued  for  Malpractice  If ” 

Roy  W.  Fouts. 

12:30  p.  m. — “Health  Problems  in  Omaha,”  A. 
Greenberg. 

“Cystoscopy — Indications  and  Contraindications,” 
W.  J.  McMartin. 
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“Newer  Concepts  Concerning  the  Treatment  of 
Poliomyelitis,”  Floyd  Clarke. 

“Roentgenologic  Examination  of  the  Acute  Ab- 
domen,” James  F.  Kelly. 

1:00  p.  m. — Buffet  Luncheon  in  Ballroom.  Round 
Table  Discussion — “Problems  of  the  Medical 
Corps  in  North  Africa.”  (Tentative).  Leader, 
Norman  T.  Kirk,  Surgeon  General  (MC),  U.  S. 
Army). 

THURSDAY  AFTERNOON 

2:30  p.  m. — Clinic — “Urethral  Strictures,”  Cyrus  E. 
Burford. 

3:30  p.  m. — “Amputations”  (Tentative),  Norman  T. 
Kirk,  Surgeon  General  (MC)  U.  S.  Army. 

4:30  p.  m. — “Motor  End  Plates  in  Health  and  Dis- 
ease, with  Special  Reference  to  Poliomyelitis, 
Myasthenia  Gravis  and  Myotonia,”  Eben  J. 
Carey. 

6:15  p.  m. — Dinner  in  Ballroom.  Round  Table  Dis- 
cussion— “So-called  Ureteral  or  Kidney  Colic.” 
Leader,  Cyrus  E.  Burford. 

THURSDAY  EVENING 

(Omaha-Douglas  County  Medical  Society  Night) 

8:15  p.  m. — “Actual  Experiences  in  the  Pacific  War 
Zone”  (Tentative),  Com.  J.  F.  Luten  (MC), 
U.  S.  N.  and  Capt.  E.  J.  Stelter  (MC),  U.  S.  N., 
Great  Lakes,  111. 

9:00  p.  m. — “Medical  Education  of  Today  and  Its 
Effect  on  the  Future  of  Medicine,”  Eben  J. 
Carey. 

9:30  p.  m. — “Nephroptosis  with  Destructive  Le- 
sions,” Cyrus  E.  Burford. 

October  29th 
FRIDAY  MORNING 

8:30  a.  m. — Continuous  Caudal  Analgesia  in  Obstet- 
rics (Motion  Picture). 

9:30  a.  m. — Panel  Discussion  on  “War  Medicine  and 
Surgery.”  Chairman,  Captain  H.  L.  Dollard 
(M.  C.)‘  U.  S.  Navy. 

“Aviation  Medicine  and  Research, ” Captain  E.  J. 
Stelter  (M.  C.)  U.  S.  Navy. 

“Treatment  of  War  Casualties,  Including  Shock, 
Plasma  and  Sulfonamides,”  Commander  J.  F. 
Luten  (M.  C.)  U.  S.  Navy. 

“Neuropsychiatric  Screening  of  Recruits  at  a 
Naval  Training  Station,”  Lieutenant  Comman- 
der F.  C.  Southworth  (M.  C.)  U.  S.  N.  R. 

“Corrective  Surgery,”  Lieutenant  Commander  C. 
W.  McLaughlin  (M.  C.)  U.  S.  N.  R. 

“250,000  Photofluorographs  of  the  Chests  of  Naval 
Recruits,”  Lieutenant  Commander  J.  M.  Picci- 
ochi  (M.C.)  U.  S.  N.  R. 

12:30  M. — Adjourn. 


WARTIME  NURSING  IS  DIFFERENT 

It  is  utterly  impossible  to  provide  the  necessary 
volume  of  wartime  nursing  service  on  a peacetime 
basis.  Places  where  nursing  is  going  on  as  usual 
must  share  with  others.  Individual  nurses  who  have 
not  made  adjustments  to  wartime  needs  for  their 
services  should  understand  the  necessity  for  their 
participation. 

The  National  Nursing  Council  has  pointed  out 
that  the  value  of  any  national  plan  must  be  judged 
by  its  usefulness  at  the  local  level,  i.e.,  where 


nurses  live  and  work — in  the  country,  in  the  vil- 
lages, towns,  and  cities  of  the  nation. 

Wartime  nursing  is  different!  That  inescapable 
fact  must  be  generally  accepted  by  nurses,  by  physi- 
cians, and  by  hospital  administrators.  Energy  and 
motion  now  spent  in  resistance  to  change  must  be 
released  for  the  attack  on  war-created  needs. 

Nurses  have  wrought  many  changes,  but  not 
enough,  in  the  pattern  of  nursing  service  since 
Pearl  Harbor.  “We  just  do  the  best  we  can”  is 
heard  more  frequently  than  “This  is  our  plan.” 
Generally  speaking,  educational  programs  have  re- 
ceived more  thought  than  the  service  programs. 
Acceleration  of  the  basic  course  in  nursing  is  an 
outstanding  example.  State  boards  of  nurse  exam- 
iners have  initiated  others. 

The  principles  of  good  nursing  have  not  changed, 
but  nurses  are  learning  to  concentrate  on  the  essen- 
tials. In  the  analysis  and  administration  of  nurs- 
ing service  radical  changes  are  being  made.  Tre- 
mendously valuable  assistance  in  caring  for  patients 
is  being  secured  from  the  Red  Cross  nurse’s  aides 
and  other  volunteers  as  well  as  from  paid  auxiliary 
workers. 

Thus  far  nursing  service  has  not  been  rationed; 
such  rationing  would  be  complicated  by  the  differ- 
ences in  individual  nurses  and  the  degree  of  essen- 
tiality of  needed  services.  The  sharing  of  services 
is  more  difficult  than  the  sharing  of  goods. 

A critical  shortage  of  nurses  exists.  Here  are 
the  facts: 

Over  36,000  nurses  are  now  with  the  armed 
forces  and  the  Red  Cross  has  accepted  responsibility 
for  the  recruitment  of  an  equal  number  by  June  30, 
1944.  Our  men  are  receiving  skilled  medical  care 
of  a high  order  as  shown  by  the  high  percentage 
of  recovery  from  injury.  Skilled  nursing  is  an  im- 
portant factor  in  such  care.  Then,  too,  the  very 
presence  of  nurses  near  the  bases  of  military  oper- 
ations has  repeatedly  been  described  as  a potent 
force  in  maintaining  morale. 

There  has  been  an  unprecedented  increase  in  the 
use  of  civilian  hospitals.  Hospitals  gave  fourteen 
and  a quarter  million  more  days  of  care  in  1942 
than  in  the  preceding  year  and  the  trend  still  is 
definitely  upward.  This  is  in  keeping  with  the  rapid 
growth  of  the  Blue  Cross  (group  hospitalization) 
plans  and  the  Children’s  Bureau  hospitalization  pro- 
gram for  the  care  of  the  families  of  service  men. 

Nursing  is  essential  to  the  nation’s  health.  The 
National  Nursing  Inventories  (of  nursing  resources) 
of  1941  and  1943,  by  the  U.  S.  Public  Health  Service, 
offer  a comparison  of  data  for  the  two  years. 

The  total  number  of  nurses  graduated  in  the 
two  years  is  well  in  excess  of  the  number  with- 
drawn for  military  service;  this  fact  is  not  apparent 
in  the  inventory.  The  returns  are  apparently  in- 
complete. Active  nurses  who  did  not  return  their 
questionnaires  apparently  did  not  realize  the  pro- 
found importance  of  the  information  requested.  This 
information  is  the  basis  for  present  planning  and 
safeguarding  the  future. 

The  relatively  small  decrease  in  the  number  of 
institutional  nurses  is  much  less  significant  than 
the  increased  use  of  hospitals  in  creating  the  seri- 
ous shortage  of  nurses.  The  increased  number  of 
nurses  in  industrial  nursing  is,  of  course,  not  sur- 
prising. 
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The  large  number  of  inactive  nurses  who  reported 
themselves  available  is  encouraging,  but — available 
for  what?  Full  time?  Part  time?  These  nurses 
and  others  who  are  still  “hidden”  can  make  a 
valuable  contribution  to  our  nursing  resources.  Al- 
though it  requires  a little  more  planning,  the  serv- 
ice of  two  part-time  nurses  can  equal  that  of  one 
full-time  one.  Wartime  nursing  puts  a tremendous 
burden  on  all  the  administrative  nurses. 

Here  is  the  program  of  the  new  Nursing  Divi- 
sion of  the  Procurement  and  Assignment  Service. 
The  Red  Cross  recruitment  committees  are  pledged 
to  recruit  36,000  nurses  this  year.  The  new  division 
will  (1)  determine  the  availability  for  military 
service  or  essentiality  for  civilian  service  of  all 
nurses  eligible  for  military  service  and  submit  such 
determinations  to  the  American  Red  Cross  for  use 
in  procurement  of  nurses  for  the  Armed  Forces; 
(2)  promote  planes  for  maximum  utilization  of 
full-time  nurses  and  those  who  are  able  to  serve 
only  part  time;  (3)  develop  and  maintain  a roster  of 
all  graduate  registered  nurses,  and  (4)  develop  and 
encourage  sound  methods  of  supplementing  the 
work  of  nurses  with  non-professional  personnel. 

Through  the  War  Manpower  Commission,  nursing 
will  not  only  have  the  benefit  of  the  experience  of 
medicine  in  the  procurement  and  assignment  of 
physicians,  but  means  will  be  found  to  interpret 
wartime  nursing  to  physicians  and  their  coopera- 
tion secured  in  effecting  desirable  wartime  adjust- 
ments. 


AMERICAN  SOCIETY  FOR  THE  HARD 
OF  HEARING 

For  the  seventeenth  consecutive  year,  National 
Hearing  Week  will  be  observed  throughout  the 
United  States  and  Canada,  sponsored  by  the  Ameri- 
can Society  for  the  Hard  of  Hearing,  Washington, 
D.  C.  and  its  121  chapters.  The  dates  are  October 
24-30,  and  the  theme  is  “The  Magic  of  Hearing.” 
The  purpose  of  the  week  is  to  emphasize  the  value 
of  hearing  and  the  means  of  conserving  it;  the 
great  prevalence  of  lowered  hearing  and  the 
means  of  offsetting  ensuing  difficulties  of  com- 
munication — lip  reading  and  accepted  mechanical 
devices. 

The  public  will  be  reached  through  open  meet- 
ings conducted  by  chapters;  through  radio  pro- 
grams, newspaper  and  magazine  articles,  window 
displays,  special  stickers  and  posters,  and  outdoor 
signs. 

This  year,  as  never  before,  National  Hearing 
Week  has  an  added  significance,  for  already  sol- 
diers and  sailors  are  returning  from  battle  fronts 
with  war  damaged  ears.  To  prepare  them  to  take 
again  their  rightful  places  on  the  home  front,  the 
A.  S.  H.  H.  and  its  chapters  are  cooperating  with 
the  Army,  the  Veterans  Administraion  and  the  U.  S. 
Rehabilitation  Service.  These  agencies  have  already 
arranged  for  the  teaching  of  lip  reading  and  the 
use  of  mechanical  aids  when  possible.  A.  S.  H.  H. 
chapters  are  offering  practice  classes  in  lip  reading, 
planned  recreation,  information  services,  and,  most 
of  all,  practical  psychology  through  contact  with 
members  who  have  already  surmounted  their  own 
physical  handicaps  and  have  found  their  places  in 
social  and  economic  life. 


AMERICAN  BOARD  OF  OBSTETRICS  AND 
GYNECOLOGY,  INC. 

A number  of  changes  in  Board  regulations  and 
requirements  became  effective  at  the  annual  meet- 
ing of  the  Board,  May  20,  1943.  Several  of  these 
changes  are  designed  to  broaden  the  requirements 
for  candidates  in  Service.  Examples  are  the  allow- 
ance of  a stipulated  amount  of  credit  toward  spe- 
cial training  requirements  for  men  in  Service  and 
assigned  to  general  surgical  positions,  special  train- 
ing allowances  on  a preceptorship  basis  for  men  as- 
signed to  obstetrical  or  gynecological  duties  in 
military  hospitals  and  working  under  the  super- 
vision of  Diplomates  or  recognized  obstetrician- 
gynecologists,  as  well  as  credit  toward  the  “time 
in  practice”  requirement  of  the  Board  to  be  al- 
lowed for  time  in  military  service. 

The  Board  will  no  longer  require  a general  ro- 
tating internship,  but  will  now  accept  a one  year 
interne  service,  although  the  rotating  internship  is 
preferable.  Such  services  must  be  in  institutions 
approved  by  the  Council  on  Medical  Education  and 
Hospitals  of  the  A.  M.  A.  Lists  of  such  institutions 
are  published  regularly  in  the  Educational  Number 
of  The  Journal  of  the  A.  M.  A. 

The  privilege  of  reopening  applications  by  candi- 
dates who  have  been  declared  ineligible  has  been  ex- 
tended to  two  years  from  date  of  filing  the  applica- 
tion, instead  of  one  year. 

The  Board  has  ruled  temporarily  to  excuse  men  in 
military  sendee  from  the  submission  of  case  rec- 
ords at  the  stipulated  examination  times,  thereby 
permitting  them  to  proceed  without  further  delay 
with  the  Board  examinations.  This  does  not  obli- 
gate the  Board,  however,  to  waive  the  case  record 
requirement  for  such  candidates.  Plans  have  been 
made  to  provide  similarly  for  Service  men  upon 
their  eventual  discharge  from  the  Armed  Forces, 
and  to  permit  the  greater  use  of  operations  done 
while  in  residence  or  in  civilian  practice  before  the 
War. 

The  next  Part  I examination  of  the  Board  (writ- 
ten paper  and  submission  of  case  records)  will  be 
held  on  Saturday  afternoon,  February  12,  1944,  at  a 
place  convenient  to  the  location  of  the  candidate, 
whether  he  be  in  civilian  or  military  life.  Appli- 
cations must  be  in  the  Office  of  the  Secretary  by 
November  15,  1943,  ninety  days  in  advance  of  the 
examination  date.  The  time  and  place  of  the 
Spring  1944  (Part  II)  examination  will  be  an- 
nounced later. 

Prospective  applicants  or  candidates  in  military 
service  are  urged  to  obtain  from  the  Office  of  the 
Secretary,  a copy  of  the  “Record  of  Professional 
Assignments  for  Prospective  Applicants  for  Certi- 
fication by  Specialty  Boards”  which  will  be  supplied 
upon  request.  This  record  was  compiled  by  the 
Advisory  Board  for  Medical  Specialties  and  is  ap- 
proved by  the  Offices  of  the  Surgeons  General,  hav- 
ing been  recommended  to  the  Services  in  a circular 
letter  No.  76,  from  the  War  Department  Army 
Service  Forces,  and  referred  to  as  the  Medical  Of- 
ficers Service  Record.  These  will  enable  prospec- 
tive applicants  and  candidates  to  keep  an  accurate 
record  of  work  done  while  in  military  service  and 
should  be  submitted  with  the  candidate’s  applica- 
tion, so  that  the  Credentials  Committee  may  have 
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this  information  available  in  reviewing  the  applica- 
tion. 

Applications  and  bulletins  of  detailed  information 
regarding  the  Board  requirements  will  be  sent  upon 
request  to  the  Secretary’s  Office,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


POSTGRADUATE  ASSEMBLY  OF  THE 
INSTITUTE  OF  MEDICINE  OF  CHICAGO 

A Postgraduate  Assembly  on  Nutrition  in  War- 
time will  be  held  on  Wednesday  and  Thursday,  No- 
vember 17  and  18,  1943,  in  the  Palmer  House,  Chi- 
cago, and  will  be  devoted  to  phases  of  nutrition 
that  are  of  particular  interest  to  practicing  physi- 
cians, dentists,  nutritionists,  and  dietitians  at  this 
time.  There  will  be  no  fees  of  any  kind  and  all 
members  of  the  above  professions  in  Chicago  and 
the  Midwest  are  invited  to  register. 

The  Assembly  will  present  a carefully  integrated 
program  which  will  include  five  addresses  on  each 
of  two  mornings  and  on  one  afternoon.;  six  panel 
discussions  on  the  afternoon  of  the  second  day; 
a “Nutrition  Information  Please”  program  on  the 
first  evening;  and  the  First  William  Hamlin  Wilder 
Memorial  Lecture  by  Dr.  Russell  M.  Wilder,  Chief, 
Civilian  Food  Requirements  Branch,  War  Food  Ad- 
ministration, Washington,  on  the  evening  of  the 
second  day. 


ASSOCIATION  OF  MILITARY  SURGEONS 
OF  THE  UNITED  STATES 

The  most  important  medical  meeting  ever  held 
in  this  Nation  in  time  of  war  will  convene  in  Phila- 
delphia, October  21,  when  the  Association  of  Mili- 
tary Surgeons  of  the  United  States  begins  its  three- 
day  sessions  in  the  Bellevue-Stratford  Hotel  to 
mark  the  fifty-first  meeting  of  the  organization. 

The  symposium  on  war  medicine  will  be  of  vital 
and  direct  interest  to  the  health  and  welfare  of  the 
men  in  the  armed  forces,  to  physicians,  research 
specialists  and  scientists  everywhere,  as  well  as  to 
the  general  public.  It  is  expected  that  the  meeting 
will  bring  here  2,000  doctors,  many  of  whom  have 
been  in  active  combat  with  the  servicemen  in  every 
camp  and  base  throughout  the  country  and  on  all 
the  fighting  fronts. 

The  announcement  of  the  plans  for  the  conven- 
tion of  military  surgeons  was  made  today  by  Rear 
Admiral  William  L.  Mann,  M.  C.,  of  Seattle,  Wash- 
ington, president  of  the  Association  of  Military 
Surgeons. 

“It  is  especially  appropriate  that  Philadelphia 
should  furnish  the  setting  for  this  most  important 
meeting.  Philadelphia  has  long  been  recognized 
as  the  first  city  of  medicine  and  has  made  enormous 
contributions  to  the  advance  of  medical  science. 
Then,  too,  it  is  the  birthplace  of  American  free- 
dom, which  our  military  surgeons  are  now  helping 
our  fighting  men  maintain  in  this  struggle  for  the 
survival  of  democracy  throughout  the  world,”  Rear 
Admiral  Mann  said. 

The  meeting  will  be  of  a magnitude  and  scope 
never  before  known  in  the  history  of  the  organiza- 
tion, according  to  Rear  Admiral  Mann.  Medical 
officers  of  the  armed  forces  who  have  seen  actual 


duties  in  the  various  combat  zones  will  report  first 
hand  on  the  United  States  medical  services  under 
combat  in  climatic  conditions  new  to  American 
arms. 

Medicine’s  methods  of  meeting  the  new  and  com- 
plicating factors  brought  on  by  mechanized  modern 
warfare  will  also  highlight  the  sessions.  There 
will  be  reports  and  discussions  on  such  new  mat- 
ters as  air  evacuation,  parachute  injuries,  the 
physiological  aspects  of  high  altitude  flying  and 
dive  bombing,  tropical  medicine,  blast  injuries, 
amphibious  operations,  submarine  warfare,  immer- 
sion and  temperature  extremes,  neuro-surgical  prob- 
lems and  the  whole  field  of  rehabilitation. 

The  military  surgeon’s  meeting  will  be  opened 
with  addresses  of  welcome  by  Governor  Edward 
Martin,  of  Pennsylvania,  and  Mayor  Bernard  Samuel 
of  Philadelphia.  At  the  initial  evening  session,  to 
be  known  as  “Army  Night,”  the  President  will  de- 
liver his  greetings  to  the  convention  via  radio. 
There  will  be  addresses  by  the  Chinese  Ambassador, 
Wei  Tao-Ming,  and  by  Surgeon  General  Norman  T. 
Kirk,  of  the  United  States  Navy. 

At  the  following  night’s  session,  which  will  be 
known  as  “Navy  Night,”  the  principal  speaker  will 
be  the  Hon.  Frank  Knox,  Secretary  of  the  Navy. 
The  presiding  officer  will  be  Rear  Admiral  Ross  T. 
McIntyre,  surgeon  general  of  the  United  States 
Navy  and  personal  physician  to  the  President. 

Nationwide  hook-ups  will  carry  reports  of  the 
meeting  to  the  public  at  large  and  by  short-wave  to 
the  people  in  Allied  countries,  who  will  be  apprised 
of  the  progress  of  the  convention  and  its  meaning  to 
the  men  in  arms  and  national  health  in  general. 

The  convention,  with  its  score  of  exhibits  and 
meetings,  will  occupy  all  available  floor  space  in 
the  Bellevue-Stratford  during  its  stay  here.  The 
program  will  list,  besides  general  sessions,  a series 
of  forum  lectures  and  teaching  panels,  as  well  as  a 
great  number  of  film  showings. 


IMPROVED  NUTRITION  — WHO’S 
RESPONSIBILITY? 

The  return  to  school  of  some  257,000  Nebraska 
children  is  bringing  attention  again  to  the  pro- 
gram of  school  feeding.  The  allocation  to  the  state 
of  $408,000  (of  the  national  appropriation  of  $50,- 
000,000  for  the  purchase  of  food  to  be  used  in 
schools  or  child  care  centers)  imposes  upon  its  citi- 
zens the  responsibility  for  learning  about  the  pro- 
gram, its  aims  and  its  application.  If  it  is  good,  if 
there  is  reason  for  it,  then  it  deserves  the  support 
of  the  profession  which  holds  in  its  custody  the 
health  of  the  people. 

In  1936  in  an  address  before  the  New  York  Tuber- 
culosis and  Health  Association,  Dr.  Thomas  Parran 
said,  “.  . . more  children  and  adults  alike  suffer 
from  faulty  nutrition  than  from  any  other  form  of 
physical  impairment  except  dental  defects,  which  is 
one  result  of  an  improper  diet.  Yet  we  do  little 
but  talk  about  these  conditions.  It  is  high  time  we 
act,  for  our  present  knowledge  of  nutrition  . . . 
shows  definitely  that  the  future  of  the  race  will 
depend  upon  the  food  we  eat  to  a greater  degree 
than  in  the  past  we  have  profited  by  control  of  the 
communicable  diseases.” 
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More  definite  evidence  comes  from  Orr  (quoted 
by  Boudreau  ’39)  who  tells  of  the  experimental  feed- 
ing according  to  the  newer  knowledge  of  nutrition 
of  300  random  samples  of  young  men  who  had  been 
rejected  by  the  British  Army.  After  a period  of 
six  months  on  improved  rations,  these  men  were 
re-tested  and  270  were  accepted  for  service. 

It  is  not  necessary  to  go  outside  the  United 
States  to  find  evidences  of  malnutrition.  100,000 
cases  of  pellagra  were  reported  in  1938.  In  addi- 
tion, Boudreau  (’39)  quoted  findings  that  among  a 
group  of  4,000  children  in  Maine,  2,000  had  had  no 
milk  in  two  years.  Stiebeling  (’39)  reported  that 
poor  diets  prevail  in  the  Pacific  States  to  the  extent 
of  40%  of  the  families;  in  the  North  Atlantic  among 
57%  of  the  families;  and  in  the  South  among  46% 
of  white  and  64%  of  Negro  families. 

Malnutrition  rarely  manifests  itself  as  such  to 
the  people  thus  afflicted.  They  may  or  may  not 
be  aware  of  lessened  capacity  to  work,  decreased 
interest  in  living,  increasing  annoyance  from  con- 
stipation and  general  sluggishness.  Many  families 
have  accepted  these  physical  handicaps  as  inherent 
to  themselves  and  see  no  hope  of  improvement.  Poor 
food  selection  is  only  too  common  among  people 
in  general,  be  they  from  the  high  or  low  income 
brackets,  but  the  situation  is  most  deplorable  when 
low  incomes  have  become  associated  with  poor  food 
selections,  poor  diets  with  chronic  ill  health  with  in- 
creased cost  of  living  and  decreased  time  at  work, 
which  in  turn  decreases  the  income  to  complete  the 
vicious  circle. 

Repeated  experiments  by  various  workers  have 
shown  over  and  over  again  that  diets  adequate  to 
support  growth  and  life  for  generations  may  yet 
be  improved  by  enrichment  in  proteins,  minerals, 
vitamins,  and  even  calories  alone.  Sherman  and 
Campbell  (’24)  by  improving  the  ratios  of  these 
nutrients,  improved  the  breeding  records  of  their 
animals  of  which  pairs  on  the  adequate  diet  had  77 
descendents  in  a year’s  time  while  pairs  on  the  im- 
proved diet  average  361  in  the  same  time.  Those 
on  the  improved  diet  made  more  efficient  gains  be- 
ing far  ahead  of  the  others  on  gain  in  weight  per 
1,000  calories  of  food  eaten.  Osborne  and  Men- 
dell  (’26)  and  Mendell  and  Cannon  (’27)  were  able 
to  accelerate  the  rate  of  growth  so  that  increases 
of  weight  from  60  to  200  grams,  which  had  been 
taking  from  94  to  99  days  in  1912  on  rations  of 
dog  biscuit,  carrot  and  cabbage,  were  accelerated  by 
improving  rations  with  foods  providing  additional 
protein,  minerals  and  vitamins  so  that  the  same 
gains  were  made  in  38  days  and  later  even  in  24 
days. 

Accelerated  growth  would  in  itself  be  of  no  par- 
ticular advantage  in  human  welfare  except  that  it 
indicates  a longer  period  of  adult  efficiency,  greater 
possibilities  of  production  in  industry  and  in  life  so 
that  it  assumes  economic  and  social  importance.  Ex- 
perimentation in  human  nutrition  offers  great  and 
various  obstacles.  There  is,  nevertheless,  a most 
significant  store  of  information  upon  the  subject 
which  has  been  obtained  largely  by  the  supplemen- 
tary feeding  of  children  in  schools,  in  institutions 
and  in  their  homes.  The  experimental  procedure  in 
the  study  of  supplementary  feeding  is  important 
in  relation  to  the  interpretation  that  may  be  given 
to  the  results. 


The  review  of  literature  on  the  effect  of  supple- 
mentation of  the  dietary  on  the  improvement  of  nu- 
trition in  children  shows  that  the  so-called  adequate 
food  intake  has  been  bettered  by  the  addition  of 
milk,  in  various  forms,  certain  fruits,  vegetables, 
and  whole  grain  cereals.  The  evidences  of  beneficial 
effects  have  been  measured  by  increments  in 
height  and  weight,  bone  development,  resistance  to 
dental  caries,  hemoglobin  value  increases,  and  gen- 
eral well-being  and  alertness.  The  investigators  in- 
dicate the  need  for  education  and  control  of  the 
dietary  as  a whole  in  the  interest  of  securing  satis- 
factory development  as  well  as  sound  health  and 
stability  among  children. 

The  school  lunch  program  emphasizes  the  use  of 
milk,  other  protein  foods,  vegetables,  fruits,  whole 
grain  or  enriched  breads,  and  butter  or  fortified 
margarine.  The  more  adequate  the  lunch  the  great- 
er the  proportion  of  re-imbursement  to  the  school 
or  sponsor  of  the  program  by  the  Foods  Distribu- 
tion Administration.  Every  attempt  is  being  made 
to  promote  a parallel  program  of  nutrition  education 
by  this  and  other  agencies  including  the  State  De- 
partment of  Public  Instruction.  The  goal  is  a bet- 
ter nourished  and  therefore  a stronger  people  with 
a knowledge  of  health  principles  and  the  desire  and 
the  ability  to  put  them  into  practice. 

ANNA  SMRHA,  Nutritionist, 

State  Department  of  Health. 
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Lutgen,  Clifford  Athenus,  Auburn.  Born  in  1872. 
Graduated  from  the  Lincoln  Medical  College  in  1901, 
and  located  in  Auburn  the  same  year.  In  1914  he 
founded  the  Auburn  Hospital  which  he  owned  and 
managed  until  shortly  before  his  death.  Dr.  Lutgen 
was  prominent  throughout  the  southeastern  section 
of  the  state;  was  active  in  county  and  state  medical 
association  affairs,  and  served  as  president  of  the 
County  society,  and  in  the  House  of  Delegates  and  on 
the  Council  of  the  Nebraska  State  Medical  Associa- 
tion. He  died  August  15,  1943.  Surviving  are  his 
wife,  a daughter  and  two  sons. 


Chapman,  William  H.,  Blythe,  Calif.  Born  in  1877. 
Graduated  from  the  University  of  Nebraska  Medical 
College  in  1902.  Practiced  in  Hastings  several 
years  following  his  graduation.  Died  early  in  Sep- 
tember at  his  home  in  California.  He  is  survived 
by  his  wife,  and  a sister,  Dr.  Alma  J.  Chapman  of 
York. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  Sept.  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F.,  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W„  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L L,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L.  L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 


Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameii,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg,  Alfred  H.,  Int. 
Steinberg.  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam.  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias.  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M..  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 


GREELEY  COUNTY 
Kafka,  A.  J , Scotia 
HALL  COUNTY 

McDermott,  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  FYank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown.  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 
Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vandiner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  N'orth  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H..  North  Platte 
Redfield,  J.  J.,  North  Platte 
Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
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MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C„  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 


HUMAN  INTEREST  TALES 


POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 


Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke,  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushvllle 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N„  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S.,  York 
Karrer,  R.  E.,  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Lt.  D.  P.  McCleery,  of  Falls  City,  is  in  Australia. 

Capt.  E.  E.  Wise  of  Ord  is  at  Camp  Carson,  Colo. 

Col.  W.  A.  Rush,  of  Beatrice,  is  at  Fort  Leonard 
Wood,  Mo. 

Dr.  Clarence  Bantin  of  Omaha  is  a captain  in 
the  Army,  stationed  in  Dallas,  Texas. 

Dr.  Raymond  Lewis  of  Omaha  entered  as  a Lieu- 
tenant commander  in  the  Navy  Sept.  1. 

Lieut.  Philip  Teal,  late  resident  at  the  State  Or- 
thopedic Hospital,  is  at  Carlisle  Barracks,  Pa. 

Lt.  Frank  Johnson  of  Randolph  is  flight  surgeon 
at  the  Naval  Auxiliary  Air  Station,  Kingsville,  Tex. 

Major  Charles  H.  Arnold  of  Lincoln,  formerly  sta- 
tioned at  Fort  Sam  Houston,  Tex.,  sailed  for  over- 
seas duty  in  August. 

Dr.  John  I.  McGirr,  son  of  Dr.  J.  I.  McGirr  of 
Beatrice,  is  serving  an  internship  in  the  Naval  Hos- 
pital at  St.  Albans,  Long  Island,  N.  Y. 

Dr.  Frank  Iwersen  of  Omaha  is  somewhere  in  the 
Pacific.  He  was  recently  promoted  from  Lt.  (s.g.) 
to  Lieutenant  Commander  in  the  U.  S.  N.  R. 

Dr.  J.  D.  Bradley,  Pender,  has  been  commissioned 
a Lt.  (s.g.)  U.  S.  N.  R.,  and  reported  for  duty  at 
San  Diego,  California,  the  latter  part  of  September. 

Capt.  Richard  Kelley,  son  of  Dr.  Ernest  Kelley 
of  Omaha,  formerly  on  duty  with  the  Marine  Corps 
in  the  South  Pacific,  has  recently  returned  to  San 
Diego,  Calif. 

Major  Joseph  Weinberg  of  Omaha,  formerly  sta- 
tioned in  Iran,  has  returned  to  the  United  States. 
At  the  time  we  go  to  press  he  is  at  the  Officers’ 
Club,  Knickerbocker  Hotel  in  Chicago. 

Capt.  Fritz  Teal,  who  for  the  past  year  has  been 
in  the  orthopedic  department  of  the  hospital  unit  at 
Camp  Campbell,  Kentucky,  has  been  transferred  to 
Nichols  General  Hospital  at  Louisville,  Kentucky. 

In  Camp  Hood,  Texas,  are  Captains  John  D.  Le 
Mar,  attached  to  the  Camp  Surgeon’s  office,  and 
Sam  Faier,  on  the  Eye,  Ear,  Nose  and  Throat  serv- 
ice at  the  North  Camp  hospital.  Major  Mangimelli 
is  on  the  medical  service  in  the  same  hospital. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  S.  A.  Swenson  has  returned  to  practice  in 
Rushville. 

Dr.  W.  H.  Taylor  of  Omaha  is  convalescing  from 
a recent  illness. 

Dr.  C.  A.  Pierson,  formerly  of  Beemer,  has  moved 
to  Los  Angeles,  Calif. 

Dr.  A.  C.  Pruner,  who  had  been  ill  for  several 
months,  has  returned  to  his  practice  in  Omaha. 

Dr.  R.  C.  Panter  of  Dorchester  was  reported  in 
Rochester,  Minn.,  under  medical  care  in  August. 

Dr.  W.  E.  Hillis  closed  his  office  and  hospital  at 
Syracuse  and  moved  to  Lincoln  early  in  September. 

Drs.  W.  M.  and  Sarah  J.  Wegmann  are  now  prac- 
ticing in  Hastings,  having  recently  moved  there  from 
Bladen. 

Condolences  of  The  Journal  are  extended  to  Dr. 
Griffith  De  May  of  McCook  and  Dr.  Hal  De  May  of 
Grand  Island,  on  the  death  of  their  mother,  in  Aug- 
ust. 

Dr.  Lincoln  Riley  of  Wisner  celebrated  his  seven- 
ty-sixth birthday  in  August.  Serving  the  com- 
munity for  the  past  fifty-five  years,  the  doctor  still 
enjoys  an  active  practice. 

The  Journal  is  pleased  to  record  that  throughout 
the  state  physicians  in  the  various  communities  have 
been  addressing  noon  day  luncheon  clubs,  bringing 
before  the  people  of  this  area  the  dangerous  im- 
plications of  the  Wagner-Murray-Dingell  bill. 


Opened  on  December  16,  1930  the  20,000th  pa- 
tient was  admitted  to  the  Veterans  hospital  Tues- 
day, August  21. 

The  capacity  of  the  hospital  when  it  was  opened 
■was  197.  Now  this  is  251,  two  wings  having  been 
added  in  1939. 

Of  the  original  medical  staff  only  two  are  still 
stationed  at  the  facility.  They  are  Dr.  H.  A.  Scott 
and  Dr.  R.  D.  Green. 
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Is  the  Tide  Turning? 

To  the  Editor: 

“When  any  business  or  service  which  is  directly 
tied  up  with  the  public  is  suddenly  under  unusual 
pressure,  such  as  in  a war  time  emergency,  and  so 
cannot  operate  as  smoothly  as  before,  then  it  be- 
comes important  to  quickly  place  the  blame  on  an 
individual  or  group  of  individuals.  We  have  seen 
this  practice  carried  out  in  many  fields  the  last  few 
years — and  so  now,  the  Doctors.  It  is  true  that  ade- 
quate distribution  of  medical  care  in  America  is  a 
serious  war  and  post-war  problem  but  it  is  also  true 
that  it  has  become  a topic  for  politicians  and  sociolo- 
gists to  use  in  stirring  up  public  indignation.  Let 
us  not  be  misled,  it  is  not  the  question  of  whether 
health  care  is  at  present  being  handled  correctly — 
it  is  part  of  a campaign  to  prepare  public  acceptance 
for  the  government  arrogating  itself  sole  judge  and 
administrator  of  the  health  needs  of  the  nation. 

“The  ever  increasing  number  of  magazine  edito- 
rials and  articles  such  as  “The  Doctor  Shortage” 
which  appeared  in  the  May  10th  issue  of  “The  New 
Republic”  should  be  recognized  by  the  medical  pro- 
fession as  more  than  just  unfavorable  publicity. 
These  articles  which  seem  to  be  most  authentic 
and  educational  are  perhaps  the  most  direct  and  ef- 
fective source  of  information  for  the  public  on  the 
question  of  medical  care  and  its  distribution.  If  the 
medical  profession  does  not  soon  do  a little  ‘educat- 
ing’ on  its  own  behalf  Doctors  should  not  be  sur- 
prised if  there  should  be  a growing  public  distrust 
of  the  real  aims  and  qualifications  of  organized 
medicine. 

“Briefly  the  main  criticism  of  the  medical  pro- 
fession to  be  found  in  articles  such  as  the  one  men- 
tioned above  are  largely  illustrations  to  convey  to 
the  public  the  thought  that  the  medical  profession 
is  unmistakably  reactionary;  that  they  fight  changes 
so  they  are  unprogressive,  they  are  against  group 
practice  and  group  insurance  so  they  are  against 
the  public’s  interests.  While  industrial  concerns 
whose  production  and  distribution  is  inadequate, 
point  with  pride  to  the  fact  that  it  is  due  to  a great 
percentage  of  their  employees  being  in  the  war;  the 
medical  profession  is  accused  of  being  over-sub- 
scribed purposely,  they  are  guilty  of  “highly  spe- 
cialized waste.”  The  recent  Supreme  Court  decision 
convicting  AMA  under  the  anti-trust  laws  has  been 
greatly  publicized  and  to  great  advantage  in  con- 
vincing the  public  that  organized  medicine  is  a 
“monopoly.”  Stories  of  medical  interference  with 
industrial  doctors  even  in  sections  where  there  is 
a dangerous  doctor  shortage  are  also  played  up. 
Are  all  of  these  charges  unimportant  ? untrue  ? 
Perhaps, — but  it  would  seem  that  if  the  public  is 
accepting  them  as  truths  then  they  are  very  impor- 
tant. Could  not  all  these  questions  and  doubts  be  in- 
telligently answered  by  the  medical  profession  to  the 
very  great  benefit  of  all  concerned  ? 

“For  instance  the  statement  that  ‘organized  medi- 
cine presents  a solid  front  against  necessary  changes 
in  medical  practice  designed  to  provide  good  medical 
care  for  all’  is  not  only  a slanderous  charge  but  any 
serious  reflection  will  prove  it  to  be  false.  If  we 
are  the  ‘best  doctored  nation  in  the  world,’  is  it  not 
quite  remarkable  that  we  arrived  at  this  status 
through  the  leadership  of  such  an  ‘unprogressive’ 
group  as  organized  medicine? 

“If  it  is  the  question  of  who  should  control  medical 


distribution,  government  or  the  medical  profession, 
then  the  public  should  know  something  of  the  quali- 
fications of  each  in  this  particular  regard.  The 
record  of  government  participation  in  the  medical 
field  is  not  a reassuring  one.  How  can  we  answer 
the  fact  that  it  is  the  government  and  not  the  med- 
ical profession  who  licenses  poorly  trained  Doctors, 
such  as  Osteopaths,  Chiropractors,  etc?  The  AMA 
as  the  official  society  of  the  medical  profession  has 
recently  been  described  in  such  terms  as  to  make 
the  public  picture  it  as  a powerful  society  which 
promotes  a planned  conspiracy  of  the  Doctors  of 
America  to  give  poor  medical  care.  A real  investi- 
gation of  what  the  Doctors  of  Medicine  of  this 
country  have  done  through  the  AMA  should  re- 
ceive some  well  deserved  publicity.  The  history  of 
this  organization  is  not  at  all  consistent  with  the 
many  charges  now  directed  against  it.  Perhaps  one 
of  its  most  valuable  services  from  the  public’s 
standpoint  has  been  its  ever  increasing  high  educa- 
tional standards  demanded  of  medical  students  and 
Doctors.  In  no  other  field  are  the  qualifications 
higher.  What  qualifications  are  demanded  in  poli- 
tics? Todav  the  sole  reason  for  a Doctor’s  success 
is  the  complete  satisfaction  of  his  patients;  the  most 
distinct  danger  in  political  appointments  in  a pro- 
fessional field  is  that  success  could  be  realized  for 
many  other  reasons  than  merit. 

“A  popular  criticism  of  organized  medicine  is  that 
it  is  an  opponent  of  group  insurance  and  group  prac- 
tice. Actually  their  only  objection  is  to  politically 
controlled  group  insurance  and  group  practice.  Med- 
ical societies  in  many  states  have  taken  the  initiative 
in  pre-payment  plans.  The  point  is  that  Doctors  of 
Medicine  are  qualified  to  fundamentally  direct  these 
enterprises;  they  know  that  an  over-abundance  of 
insurance  companies  or  compulsory  insurance  is 
likely  to  result  in  poorer  service,  they  alone  know 
how  thin  their  time  can  be  spread  and  still  be  ef- 
fective. As  to  group  practice,  it  is  still  in  its  in- 
fancy in  general  medical  distribution,  but  if  found 
to  be  the  answer  in  the  future,  all  indications  show 
that  organized  medicine  will  also  lead  in  that  field. 
Here  too,  the  medical  profession  realizes  that  the 
use  of  technicians  in  group  clinics  will  have  to  be 
directed  by  highly  specialized  doctors  to  be  in  the 
best  health  interests  of  the  people. 

“This  is  not  meant  as  an  argument  that  medical 
care  is  perfect  or  even  adequate  today  and  none  know 
this  better  than  the  medical  profession,  but  it  is  a 
plea  for  the  public  to  be  allowed  to  examine  both 
sides  of  this  question  before  they  decide  they  want 
the  control  of  medicine  placed  in  the  hands  of  the 
government.  Even  in  industry,  distribution  is  not 
often  sucessfully  separated  from  production,  we  now 
all  know  that  ‘Industry  leads  in  Industry’  as  proved 
in  the  present  war,  and  so  in  every  line  of  human 
endeavor  leadership  and  control  must  go  together. 

“I  have  stated  that  a Doctor  becomes  really  great 
in  only  one  way,  and  that  way  constitutes  true  suc- 
cess on  a service  basis.  This  type  of  achievement 
is  becoming  so  rare  that  it  seems  we  should  do  all 
in  our  power  to  protect  it.  At  least  I believe  we 
should  be  extremely  cautious  in  voting  for  amateur- 
ish political  experiments  in  the  field  of  medicine 
when  in  this  instance  the  issue  at  stake  will  be  hu- 
man life.” — Miss  G.  M.  C. 

This  letter  was  received  and  published  by  Detroit 
Medical  News  recently  and  we  feel  it  merits  publi- 
cation on  these  pages  at  this  time. 

— S.  W.  Insley,  M.D. 
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THE  ANNUAL  ASSEMBLY  WILL 
BE  HELD 

On  another  page  of  this  issue  of  The  Jour- 
nal is  an  announcement  regarding  the  deci- 
sion of  the  Committee  on  Scientific  Assem- 
bly to  hold  its  regular  Assembly  next  spring. 
A call  for  papers  has  been  issued  by  the 
secretary  and  it  is  hoped  that  the  members 
will  respond  promptly.  It  is  urgent  that 
places  on  the  program  be  filled  early,  in  order 
that  the  Committee  may  proceed  with  the 
details  of  arrangements.  Comparatively 
few  of  us  appreciate  the  work  and  effort 
involved  in  planning  for  these  sessions,  espe- 
cially during  these  turbulent  times.  The 
Journal  is  making  a special  plea  for  full 
hearted  cooperation  with  the  Committee  on 
Scientific  Assembly. 


ANOTHER  POST-WAR  PLANNING 
MONSTROSITY 

In  an  address  before  the  American  Hos- 
pital Association  meeting  in  Buffalo,  N.  Y., 
last  September,  the  Surgeon  General  of  the 
United  States  Public  Health  Service  made 
some  remarks  which  are  as  disquieting  as 
they  are  challenging.  Thus  a United  Press 
dispatch  quotes  Dr.  Thomas  Parran  as  insist- 
ing that  the  government  “must  provide  for 
the  medical  services  which  the  people  alone 
or  unaided  cannot  provide  effectively  for 
themselves.”  Dr.  Parran  further  main- 
tains that  “.  . no  one  should  be  deprived 
of  the  best  possible  medical  care  merely  be- 
cause he  cannot  pay  for  such  service.”  To 
effect  this  utopian  state,  according  to  the 
same  press  dispatch,  Dr.  Parran  suggests  “an 


intensive  post-war  national  health  program 
administered  by  a small  health  army  trained 
and  equipped  to  cover  every  county  in  every 
state  of  the  Union.” 

Dr.  Parran,  in  spite  of  his  connections 
with  a confused  and  confusing  administra- 
tion in  Washington,  has  kept  his  feet  on  the 
ground  until  now  and  we  should  very  much 
hate  to  see  him  in  the  group  of  White  House 
“spokesmen”  scattering  straws  in  the  wind 
as  feelers  of  the  public  pulse  toward  pro- 
jected changes  in  American  institutions 
which  by  individual  effort  and  conscientious 
endeavor  have  made  this  country  the  healthi- 
est and  most  prosperous  nation  on  the  face 
of  the  earth.  Dr.  Parran  must  be  fully  aware 
of  this.  It  is  extremely  difficult  to  think 
that  the  Surgeon  General  of  our  Public 
Health  Service  could  lead  himself  to  believe 
that  through  federal  or  state  interference 
the  people  of  the  United  States  will  receive 
better  medical  care  than  is  now  available  to 
them. 

“Post-war  planning”  has  become  a hack- 
neyed phrase  in  the  name  of  which  almost 
any  social  or  political  monstrosity  may  suc- 
cessfully hide.  No  one  sector  of  the  popula- 
tion more  than  the  physicians  of  this  country 
is  interested  in  bringing  about  a better  social 
and  economic  system  which  would  make  fu- 
ture war  and  strife  impossible.  No  one 
group  has  contributed  more  than  the  medi- 
cal profession  toward  the  general  welfare 
of  this  country,  and  few  have  made  equal 
voluntary  sacrifices  toward  the  prosecution 
of  the  war.  In  spite  of  this  we  have  been 
the  target  of  threat  and  intimidation  by  vi- 
sionaries and  politicians  for  years.  Now  the 
post-war  planners  are  entering  the  scene. 
To  this  breed  of  reformers  we  have  this 
suggestion:  If,  in  their  optimism  they  con- 
template the  improvement  of  American  in- 
stitutions they  will  serve  humanity  better 
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and  more  expeditiously  by  starting  their  re- 
forms in  quarters  far  more  in  need  of  bolster- 
ing than  medicine. 


THE  KENNY  DISPUTE 

The  reluctance  of  physicians  to  accept  new 
concepts,  theories,  methods  and  procedures 
to  apply  in  their  daily  routine  whether  as 
therapeutists  or  teachers,  is  a well  recognized 
tradition.  For  this  the  medical  profession 
has  no  apologies  to  make  in  spite  of  the  fact 
that  scientific  councils  have  at  times  been 
accused  of  arrogance  and  medical  societies 
have  on  numerous  occasions  been  dramatized 
as  persecutors  of  would-be  benefactors  of  the 
human  race.  An  evaluation  of  our  history 
would  reveal  mightly  little  that  could  honest- 
ly be  interpreted  as  perceptible  hindrance  to 
medical  or  general  scientific  progress.  That 
our  cautiousness  in  this  respect  was  at  times 
productive  of  disappointment  and  discour- 
agement to  a struggling  genious  we  are  per- 
fectly willing  to  admit,  and  with  appropriate 
apologies  to  the  true  heroes  who  in  the  end, 
and  because  of  their  true  scientific  mettle, 
were  able  to  establish  their  place  in  the  Hall 
of  Fame.  Their  frustrations  and  heartaches 
were  temporary,  and  their  ultimate  success 
and  achievement  the  more  glorious  because 
of  their  earlier  reverses.  Modestly  and  pain- 
fully they  climbed  the  mountains  to  establish 
indellible  mile  posts  in  the  annals  of  science 
for  the  benefit  of  man. 

At  the  present  time  there  is  some  dispute 
over  the  concepts  of  Sister  Kenny,  the  Aus- 
tralian nurse,  who  has  come  to  the  United 
States  with  her  famous  treatment  for  acute 
anterior  poliomyelitis.  It  appears  that  there 
is  little,  if  any  criticism  of  her  methods  or  re- 
sults of  treatment  of  this  dread  disease,  but 
physiologists  and  some  neurologists  and  or- 
thopedists have  taken  issue  with  her  on  the 
interpretation  of  the  underlying  principles 
of  her  system  of  therapy.  Thus  in  a recent 
article  in  the  Journal  of  the  American  Medi- 
cal Association,  Watkins*  and  his  associates 
state  regarding  the  concepts  of  muscle  in- 
volvement, “.  . . although  the  basis  of  an 
excellent  type  of  treatment,  are  inadequate 
as  a physiologic  explanation  of  the  dysfunc- 
tion present.”  The  paper  is  a result  of  care- 
fully controlled  studies  of  electrical  dis- 
charges of  muscles,  including  patients  with 
acute  and  chronic  poliomyelitis.  Analysis  of 
the  tracings  leads  the  authors  to  the  convic- 

*A.  L.  Watkins,  Mary  A.  B.  Brazier,  and  Lt.  Com.  R.  S. 
Schwab,  J.  A.  M.  A.,  Vol.  123,  p.  188,  September  25,  1943. 


tion  that  the  terms  employed  by  Sister  Ken- 
ny are  out  of  place.  “Of  the  three  concepts 
(of  Sister  Kenny:  muscle  spasm,  mental 
alienation,  and  incoordination)  the  only  one 
upheld  by  our  objective  measurements  is  that 
of  ‘incoordination,’  although  the  term  is  mis- 
leading.” 

It  is  neither  our  object  nor  our  function 
to  participate  in  the  arguments  on  either 
side.  Sister  Kenny  is  an  energetic,  capable 
woman  who  can  hold  her  own,  we  judge,  in 
any  dispute.  She  has  been  lecturing  on,  and 
demonstrating  her  methods  in  many  parts 
of  the  country,  explaining  her  theories,  and 
relating  her  experiences  here  and  abroad  with 
pathos  and  drama  befitting  a crusader.  Be- 
fore professional  and  lay  audiences  she  in- 
sists that  some  of  the  doctors  are  attempting 
to  ‘mongrelize”  her  theories  and  methods. 
It  is  regretful  that  the  situation  has  reached 
a stage  where  radio  commentators  are  begin- 
ning to  take  up  the  “cause”  in  their  own 
manner  and  style,  thus  creating  public  con- 
fusion on  an  issue  which  only  those  properly 
trained  will  in  the  end  clarify. 

In  the  meantime  we  urge  Sister  Kenny  to 
go  on  with  her  good  work.  The  victim  of 
poliomyelitis  does  not  worry  about  the  no- 
menclature. His  sole  interest  is  in  the  pre- 
vention of  deformities  and  in  regaining  the 
use  of  his  muscles.  Sister  Kenny  need  not 
be  too  sensitive  toward  differences  of  opinion 
regarding  her  concepts.  After  all,  physi- 
cians have  the  right  to  test  theories  under- 
lying medical  therapy  and  to  evaluate  the 
findings. 


AMEBIASIS 

The  incidence  of  amebiasis  has  been  shown  to  be 
greater  than  was  formerly  supposed,  and  there  is 
reason  to  believe  that  the  disease  may  become  even 
more  prevalent  when  large  numbers  of  troops  begin 
to  return  home  from  the  tropics.  Surveys  collected 
before  the  war  revealed  that  more  than  one  in  ten 
subjects  harbored  E.  histolytica.  It  would  seem  rea- 
sonable, therefore,  that  whenever  intestinal  symp- 
toms form  a part  of  the  clinical  picture,  the  diag- 
nosis should  not  be  considered  complete  until  the 
possibility  of  amebiasis  has  been  ruled  out.  Chronic, 
uncomplicated  intestinal  amebiasis  is  the  most  fre- 
quent type,  and  it  includes  the  carrier  as  well  as  the 
individual  with  recurrent  or  mildly  persistent  symp- 
toms. Pulvules  Carbarsone,  Lilly,  each  containing 
0.25  Gm.,  may  be  given  orally  at  the  rate  of  one 
pulvule  two  or  three  times  daily  to  a total  of  twenty 
doses  (5  gm.).  This  routine  may  ordinarily  be  re- 
peated several  times,  provided  intervals  of  ten  days 
are  allowed  between  courses  and  the  urine  and  liver 
sho  wno  evidence  of  damage.  Bed  rest  is  not  neces- 
sary in  this  group. 
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Rapid  transportation  and  communication 
facilities  have  made  the  earth’s  surface  a 
comparatively  small  area.  Natural  barriers 
to  the  intermingling  of  peoples  have  almost 
disappeared.  Speed  and  efficiency  have  per- 
meated every  phase  of  life. 

Physicians  through  Procurement  and  As- 
signment, have  divided  themselves  into  two 
groups.  One  group  serves  the  armed  forces 
and  the  other  cares  for  the  civil  population 
at  home.  In  general  we  are  providing  rela- 
tively better  service  for  both  of  these  tasks 
than  we  were  able  to,  for  the  civil  task  alone, 
before  the  war.  The  ability  of  one-half  the 
physician-man-power  to  take  care  of  the  civil 
population  so  efficiently,  is  made  possible  by 
the  greatly  increased  cooperation  of  the  pub- 
lic. The  physician-patient  relationship  is 
proving  its  fundamental  worth. 

Until  this  world-war  is  over,  the  medical 
profession  will  continue  to  do  the  immediate 
tasks  with  increasing  effectiveness,  charac- 
teristic of  the  unhampered  scientific  founda- 
tions of  medicine.  At  the  same  time,  the 
rapidly  accumulating  new  knowledge  and 
skills  will  be  quickly  assimilated  and  used 
for  the  better  services  of  humanity. 

Sanitation,  immunization,  nutrition,  and 
training,  have  produced  the  highest  level  of 
health,  and  man  power  strength,  our  armed 
forces  have  ever  attained.  Blood  plasma, 
sulfa-drugs,  surgery  and  immediate  front 
line  medical  and  nursing  care,  have  rendered 
the  casualties  of  battle  less  devastating  than 
ever  possible  in  military  history. 

The  necessity  of  conserving  and  utilizing 
every  possible  resource,  both  material  and 
human,  in  this  all-out  effort  has  changed 
many  of  our  concepts  of  values.  Both  the 
profession  and  the  laity  have  become  more 
conscious  of  the  true  values  of  good  health, 
the  prevention  of  disease  and  accident,  and 
the  avoidance  of  physical  and  mental  ex- 
haustion. It  is  possible  that  the  savings  in 
human  resources  will  out-weigh  the  casual- 
ties of  the  war,  during  this  generation. 

New  branches  of  medicine  are  rapidly  de- 
veloping, in  whole  or  in  part.  Aviation  medi- 
cine has  furnished  a comprehensive  under- 
standing of  anoxemia  and  gas  pressure 
physiology.  Tropical  medicine  is  fast  becom- 
ing of  practical  importance  to  the  temperate 
zones.  Malaria,  dysentery,  schistosomiasis, 
filariasis,  leishmaniasis,  dengue  fever,  yellow 
fever,  typhus  fever,  plague,  and  cholera  may 
become  personal  problems  of  doctors  thou- 
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sands  of  miles  from  the  endemic  sources  of 
these  infections. 

New  biological  sources  of  therapeutic 
agents  are  being  found.  The  molds  have 
yielded  several  substances  that  inhibit  repro- 
duction of  disease  producing  microorganisms. 
Penicillin  promises  to  be  the  most  effective. 
Methods  of  large  scale,  economic  production 
will  probably  be  discovered,  so  that  its  use 
may  become  available  to  all  physicians  and 
patients. 

A challenge  to  the  profession  exists;  that 
of  being  equal  to  the  opportunities  which  the 
new  problems  and  the  new  knowledge 
create.  Doctors  of  medicine  will  every- 
where prove  themselves  equal  to  the  occa- 
sions; in  spite  of  the  added  burdens  of  prac- 
tice, they  will  assimilate  and  use  the  new 
armamentarium. 

The  Scientific  Assembly  Committee  of  the 
Nebraska  State  Medical  Association,  after 
carefully  assessing  the  will  of  the  member- 
ship, has  wisely  dec'ded  to  have  a scientific 
session  for  our  next  annual  meeting.  The 
many  difficulties  will  be  overcome  and  one 
of  the  finest  programs  in  the  history  of  the 
Association  is  in  prospect.  Every  member 
should  start  planning  now  to  attend  this  war- 
time session,  and  secure  for  himself,  his  pa- 
tients, and  the  profession,  the  many  benefits 
of  this  Assembly,  by  attending  all  the  ses- 
sions. 

A.  L.  COOPER. 

President. 


Bronchoscopy  As  a Diagnostic  and 
Therapeutic  Procedure" 

SAMUEL  IGLAUER,  M.  D. 

Cincinnati,  Ohio 

Department  of  Otolaryngology,  Medical  College, 
University  of  Cincinnati 


In  the  year  1897  Gustav  Killian  (1)  was 
confronted  with  the  problem  of  removing  a 
foreign  body  which  had  lodged  in  the  right 
bronchus  of  a patient.  He  introduced  an  eso- 
phagoscope  through  the  patient’s  larynx  and 
succeeded  in  extracting  the  foreign  body. 
This  was  the  first  case  of  the  kind  and  Kil- 
lian was  so  encouraged  by  this  experience 
that  he  set  himself  the  task  of  devising  spe- 
cial tubes  for  this  purpose  and  succeeded  in 
constructing  the  first  bronchoscope.  Subse- 
quently Ingalls(:;)  and  Jackson(3>  modified 
the  Killian  bronchoscope  by  the  employment 
of  distally  lighted  tubes.  The  bronchoscope 
was  at  first  regarded  chiefly  as  an  instru- 
ment for  the  removel  of  foreign  bodies,  but 
laryngologists  the  world  over  soon  recog- 
nized its  value  for  other  purposes. 

Many  years  passed  before  the  general 
medical  profession  came  to  realize  that  with 
the  invention  of  the  bronschoscope  an  instru- 
ment was  provided  which  afforded  a means 
for  the  diagnosis  and  treatment  of  obscure 
bronchopulmonary  disease.  The  delay  in  rec- 
ognizing these  facts  was  due  to  the  common 
belief  that  bronchoscopy  was  a formidable 
procedure,  and  as  a result,  the  use  of  the  in- 
strument remained  in  the  hands  of  the  laryn- 
gologist who  was  compelled  to  inaugurate 
an  educational  campaign  in  the  profession. 
The  roentgenologist  was  among  the  first  to 
recognize  the  value  of  bronchoscopy  in  ob- 
scure pulmonary  conditions.  Somewhat  later 
phthisiologists  and  internists  came  to  realize 
its  importance  as  a diagnostic  aid.  With  the 
tremendous  advance  in  thoracic  surgery, 
broncoscopy  became  essential  in  many 
cases  both  before  and  after  operation. 

The  general  surgeon  was  and  is  among 
the  last  to  call  upon  the  bronchoscopist,  al- 
though, as  will  be  shown  later,  some  of  the 
severe  post-operative  pulmonary  complica- 
tions are  quite  amenable  to  bronchoscopic 
treatment. 

TRACHEA 

The  diagnosis  of  tracheal  displacement  or 
compression  is  usually  made  on  physical  ex- 
amination without  any  great  difficulty.  En- 

♦Presented  at  the  Omaha  Mid  West  Clinical  Society  Tenth 
Annual  Assembly,  October,  1942,  Omaha.  Nebraska. 
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dotracheal  lesions,  however,  are  often  over- 
looked. 

The  introduction  of  a broncho  (tracheo) 
scope  brings  into  view  such  rare  conditions 
as  primary  tracheal  carcinoma  of  which  I 
have  encountered  four  cases.  One  recent 
case  occurred  in  a woman  aged  61.  Her  chief 
presenting  symptoms  were  dyspnoea  and 
hemoptysis.  She  was  bronchoscoped  on  May 
16,  1939,  and  a tumor  was  found  above  the 
bifurcation.  Biopsy;  “Carcinoma.” 

She  received  two  courses  of  deep  x-ray 
therapy.  She  was  again  bronchoscoped  on 
February  16,  1940.  The  tumor  has  disap- 
peared and  she  had  been  free  of  symptoms 
for  the  past  three  years. (4)  In  a second  case 
the  tumor  disappeared  with  radiation  thera- 
py, but  the  patient  now  shows  evidence  of 
metastases  in  the  brain. 

Case  III((5)  was  that  of  a woman  aged  59 
years  whose  chief  complaints  were  wheezing 
and  shortness  of  breath.  Bronchoscopy  un- 
der local  anesthesia  disclosed  a nodular  tu- 
mor on  the  posterior  wall  of  the  tracheal 
ring.  The  biopsy  showed  adenocarcinoma. 
The  patient  required  tracheotomy  and  re- 
ceived radium  treatment,  but  ultimately  suc- 
cumbed to  the  disease. 

Case  IV,(4)  reported  elsewhere,  occurred 
in  a man  aged  70  years,  who  received  x-ray 
treatment  with  considerable  benefit.  He 
probably  died  of  other  complications. 

I have  encountered  a rare  case  of  gumma 
of  the  trachea.  The  patient  showed  signs  of 
tracheal  occlusion  with  extreme  dyspnoea 
and  required  traceotomy.  A tumor  mass  was 
disclosed  in  the  trachea  just  above  the  bi- 
furcation. Microscopic  diagnosis  was  un- 
certain, but  the  Wasserman  test  was  posi- 
tive. The  tumor  ultimately  disappeared  un- 
der antisyphilitic  therapy. 

In  tracheal  compression  by  goitre  the  lateral 
walls  of  the  trachea  are  seen  to  be  approxi- 
mated, giving  the  characteristic  scabbard  de- 
formity. In  cases  with  marked  compression 
a bronchoscope  (or  rubber  tube)  may  be  in- 
serted and  allowed  to  remain  in  situ  through- 
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out  the  operation  of  thyroidectomy.  This 
procedure  provides  comfort  to  the  patient 
and  assurance  to  the  surgeon. 

BRONCHIAL  CARCINOMA 

During  the  past  two  or  three  decades,  for 
some  undetermined  reasons,  there  has  been 
a marked  increase  in  the  incidence  of  pri- 
mary bronchial  carcinoma.  The  internist 
and  the  roentgenologist  often  make  a pro- 
visional diagnosis  of  the  condition,  but  the 
diagnosis  can  be  confirmed  only  after  bron- 
choscopic  examination.  The  lesion  is  usually 
found  in  a mainstem  bronchus  and  may  ap- 
pear as  an  infiltration  or  tumor,  or  as  an  ul- 
cer which  bleeds  on  contact.  Biopsy  material 
from  a visible  tumor  is  easily  obtainable 
with  a punch  forceps.  When  the  tumor  is  in 
a secondary  bronchus  beyond  the  visual 
range  of  the  bronchoscopist,  its  presence  may 
be  surmized  by  rigidity  and  fixation  of  the 
surrounding  tissues. 

BENIGN  TUMORS 

Benign  tumors  of  the  bronchi  are  very 
rare.  They  can  usually  be  removed  with  for- 
ceps or  with  the  electrocautery  or  diathermy 
point.  The  progosis  in  these  cases  is  excel- 
lent. 

ENLARGED  TRACHEOBRONCHIAL  GLANDS 

The  regional  lymph  glands  in  contact  with 
the  trachea  and  bronchi  when  diseased  and 
enlarged  may  encroach  on  the  lumen  of  the 
trachea  or  bronchi  producing  more  or  less 
stenosis.  At  times  the  glands  may  break 
down  and  rupture  into  the  air  passages 
through  a small  fistulous  opening.  The  most 
common  cause  of  this  condition  is  tubercu- 
lous lymphadenitis.  Broncholiths,  which  ori- 
ginate in  tuberculous  glands,  may  also  be  ex- 
truded in  this  manner.  In  older  persons  ma- 
lignant metastatic  adenitis,  leucemia  or 
Hodgkin’s  disease  must  be  ruled  out.  Wid- 
ening of  the  inter-bronchial  angle  associated 
with  rigidity  of  the  parts  are  signs  of  these 
conditions. 

PULMONARY  SUPPURATION— LUNG  ABSCESS 

After  the  diagnosis  of  lung  abscess  has 
been  established  by  physical  and  x-ray  ex- 
amination, bronchoscopy  should  be  per- 
formed to  determine  which  bronchi  are  in- 
volved and  whether  or  not  the  abscess  is 
draining  freely  into  a main  bronchus.  This 
examination  also  reveals  the  presence  or  ab- 
sence of  obstructing  granulations  within  the 
bronchial-lumen. 


When  the  abscess  can  be  freely  aspirated 
through  the  bronchoscope  the  conditions  are 
favorable  for  treatment  by  this  method. 
This  is  particularly  true  in  recent  abscess  as 
illustrated  by  the  following  case : 

A boy  aged  seven  years  returned  to  the  hospital 
two  weeks  after  a tonsillectomy  and  adenoidectomy. 
On  admission  he  appeared  acutely  ill  with  a tem- 
perature of  102.8  degrees,  a pulse  rate  of  140  and 
respirations  30  per  minute.  From  physical  exami- 
nation a lobar  pneumonia  involving  the  left  lower 
lobe  was  suspected  (Sulfathiazole  therapy).  The 
roentgenogram,  however,  revealed  an  abscess  cavity 
and  a fluid  level  within  the  lobe.  On  the  following 
day  bronchoscopy  was  performed  under  local  anes- 
thesia and  a considerable  quantity  of  foul  smelling 
pus  was  aspirated  from  the  left  bronchus.  Follow- 
ing this  procedure,  the  child  improved  rapidly  and 
practically  all  x-ray  evidence  of  the  cavity  had  dis- 
appeared within  three  weeks. 

The  result  of  a single  bronchoscopic  aspira- 
tion was  rather  startling  in  this  case.  Simi- 
lar cases  may  require  repeated  aspiration.  If 
these  fail,  external  drainage  is  indicated. 

In  chronic  abscess  the  same  procedure 
should  be  employed.  At  times  an  obstructed 
bronchus  containing  granulations  may  be 
found  and  better  drainage  can  be  established 
by  their  removal  or  cauterization.  Repeated 
bronchoscopies  combined  with  postural 
drainage  may  lead  to  a cure.  After  a fair 
trial  without  ensuing  benefit  to  the  patient, 
external  drainage  or  lobectomy  may  be  re- 
quired. In  general  it  may  be  stated  that  a 
chronic  abscess  in  the  hilar  region,  having 
direct  connection  with  the  larger  bronchi,  is 
more  amenable  to  endobronchial  treatment 
than  an  abscess  in  the  peripheral  portion  of 
the  lung. 

BRONCHIECTASIS 

The  diagnosis  of  bronchiectasis  is  best  es- 
tablished by  the  injection  of  iodized  oil  un- 
der fluoroscopic  control  followed  by  broncho- 
graphy. The  bronchogram  is  often  suffi- 
cient, but  as  a rule,  bronchoscopy  should  also 
be  employed  for  the  direct  inspection  and 
evacuation  of  plugged  bronchi. 

The  bronchoscope  is  also  employed  for  the 
injection  of  iodized  oil  after  bronchoscopic 
aspiration,  but  as  a rule,  there  are  simpler 
and  more  effective  methods  available  includ- 
ing the  author’s  intubation  method. (9) 

The  therapeutic  effect  of  repeated  bron- 
choscopic aspiration  in  bronchiectasis  is  pal- 
liative rather  than  curative.  The  best  re- 
sults are  obtained  in  incipient  cases  before 
the  pathologic  changes  in  the  bronchial  wall 
have  become  irreversible. 
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LARYNGTRACHEOBRONCHITIS 

This  disease  occurs  in  epidemic  form  in 
young  children  and  is  accompanied  by  fibri- 
nous deposits  in  the  tracheo  bronchial  tree. 
Inspiratory  dyspnea  with  marked  retraction 
in  the  supraclavicular  fossae,  at  the  supra- 
sternal notch,  and  in  Harrison’s  groove  give 
the  indications  for  tracheotomy.  Whenever 
possible,  this  operation  should  be  performed 
with  a bronchoscope  in  situ.  With  the  in- 
strument in  place,  the  dyspnea  and  strug- 
gling of  the  patient  are  relieved  and  a delib- 
erate tracheotomy  can  be  performed  with  the 
rigid  bronchoscope  serving  as  a guide  to  the 
operator. 

The  further  treatment  of  these  cases  de- 
mands repeated  aspiration  through  the  tra- 
cheal cannula  with  a rubber  catheter,  as  well 
as  repeated  lower  bronchoscopies  for  the  re- 
moval of  the  thick  mucoid  and  fibrinous  de- 
posits in  the  bronchial  tree.  Gratifying  re- 
sults from  this  treatment  have  been  reported 
by  Richards, (6)  and  others ; but  the  mortality 
from  this  disease  remains  very  high.  Unfor- 
tunately the  sulfonamides  seem  to  have  but 
little  influence  upon  the  pathological  pro- 
cess. 

MASSIVE  PULMONARY  COLLAPSE 

Atalectasis  may  occur  in  a segment  of  a 
lobe,  in  a single  lobe,  or  as  a massive  involve- 
ment of  an  entire  lung.  In  this  paper  only 
post  operative  atalectasis  will  be  considered. 
It  occurs  most  frequetly  after  high  laparo- 
tomy, but  may  follow  operations  on  any  part 
of  the  body.  The  predisposing  factors 
are  aspiration  and  retention  of  mucus  and 
saliva  during  the  operation.  After  laparo- 
tomy. splinting  of  the  abdominal  muscles 
from  pain  tympanites,  trapping  of  air  under 
the  diaphragm,  and  tight  bandages  all  inter- 
fere with  the  diaphragm.  As  a result  the  se- 
cretions within  the  bronchi  can  not  be  ex- 
pelled, especially  if  the  patient  refrains  from 
coughing  or  if  the  cough  reflex  has  become 
abolished  from  the  administration  of  mor- 
phine. Massive  collapse  is  as  common  after 
spinal  or  local  anesthesia  as  after  inhalation 
anesthesia. 

The  diagnosis  of  this  condition  is  con- 
firmed by  the  roentgenogram.  The  dia- 
phragm on  the  affected  side  is  elevated  and 
is  associated  with  narrowing  of  the  intercos- 
tal spaces.  The  heart  and  mediastinal  struc- 
tures are  shifted  toward  the  opaque  col- 
lapsed lung. 


BRONCHOSCOPIC  TREATMENT 

Bronchoscopic  treatment  should  more  fre- 
quently begin  in  the  operating  room.  When 
the  anesthetist  states  that  the  patient  has 
aspirated  large  quantities  of  secretion  or  vom- 
itus  during  the  operation  of  a prophylactic 
bronchoscopic  aspiration  should  be  per- 
formed before  the  patient  leaves  the  table. 

Post  operatively,  bronchoscopy  and  aspira- 
tion are  indicated  whenever  the  ordinary 
measures  such  as  exciting  the  cough  reflex, 
change  of  posture,  “rolling”  and  CO  inhala- 
tions fail  to  relieve  the  condition.  If  the  pa- 
tient can  not  be  moved  bronchoscopy  under 
local  anesthesia  can  be  performed  with  the 
patient  in  bed.  At  bronchoscopy  one  almost 
invariably  finds  a thick  tenacious  mucoid 
or  mucopurulent  plug  in  the  bronchus.  Aft- 
er removing  the  secretion  the  lung  usually 
reexpands  and  the  relief  afforded  the  pa- 
tient is  sometimes  dramatic.  Usually  a sin- 
gle bronchoscopy  suffices,  but  a second  or 
third  treatment  should  be  given  if  indicated. 
The  following  history  is  typical. 

A man,  age  75,  underwent  a gastrectomy  with 
cyclopropane  anesthesia.  On  the  third  post  operative 
day  the  temperature  rose  to  101.6  the  respiration  to 
40,  and  the  pulse  to  138.  Physical  and  roentgen 
findings  indicated  massive  collapse  of  the  right 
lung.  Bronchoscopy  (in  bed).  Mucus  plugs  were 
aspirated  from  the  right  bronchus.  X-ray  examina- 
tion three  hours  later  showed  increased  transparen- 
cy. The  heart  almost  in  normal  position.  Uninter- 
rupted recovery. 

In  my -opinion  many  cases  of  so  called  post 
operative  pneumonia  or  lung  abscess  origi- 
nate from  failure  of  the  surgeon  to  avail  him- 
self of  this  comparatively  simple  procedure 
and  provisions  should  be  made  in  every  well 
equipped  hospital  for  its  employment. 

HEMOPYTSIS 

In  cases  of  recurring  hemoptysis,  in  which 
the  cause  can  not  be  determined  by  ordinary 
methods  of  examination,  bronchoscopy 
should  be  undertaken. 

Bronchiectasis  is  one  of  the  most  common 
causes  of  spitting  of  blood. 

The  bronchoscope  may  reveal  an  unsus- 
pected foreign  body,  a bronchial  tumor,  a 
suppurating  lymph  gland,  or  an  ulcer  of  the 
mucous  membrane.  Vinson<10>  has  described 
an  endo-bronchial  ulcer  or  varix  similar  in 
appearance  to  those  found  in  the  nose,  in 
cases  of  epistaxis.  He  has  obtained  excellent 
results  by  the  endo-bronchial  insufflation  of 
sulfonamide  powder. 
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Other  ulcers  may  be  treated  by  electrocau- 
tery or  fulguration.  Benign  tumors  should 
be  removed. 

TUBERCULOSIS 

Most  modem  tuberculosis  sanitoria  now 
have  a department  of  bronchoscopy.  Under 
ordinary  conditions  bronchoscopy  is  not  nec- 
essary in  the  diagnosis  of  pulmonary  tuber- 
culosis, but  additional  evidence  is  sometimes 
required  to  explain  some  obscure  symptom 
or  complication. 

Bronchoscopy  may  reveal  ulceration  of  the 
trachea  or  bronchi,  compression  from  caseat- 
ing  lymph  glands,  or  the  source  of  hemoptysis 
(right  or  left.)  in  some  cases  with  negative 
sputum,  tubercle  bacilli  may  be  obtained  in 
the  aspirated  secretion  or  may  appear  in  the 
sputum  shortly  after  bronchoscopy.  In  this 
connection  it  should  also  be  stated:  Uncon- 

taminated secretions  in  fungous  and  other  in- 
fections of  the  lungs  may  be  obtained 
through  bronchoscopic  aspiration. 

It  is  advisable  to  have  a bronchoscopy  done 
before  thoracoplasty  in  order  to  determine 
the  bronchial  condition  of  the  supposedly 
uninvolved  side.  Bronchoscopy  may  also  be 
of  value  after  artificial  pneumothorax  or 
thorocoplasty  when  the  expected  improve- 
ment does  not  ensue. 

ASTHMA 

Cases  of  true  asthma  usually  do  not  re- 
quire bronchoscopy.  In  some  severe  cases 
of  status  asthmaticus  where  the  patient  can 
not  expell  his  secretions,  it  is  advisable  to  as- 
pirate the  bronchi  for  relief  of  the  distress- 
ing and  dangerous  symptoms.  At  a recent 
meeting  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  Hilding  for 
the  first  time  demonstrated  autopsy  speci- 
mens in  which  ciliated  epithelium  had  disap- 
peared from  the  bronchial  lining  in  patients 
who  had  expired  in  the  asthmatic  state.  He 
was  of  the  opinion  that  bronchoscopy  in  se- 
vere cases  should  be  undertaken  before  irre- 
versible changes  in  the  mucous  membrane 
had  taken  place. 

The  aphorism  of  Jackson  that  “All  that 
wheezes  is  not  asthma.”  should  also  be  borne 
in  mind  since  asthma  may  be  simulated  by 
unsuspected  foreign  bodies,  endobronchial 
tumors,  and  the  like. 

THORACIC  SURGERY 

The  thoracic  surgeon  and  the  bronchoscop- 
ist  can  cooperate  to  their  mutual  advantage. 


Before  such  a formidable  operation  as  lobec- 
tomy for  bronchogenic  carcinoma  the  loca- 
tion of  the  endobronchial  neoplasm  must  be 
accurately  determined.  It  is  evident  that 
no  such  operation  should  be  undertaken  if 
the  bronchial  carcinoma  is  too  close  to  the 
bifurcation  to  permit  the  closure  of  the 
bronchial  stump. 

Bronchoscopic  aspiration  of  purulent  ma- 
terial is  also  advisable  immediately  before 
and  after  transthoracic  operations  for  lung 
abscess,  bronchiectasis,  lobectomy  and  the 
like,  in  order  to  effect  the  toilet  of  the  bron- 
chi and  obviate  the  spillage  of  pus  into  the 
unaffected  lung.  At  times  it  may  be  neces- 
sary to  aspirate  the  bronchi  during  the  op- 
eration in  order  to  protect  and  clear  the 
bronchi  on  the  sound  side. 

In  this  paper  there  has  been  no  mention 
of  esophagoscopy  but  it  should  be  pointed 
out  that  in  some  cases  (such  as  tracheoe- 
sophageal fistula),  it  is  necessary  to  employ 
both  esophagoscopy  and  bronchoscopy  in  or- 
der to  establish  a diagnosis. 

SUMMARY 

1.  Although  originally  designed  for  the 
removal  of  foreign  bodies  the  bronchoscope 
has  become  an  invaluable  aid  in  the  diagnosis 
and  treatment  of  many  bronchopulmonary 
conditions. 

2.  Bronchoscopy  (Tracheoscopy)  is  essen- 
tial for  the  accurate  diagnosis  of  endotra- 
cheal lesions. 

B.  In  suspected  bronchial  carcinoma 
bronchoscopic  examination  with  removal  of 
tissue  for  biopsy,  affords  the  only  certain 
means  of  confirming  the  diagnosis  and  deter- 
mining the  operability  of  the  case. 

4.  In  lung  abscess  or  bronchiectasis, 
bronchograms  obtained  after  the  injection  of 
iodized  oil  are  invaluable,  but  endobronchial 
examination  and  aspiration  should  always  be 
employed. 

5.  Bronchoscopic  aspiration  is  indicated 
in  lung  abscess  and  in  certain  cases  may 
bring  about  a cure  of  the  condition. 

6.  Repeated  bronchoscopy  is  ameliorative 
but  not  curative  in  cases  of  bronchiectasis. 

7.  Severe  cases  of  infectious  laryngotra- 
cheobronchitis  require  tracheotomy  and  re- 
peated lower  bronchoscopic  aspiration. 

8.  In  massive  post  operative  pulmonary 
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atalectasis  bronchoscopy  is  often  essential 
for  the  relief  of  this  condition. 

9.  In  hemoptysis  of  unknown  origin  bron- 
choscopy should  be  employed. 

10.  Bronchoscopic  aspiration  of  purulent 
secretion  for  the  protection  of  the  sound  lung 
is  necessary  immediately  before  and  after 
undertaking  lobectomy  for  pulmonary  suppu- 
ration. 
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IN  THIS  ISSUE 


AS  a specialty  bronchoscopy  has  become 
of  age.  The  various  aids  that  the  broncho- 
scopist  has  to  offer  in  diagnosis  and  treat- 
ment are  well  covered  in  a paper  read  before 
the  Omaha  Mid-West  Clinics  last  year.  It 
will  be  worth  your  while  to  read  Dr.  Iglauer’s 
discussion  on  page ..  340 

THERE  are  many  instances  in  which  liver 
function  must  be  evaluated.  Some  tests  are 
old  and  reliable ; some  are  new  and  even  more 
reliable.  An  evaluation  of  the  various  func- 
tional tests  of  the  liver  is  presented  by  Dr. 
Lynn  T.  Hall,  Chairman  of  the  Department 
of  Therapeutics  at  the  University  of  Ne- 
braska College  of  Medicine.  His  paper  is 
on  page  345 

A little  over  a year  ago  Dr.  Margolin 
brought  to  the  attention  of  the  readers  of 
this  Journal  the  value  of  Lanatoside  C in  the 
treatment  of  digitalis-sensitive  patients  with 
heart  disease.  In  this  issue  the  author  ex- 
tends his  discussion  on  the  subject  with  valu- 


able information  which  you  will  find  on 
page  - 348 

DR.  Payson  Adams  of  the  Department  of 
Urology  of  the  University  of  Nebraska  Col- 
lege of  Medicine,  is  continuing  his  discus- 
sion on  injuries  to  the  urinary  tract.  Part 
II  is  found  on  page.... 351 

SEVERAL  years  ago,  before  the  advent  of 
the  sulfonamides,  the  treatment  of  vulvo- 
vaginitis with  estrogens  was  a popular  pro- 
cedure. The  estrogens  still  find  a place  in 
the  treatment  of  a certain  type  of  vulvo- 
vaginitis, particularly  in  children.  Read  Dr. 
Brown’s  paper  on  page.. 354 

THE  Journal  is  indebted  to  the  State 
Health  Department,  Division  of  Laboratories 
for  a statistical  paper  with  comprehensive 
discussion  on  undulant  fever  in  Nebraska. 
The  Director,  Mr.  L.  C.  Vose,  has  gone  to  a 
good  deal  of  work  and  spent  many  hours  in 
compiling  the  facts  presented  on  page....  359 


The  Present  Status  of  Liver  Tests5" 

LYNN  T.  HALL,  M.  D. 

Omaha,  Nebraska 


No  single  test  of  liver  function  is  avail- 
able at  present  which  gives  a reliable  indica- 
tion of  the  state  of  the  hepatic  tissues.  This 
is  true  because  of  the  multiple  functions  of 
this  organ,  its  tremendous  reserve  and  great 
ability  to  regenerate.  However,  certain  tests 
of  the  past  together  with  several  proposed 
recently  are  useful  in  evaluating  the  clinical 
status  of  patients  suffering  from  disorders 
of  the  liver.  It  is  the  purpose  of  this  paper 
to  point  out  briefly  their  nature  and  advan- 
tages. All  of  the  conditions  of  the  liver  and 
all  of  the  various  tests  will  not  be  enumerat- 
ed but  rather  certain  snecial  measures  for 
the  more  common  disorders  of  the  liver  will 
be  discussed.  For  this  purpose,  it  is  con- 
venient to  term  the  presentation  as  one  deal- 
ing with  dysfunction  of  the  gall  bladder  and 
bile  ducts. 

Cholecystitis  with  or  without  stones  is  ex- 
tremely common,  especially  to  women  after 
30,  and  is  common  in  all  those  who  complain 
of  “gas”  and  “chronic  dyspepsia.”  In  the 
case  of  women  the  percentage  is  24.  With 
men  with  similar  symptoms  it  is  9.  Gall 
stones  appear,  according  to  figures  compiled, 
almost  as  frequently  in  the  general  popula- 
tion of  the  same  age  in  other  groups  as  in 
the  so-called  “gall  bladder”  group.  This  sug- 
gests a reasonable  doubt  that  symptoms  of 
these  patients  are  due  to  gall  bladder  disease. 
Many  patients  who  have  not  had  colic  and 
have  been  operated  upon  for  gall  bladder  dis- 
ease have  not  been  relieved  of  their  symp- 
toms. It  has  been  noted  that  biliary  colic 
occurs  in  only  a small  fraction  of  those  hav- 
ing gall  stones  and  also  that  symptoms  not 
different  greatly  from  biliary  colic  may 
occur  without  evidence  at  operation  and  au- 
topsy of  any  pathologic  change.  There  is  re- 
cent experimental  evidence  to  show  that  pain 
may  originate  in  a normal  biliary  tracts1-2- 3>. 
A failure  of  the  sphincter  to  open  thus  caus- 
ing a distention  swelling  of  the  gall  bladder 
has  been  witnessed,  and  this  without  demon- 
strable pathology  does  cause  pain. 

With  liver  diseases  tests  of  function,  un- 
less repeated  frequently  and  taken  into  con- 
sideration with  a careful  anamnesis  of  the 
symptoms,  may  prove  to  be  of  little  value. 
None  of  the  tests  are  infallible  or  applicable 

♦Read  before  Omaha  Mid-West  Clinical  Society,  Omaha, 
October,  1942. 


in  all  cases.  They  are,  however,  of  value  at 
times  in  differentiating  between  hemolytic 
hepatogenous  and  obstructive  jaundice  and 
in  estimating  a degree  of  liver  damage  in  a 
given  case.  Also  they  may  aid  in  the  esti- 
mation of  risk  of  surgical  patients,  particu- 
larly where  operation  on  the  biliary  or  hepa- 
tic structures  is  planned. 

1.  Measure  of  the  effectiveness  of  external  sec- 
retory function: 

Icterus  index. 

Van  den  Bergh  reaction. 

Tests  for  bile  pigments  in  the  stool  and  urine. 

Bilirubin  tolerance  test. 

Bromsulphalein  test  and  rose-bengal  dye  retention 
tests. 

2.  Measure  of  blood  composition: 

Coagulation  time. 

Venostasis  bleeding  time. 

Prothrombin  time. 

3.  Measures  of  metabolic  efficiency: 

Glucose  tolerance. 

Galactose  and  levulose  tolerance  test. 

Blood  urea. 

Blood  cholesterol  and  cholesterol  esters. 

4.  Measure  of  detoxifying  efficiency: 

Hippuric  acid  excretion  test. 

5.  Miscellaneous  tests: 

Lactic  acid  utilization  test. 

Serum  phosphatase. 

Cephalin  flocculation  test. 

Takata-Ara  test. 

6.  Measures  for  patency  of  the  ducts: 

Drainage. 

Quantative  tests  for  urobilinogen  in  the  stool  and 
urine. 

Serum  phosphatase. 

Fragility  of  red  cells. 

Cholecystography. 

Wassermann  test. 

Icterus  index:  This  is  a test  for  the  yel- 
lowness of  the  serum  and  provides  an  esti- 
mate of  the  amount  of  bilirubin  in  the  blood. 
Normally  the  index  varies  between  3 and  6; 
in  high  jaundice  10  to  15.  Successive  read- 
ings assist  in  judging  whether  the  jaundice 
is  more  or  less  from  day  to  day. 

Van  den  Bergh  reaction:  The  direct  reac- 
tion is  one  in  which  the  effect  of  the  reagent 
is  negative  with  normal  serum.  Positive  con- 
sists of  a violet  color  (300  seconds)  or  the  de- 
layed reaction,  which  is  reddish  and  is  said 
to  measure  “free”  bilirubin.  It  is  also  an  in- 
dication of  liver  damage  or  possible  rupture 
of  the  bile  capillaries.  The  serum  in  obstruc- 
tive jaundice  gives  a positive  reaction;  in 
damage  of  the  liver,  delayed;  in  hemolytic 

345 


346 


PRESENT  STATUS  OF  LIVER  TESTS:  HALL 


Nebr.  S.  M.  Jour. 
November,  1943 


jaundice,  no  reaction.  The  indirect  reaction 
provides  a basis  for  the  estimation  of  amount 
of  bilirubin  in  all  kinds  of  serum.  Normal 
serum  contains  1 mg.  per  cent.  A level  of 
more  than  4 mg.  per  cent  is  said  to  be  in- 
dicative of  impaired  function  of  liver  cells. 
In  hemolytic  icterus  only  the  indirect  reac- 
tion is  obtained,  and  the  readings  average  5 
to  7 mg.  per  cent. 

Urobilinogen:  These  tests  are  easily  per- 
formed and  are  of  value  in  the  diagnosis  of 
obstruction  due  to  malignancy.  The  normal 
urine  contains  none  or  up  to  4 mg.  and  the 
stool  100  to  200  mg.  In  obstructive  jaundice 
when  stoppage  of  the  common  duct  is  incom- 
plete, the  amount  of  urine  urobilinogen  is 
moderately  increased  while  the  amount  in 
the  feces  is  not  greatly  changed.  When  the 
obstruction  is  complete,  neither  the  stools 
nor  urine  contain  urobilinogen.  In  uncom- 
plicated hemolytic  icterus  there  is  a big 
amount  of  urogilinogen  in  the  feces  and  a 
small  amount  in  the  urine.  In  cirrhosis 
there  is  an  increase  in  the  urine  and  a de- 
crease in  the  stool.  The  presence  of  bile 
salts  in  the  urine  is  generally  indicative  of 
obstruction  of  the  extrahepatic  ducts  or  as 
a result  of  disease  of  liver  cells. 

Bilirubin  tolerance : This  test  is  not  effec- 
tive in  the  presence  of  jaundice  and  is  cost- 
ly to  use.  It  is  a delicate  test  but  not  fre- 
quently employed  for  the  reasons  given. 

Bromsulphalein  and  rose  bengal:  These 
are  tests  of  excretory  function.  It  is  based 
on  the  percentage  of  excretion  of  a dye.  It 
works  best  in  the  absence  of  jaundice.  The 
dye  is  injected  and  the  blood  taken  at  the 
end  of  an  hour  and  the  serum  compared  with 
the  standards  in  a colorimeter.  Normally  all 
is  excreted.  Repeated,  the  tests  assist  in 
furnishing  an  estimate  of  progress.  With 
rose  bengal  a 1 per  cent  solution  of  dye  is  in- 
jected (10  c.c.).  The  standard  is  taken  from 
the  blood  of  the  patient  two  minutes  after 
taking  the  dye.  Another  specimen  is  taken 
in  eight  minutes,  at  which  time  50  per  cent 
of  the  dye  will  have  disappeared  normally. 

Tests  measuring  bleeding  tendency : Coag- 
ulation time  and  venostasis  time  together 
with  blood  picture  studies  are  of  routine 
usage.  However,  they  do  have  an  impor- 
tance in  evaluating  the  degree  of  tendency 
to  bleed  as  is  commonly  caused  by  jaundice 
and  the  anemias.  One  of  the  more  recent 
and  especially  useful  tests  is  the  prothrombin 
response  to  Vitamin  K.  Lord  and  Andrus(4> 


reported  the  prothrombin  response  to  Vita- 
min K in  jaundiced  patients.  They  deter- 
mined that  the  effect  of  2 mg.  of  2 methyl 
1-4  naphthoquinone  in  oil  given  intramuscu- 
larly on  the  prothrombin  time  in  24,  48,  and 
72  hours.  They  stated  that  if  there  is  a rise 
of  10  per  cent  in  24  hours  the  jaundice  is 
extrahepatic  or  obstructive  in  nature.  If 
less  than  10  per  cent  the  jaundice  is  likely  to 
be  intrahepatic.  If  the  prothrombin  time  is 
prolonged  in  spite  of  Vitamin  K administra- 
tions, small  transfusions  should  be  given. 

TESTS  SHOWING  EFFICIENCY  OF 
METABOLISM 

Glucose  tolerance  tests  are  seldom  of  value 
unless  there  is  a disturbance  of  glycogenic 
function,  in  which  event  other  data  arouse 
the  suspicion  of  the  existence  of  diabetes. 
The  field  of  usefulness  of  this  test  is  very 
limited. 

Galactose  tolerance  tests  ofttimes  help  in 
the  differentiation  of  types  of  jaundice.  One 
c.c.  of  50  per  cent  solution  of  galactose  per 
kilo  of  body  weight  is  given.  Blood  is  taken 
in  60  and  75  minutes.  Normally  there  is  no 
sugar  in  the  blood  in  75  minutes.  In  liver 
damage  with  jaundice  there  is  a rentention 
of  40  to  50  mg.,  while  in  obstructive  jaundice 
it  may  be  20.  In  a recent  study(5>  it  was 
found  that  80  per  cent  of  obstructive  cases 
had  less  than  20  and  88  per  cent  with  paren- 
chymatous jaundice  had  more  than  20  per 
cent.  In  cirrhosis  97  per  cent  had  abnormal 
retention  averaging  36  per  cent.  Carcinoma 
produced  2-10  per  cent  in  66  per  cent  of  the 
cases.  Galactose  clearance  is  impaired  in  in- 
fections indicating  a secondary  toxic  dam- 
age to  the  liver. 

Blood  urea:  Because  of  the  large  factor 
of  safety  of  the  liver,  this  test  has  not  been 
of  great  value. 

Blood  cholesterol  and  cholesterol  esters: 
These  tests  are  so  difficult  to  interpret  that 
they  are  seldom  used.  In  obstruction  the 
cholesterol  is  generally  increased.  In  cir- 
rhosis the  values  are  usually  normal  unless 
there  is  acute  liver  disease. 

TESTS  TO  MEASURE  DETOXIFYING 
PROPERTIES 

Hippuric  acid  tests  are  simple  and  reliable 
and  often  useful.  They  are  of  value  in  prog- 
nosis and  evaluating  surgical  risks  because 
the  test  may  be  performed  in  the  presence  of 
jaundice.  One  must  be  sure  that  there  is 
no  renal  impairment.  Six  grams  of  benzoic 
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acid  are  given  by  mouth  to  a fasting  patient 
and  the  urine  collected  hourly  for  four  hours. 
Normally  at  least  3 mg.  of  the  hippuric  acid 
calculated  as  benzoic  acid  is  recovered.  Ex- 
cretion of  less  than  2 mg.  is  ascribed  to  dam- 
age of  the  liver. 

MISCELLANEOUS  TESTS 

The  cephalin-cholesterol  precipitation  test : 
This  test  has  been  compared  by  Rosenberg 
and  Soskin(6>  with  other  tests  in  a series  of 
100  patients  with  mild  liver  disease.  These 
authors  found  that  the  precipitation  test 
agreed  with  the  clinical  diagnosis  in  98  to 
100  per  cent  of  the  cases,  which  is  a much 
higher  incidence  of  agreement  than  with  any 
other  commonly  used  tests  of  liver  function. 
It  gives  an  index  of  active  parenchymal  dis- 
ease rather  than  a measure  of  residual  func- 
tion. 

The  Takata-Ara  test:  A colloidal  reaction 
of  questionable  value. 

Duodenal  drainage:  This,  of  course,  is  of 
value  in  knowing  whether  or  not  bile  is  in 
the  duodenum. 

Cholecystography:  This  procedure  often 
gives  information  of  great  value.  Severe 
liver  damage  may  be  responsible  for  non-vis- 
ualization of  a normal  gall  bladder  as  may 
obstruction  of  the  ducts.  It  is  a mistake  to 
assume  that  non-visualization  will  result  in 
every  case  of  jaundice. 

Fragility  of  cells:  In  hemolytic  icterus,  in 


addition  to  jaundice,  the  splenic  enlargement 
and  familial  tendency,  reticulosis,  spheroid 
red  cells,  fragility  is  one  of  the  main  fea- 
tures. In  obstructive  jaundice  the  red  cells 
are  relatively  resistant. 

Wassermann  test:  Always  a proper  rou- 
tine test.  It  is  indispensable  in  evaluating 
liver  and  gall  bladder  disease  because  syphil- 
lis  may  produce  the  clinical  picture  of  many 
if  not  all  of  these  conditions.  It  has  been 
estimated  that  90  per  cent  of  patients  with 
hepatic  lues  give  a positive  Wassermann  test. 
Interpretation  is  sometimes  difficult  because 
liver  damage  does  influence  the  intensity  or 
even  obscures  Wassermann  reactions. 
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FEDERAL  HOSPITALIZATION 

Everett  W.  Jones,  head  hospital  consultant  for  the 
war  production  board,  is  another  man  who  has  been 
disillusioned  by  reason  of  his  close  contact  with 
federal  agencies.  Mr.  Jones  is  opposed  to  the  latest 
socialistic  program  of  do  good  to  all  reformers  at 
the  national  capital.  He  says  that  after  having 
worked  fifteen  months  in  Washington  he  has  no 
delusions  left  as  to  the  efficiency  of  government 
and  agencies.  He  adds  that  delay  and  red  tape  just 
cannot  be  eliminated  in  a political  organization  as 
gigantic  as  the  federal  government.  The  record 
speaks  for  itself.  No  federal  agencies  can  hope  to 
approach  private  initiative  and  enterprise  in  effi- 
cient management,  he  concludes. 

Mr.  Jones  has  a plan,  and  it  is  that  the  federal 
government  subsidize  the  local  hospitals  through  an 
arrangement  with  the  states  when  and  if  the  state 
enacts  proper  social  welfare  laws.  He  also  pro- 
poses federal  grants  to  provide  additions  to  exist- 
ing voluntary  and  government  hospitals  and  for 


new  hospitals  where  such  new  or  added  facilities 
can  be  shown  to  be  essential. 

One  may  well  doubt  the  wisdom  of  this  alternate 
plan.  If  the  federal  government  is  to  subsidize 
the  building  and  operation  of  hospitals  in  the  vari- 
ous states,  the  same  federal  agencies  that  Mr.  Jones 
denounces  as  inefficient  will  be  dictating  to  the 
local  operating  authorities,  as  has  been  done  in  the 
past  every  time  the  federal  government  granted 
subsidies  or  matched  dollars  with  the  states.  This 
is  particularly  true  in  road  building  and  public 
assistance. 

If  legislatures  of  the  future  are  as  resentful  as 
those  of  the  past  have  been  when  the  federal  gov- 
ernment laid  down  as  a condition  for  granting 
monetary  aid  that  the  lawmakers  enact  such  legisla- 
tion as  the  directors  at  Washington  laid  down.  The 
1939  legislature  was  held  in  session  for  a month 
overtime  because  of  the  reluctance  to  accept  federal 
dictation  in  the  matter  of  handling  public  assistance 
funds. — Editorial  from  Lincoln  State  Journal. 


Further  Observations  on  Lanatoside  C* 

From  the  Medical  Department, 

University  of  Nebraska  College  of  Medicine, 

Omaha,  Nebraska 
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Recently (1>  I reported  a case  of  rheumatic 
mitral  disease  with  auricular  fibrillation  and 
congestive  heart  failure  with  excellent  re- 
sponse to  Lanatoside  C**  after  digitalis  pur- 
purea and  quinidine  had  failed  to  produce  re- 
sults over' a three-year  period  of  observation. 
The  patient,  a 42-year-old  housewife,  was 
unable  to  tolerate  digitalis  purpurea  and  de- 
veloped toxicity  before  she  had  taken  enough 
of  the  drug  to  attain  therapeutic  effects.  Be- 
cause of  this,  she  vacillated  between  decom- 
pensation syndromes  and  toxic  upsets  and 
as  a result  was  more  or  less  bedridden 
throughout  the  entire  three  years.  On  Lana- 
toside C she  improved  with  promptness  to 
such  an  extent  that  she  became  ambulatory 
and  has  remained  so  since.  The  results  in 
this  case  seemed  to  agree  with  the  observa- 
tions of  Fahr  and  LaDue(2) : “Lanatoside  C 
seems  definitely  less  toxic  than  preparations 
of  Digitalis  purpurea.  Some  patients  who 
cannot  tolerate  Digitalis  purpurea  can  take 
Lanatoside  C in  sufficient  doses  to  aid  in  the 
relief  of  their  heart  failure.” 

Lanatoside  C is  one  of  three  genuine  gly- 
cosides of  Digitalis  lanata  isolated  in  a crys- 
talline state  by  Stoll (3)  and  his  co-workers. 
This  glycoside,  unlike  Lanatosides  A and  B, 
has  no  chemical  counterpart  in  the  glycosides 
of  Digitalis  purpurea.  Following  upon  its  in- 
troduction, a number  of  pharmacologic 
studies  of  this  glycoside  was  made  by  Moe 
and  Visscher(4),  Visscher  and  Kaplan(5>  and 
Kwit,  Gold  and  Cattell(6).  That  this  drug  is 
not  entirely  innocuous  is  demonstrated  by 
LaDue(7)  who  was  able  to  produce  myocar- 
dial damage  in  the  dog  heart  by  daily  intra- 
venous injections  of  Lanatoside  C in  doses 
of  greater  than  0.20  cat  units  per  kilo  of  body 
weight.  He  points  out,  however,  that  such 
doses  are  far  in  excess  of  therapeutic  re- 
quirements, and  hence  the  damage  produced 
is  probably  not  clinically  significant. 

Clinical  studies  with  Lanatoside  C have 
been  reported  by  Hrenoff(8)  (32  cases),  Soko- 

•Presented  before  the  Omaha  Mid-West  Clinical  Society,  Octo- 
ber 29,  1942,  under  the  title  “A  New  Digitalis  Preparation  in 
the  Treatment  of  Heart  Disease : Lanatoside  C.” 

••NOTE:  Lanatoside  C is  manufactured  under  the  trade 

name  of  “Cedilanid”  by  Sandoz  Chemical  Works,  Inc.,  and 
comes  in  tablets  of  0.5  mg.  (approximately  2 cat  units)  and 
in  4 c.  c.  ampules  containing  0.2  mg.  per  c.  c. 
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low  and  Chamberlain  (9>  (10)  (85  cases),  and 
Fahr  and  LaDue(2)  (256  cases).  The  tone  of 
these  reports  is  generally  optimistic.  The 
drug,  when  given  intravenously  (crystalline 
and  hence  adequately  soluble)  produces  com- 
plete digitalization  within  a period  of  two 
minutes  to  two  hours;  orally,  it  brings  the 
heart  rate  to  normal  within  twenty-four  to 
forty-eight  hours.  Its  use  is  indicated  wher- 
ever digitalis  is  useful:  in  auricular  fibrilla- 
tion, in  congestive  heart  failure  with  normal 
sinus  rhythm,  in  supraventricular  paroxys- 
mal tachycardia,  and  in  auricular  flutter. 
Fahr  and  LaDue(2)  make  a further  observa- 
tion upon  the  comparative  rarity  of  toxic  re- 
actions to  Lanatoside  C. 

The  striking  success  of  Lanatoside  C in  the 
case  reported  prompted  me  to  continue  its 
use  in  other  patients.  I am  herewith  report- 
ing the  results  in  four  cases. 

CASE  REPORTS 

Case  I.  Rheumatic  mitral  stenosis  with  auricu- 
lar fibrillation  (reported  in  detail  in  previous  com- 
munication!1)): Since  February,  1942,  this  patient 
has  been  maintained  in  good  compensation  on  a 
minimum  of  Lanatoside  C.  She  is  up  and  around 
and  comes  to  my  office  for  periodic  observation  and 
has  made  several  out  of  town  trips  by  automobile 
without  untoward  effects.  There  have  been  no  fur- 
ther toxic  episodes. 

Case  IT.  Hypertensive  heart  disease  with  auricu- 
lar fibrillation:  Mrs.  A.  Z.,  housewife,  age  65,  Uni- 
versity Hospital  No.  75013.  Admitted  to  the  hos- 
pital on  May  6,  1942,  with  history  of  dyspnea,  or- 
thopnea and  palpitation  which  developed  early  in 
1940.  Hypertension  was  discovered  four  years  pre- 
viously following  an  attack  of  blindness  which 
cleared  spontaneously.  She  was  placed  on  Digitalis 
in  1940  and  was  confined  to  bed  for  three  months. 
By  the  fall  of  1940,  she  was  symptom-free  except 
for  high  blood  pressure.  Decompensation  recurred 
in  May,  1941,  although  she  was  still  taking  Digi- 
talis purpurea.  By  July,  1941,  she  had  marked 
edema  of  the  lower  extremities  and  ascites  which 
was  relieved  by  intramuscular  injections.  The  con- 
gestive failure  recurred  in  November,  1941.  Her 
ventricular  rate  had  been  reported  as  160  to  170. 
Blood  pressure  180  to  220  systolic.  She  had  been 
bedridden  off  and  on  for  the  past  year. 

Examination  revealed  cyanosis,  dyspnea,  and  or- 
thopnea. The  heart  was  enlarged  to  the  left. 
B.  P.  190/110.  Fast  irregular  pulse,  arteries  slight- 
ly arteriosclerotic,  pitting  edema  of  legs,  ankles  and 
feet,  and  questionable  ascites.  X-ray  showed  gross 
cardiac  enlargement.  E.  K.  G.  showed  auricular  fi- 
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brillation  with  Digitalis  effect.  Mosenthal  (May  9th) 
specific  gravity  1.015  to  1.021.  N.  P.  N.  (May  14tli) 
45.5  mg.%.  Creatinine  0.8  mg.  %. 

Because  of  the  E.  K.  G.  report,  we  hesitated  to 
put  her  on  Digitalis  but  were  finally  forced  to  do 
so  May  11th  because  of  the  increasing  congestive 
failure.  She  was  put  on  Digitalis  purpurea,  pow- 
dered leaf,  1%  grains  q.  i.  d.  By  next  morning 
she  was  vomiting  and  the  Digitalis  had  to  be  dis- 
continued. She  was  then  placed  on  quinidine.  By 
May  21st  she  was  vomiting,  was  markedly  cyanotic, 
had  generalized  edema,  was  drowsy,  and  refused 
medication.  Her  pulse  was  very  irregular  in  rate 
and  quality.  On  May  26th  her  ascites  was  marked. 
On  May  27th  she  had  Cheyne-Stokes’  respirations 
and  her  condition  was  critical.  Salyrgan  with  theo- 
phylline was  given  with  resulting  improvement  in 
edema.  By  this  time,  repeated  E.  K.  G.  still 
showed  Digitalis  effect.  On  May  31st  Lanatoside  C 
was  started.  She  was  given  8 tablets  (4  mg.)  on 
that  day.  The  effect  was  dramatic.  By  the  next 
day  the  pulse  was  quite  strong.  She  was  vomiting 
and  the  Lanatoside  C was  discontinued.  She  con- 
tinued to  improve  and  on  June  8th  there  was  no 
edema  and  the  pulse  ranged  from  68  to  72,  the  ven- 
tricular rate  ranged  from  72  to  80,  and  she  was 
sitting  up  in  bed.  On  June  11th  she  was  up  in  a 
chair  and  on  June  12th  she  walked  with  assistance 
and  stated  that  she  felt  good  for  the  first  time  in 
a year.  She  was  dismissed  from  the  hospital  on 
June  13th  with  instructions  to  take  one  tablet  of 
Lanatoside  C daily.  A communication  from  her  on 
October  11,  1942,  states  that  she  had  gotten  along 
very  well  the  four  months  since  she  left  the 
hospital  and  has  required  an  average  of  one  tablet 
of  Lanatoside  C daily.  She  reports  that  she  has 
had  no  edema,  but  had  a mild  episode  of  Digitalis 
toxicity  about  September  1st. 

Case  III.  Rheumatic  heart  disease  with  auricu- 
lar flutter.  S.  R.,  age  51,  truck  driver.  History 
of  rheumatic  arthritis  16  years  ago  at  which  time 
he  was  told  that  his  heart  was  involved.  At  times 
he  was  given  digitalis.  In  March,  1940,  he  developed 
attacks  of  severe  epigastric  pain. 

Examination  revealed  cardiac  enlargement  with 
systolic  and  diastolic  murmurs  over  the  entire  pre- 
cordium,  rather  difficult  to  localize.  X-ray  in  April, 
1940,  showed  enlargement  of  the  left  auricle  and 
right  ventricle  and  also  left  ventricle,  suggesting  a 
combined  mitral  and  aortic  lesion.  E.  K.  G. 
showed  definite  myocardial  damage  with  high  and 
wide  P waves  suggesting  auricular  enlargement. 
The  patient  continued  at  his  work  of  hauling  coal 
and  cement  until  February  15,  1942,  when  he  had 
an  attack  of  vomiting,  abdominal  pain  and  weak- 
ness. There  was  no  edema  at  this  time.  His  radial 
pulse  was  68  while  his  venous  pulsations  in  the  neck 
were  134  per  minute.  Diagnosis  of  auricular  flutter 
was  made,  but  not  substantiated  by  E.  K.  G.  He 
was  put  on  Lanatoside  C,  4 mg.  daily.  On  February 
17th  he  was  greatly  improved  and  the  medication 
was  decreased  to  2 mg.  daily.  By  February  21st  he 
was  up  and  around  and  his  condition  was  good. 
By  the  first  of  March  he  returned  to  work  in  spite 
of  orders  to  the  contrary  and  he  continued  at  his 
work  until  May.  At  this  time  he  developed  con- 
gestive heart  failure  with  the  venous  pulsations  in 
the  neck  exactly  double  that  of  the  radial  pulse. 
Lanatoside  C was  again  tried  but  there  was  no  re- 
sponse. He  became  progressively  worse  and  even- 


tually became  dropsical.  There  was  no  response  to 
mercurial  diuretics  or  any  form  of  digitalis.  He  re- 
fused hospitalization  and  in  general  the  co-operation 
was  poor.  He  died  on  June  21,  1942. 

This  case  showed  a good  response  to  Lanatoside 
C at  first,  although  later  attempts  failed  to  re- 
establish compensation.  The  diagnosis  of  auricular 
flutter  was  unsubstantiated  by  E.  K.  G.  Co-opera- 
tion was  poor  throughout  and  we  were  unable  to 
proceed  with  further  diagnostic  procedures  to 
evaluate  the  exact  condition  of  the  heart. 

Case  IV.  Hypertensive  heart  disease.  H.  H.  I., 
age  72,  retired  salesman.  Seen  first  on  August  9, 
1942,  with  complaints  of  pain  in  right  hypochon- 
drium,  pain  in  epigastrium  and  nocturnal  dyspnea. 
He  had  been  subject  to  these  complaints  in  attacks 
for  the  past  three  years.  He  was  hospitalized  at 
the  Douglas  County  Hospital  on  five  different  occa- 
sions since  March  31,  1940.  The  E.  K.  G.  in  April, 
1940,  showed  questionable  conduction  changes.  In 
November,  1940,  the  E.  K.  G.  reported  sinus  rhythm 
and  slight  left  axis  deviation.  X-ray  showed  car- 
diac enlargement  and  duodenal  ulcer.  He  was  de- 
compensated on  every  hospital  admission,  but  re- 
sponded effectively  to  digitalis  therapy. 

Examination  on  first  visit  August  9,  1942,  re- 
vealed cyanosis,  pulse  88,  with  an  irregular  irregu- 
larity. Heart,  apex  in  anterior  axillary  line.  Sys- 
tolic murmur  over  entire  precordium.  Liver  en- 
larged with  lower  border  at  level  of  umbilicus  and 
somewhat  tender.  B.  P.  180/100.  Urine:  two  plus 
albumin,  one  plus  sugar,  and  a few  granular  casts. 
Diagnosis:  Hypertensive  heart  disease  with  auricu- 
lar fibrillation  (slow  fibrillator).  He  was  put  on 
Lanatoside  C,  % mg.  tablet  q.  i.  d.  On  August 
13th  he  was  greatly  improved,  pulse  64  with  extra 
systoles;  B.  P.  146/80  and  liver  down.  The  Lana- 
toside C was  decreased  to  one  tablet  daily  and  he 
has  been  getting  along  every  well  on  this  dosage 
since. 

DISCUSSION 

• 

The  service  rendered  by  Digitalis  purpurea 
in  the  therapeusis  of  heart  disease  justly 
merits  our  appreciation.  In  its  application, 
however,  we  are  so  frequently  cognizant  of 
certain  drawbacks  that  we  are  forced  to  ad- 
mit that  it  falls  short  of  the  ideal  that  we 
should  wish  it  to  be.  For  one  thing,  we  still 
find  it  necessary  to  use  preparations  of  the 
crude  drug,  and  mostly  prefer  the  fresh 
powdered  leaf,  because  the  active  principles 
hitherto  isolated  have  been  found  unsatisfac- 
tory. It  is  obvious  that  the  use  of  crude 
material  leaves  much  to  be  desired  in  the  way 
of  assay ; there  can  be  no  satisfactory  chemi- 
cal methods  for  the  estimation  of  the  proper 
dosage.  Biologic  standardization  of  digitalis 
has  been  subject  to  criticism  on  the  grounds 
of  inadequacy  of  the  methods  of  assay  in 
use  at  present.  Gold  and  Cattell(u>  have 
shown  the  lack  of  uniformity  in  several  out- 
standing U.  S.  P.  mixtures  supposedly  of 
similar  potencies;  the  strongest  tincture  is 
nearly  three  times  as  potent  as  the  weakest. 
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POTENCY  OF  TINCTURES  OF  DIGITALIS 
(U.  S.  P.  XI) 

Cat  unit  potency 


Specimen  cc.  of  tincture 

1 John  Wyeth  0.35 

2a  Parke  Davis  0.36 

2b  Parke  Davis  0.46 

3 Squibb  0.58 

4a  Digitol  (Mulford)  0.58 

4b  Digitol  (Mulford)  0.86 

5 Lilly  0.60 

6 "Tr.  Digitalis  U.  S.  P.  XI” 0.96 


Moreover,  the  methods  of  assay  are  de- 
pendent upon  a toxic  action  for  the  end- 
point, and  there  is  some  question  as  to 
whether  this  truly  parallels  the  therapeutic 
action.  Again  there  is  serious  question  as 
to  whether  a certain  response  in  one  animal 
species,  such  as  the  frog  or  cat,  necessarily 
implies  a similar  response  in  another  animal 
species,  namely  man.  Another  objection  to 
the  crude  drug  is  its  lack  of  solubility  and 
hence  its  incompatibility  for  intravenous  use 
when  rapid  action  may  be  desired.  Lanato- 
side  C overcomes  all  these  objections.  It  is  a 
“genuine  glycoside”  in  crystalline  form.  As 
a pure  principle  it  permits  of  gravimetric  as- 
say. It  has  been  proven  potent  and  stable. 
It  is  useful  for  oral  administration,  and  be- 
ing adequately  soluble  it  can  also  be  used  by 
the  intravenous  route.  And  if,  as  our  case 
reports  indicate,  and  as  others  have  shown, 
it  has  a decidedly  lessened  tendency  to  tox- 
icity, there  can  be  no  further  question  of  the 
superiority  of  Lanatoside  C over  Digitalis 
purpurea.  As  such,  this  drug  merits  further 
recognition  and  wider  use. 

SUMMARY 

1.  Three  additional  cases  of  cardiac  dis- 
ease treated  with  Lanatoside  C are  reported. 
The  results  on  the  whole  are  eminently  sat- 
isfactory. 

2.  The  disadvantages  in  the  use  of  Digi- 
talis purpurea  are  pointed  out  and  the  con- 


clusion is  reached  that  Lanatoside  C is  a drug 
of  superior  value. 
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New  Aluminum  Hydroxide  Gel  Preparation 


The  value  of  orally  administered  aluminum  hy- 
droxide gel  in  promoting  healing,  relieving  pain  and 
controlling  pain  of  gastric  and  duodenal  ulcer,  and 
in  controlling  gastric  hyperacidity,  is  now  well  recog- 
nized. Various  preparations  have  been  available. 
Many  of  these  show  obvious  variations  in  consist- 
ency, color  and  palatability.  Submitted  to  labora- 
tory tests  they  also  show  differences  in  specific 
gravity,  acid  combining  power,  hydrogen  ion  concen- 
tration and  carbon  dioxide  content.  Most  of  these 
preparations  are  marketed  under  proprietary  names 
and  some  are  admixed  with  other  antacids  or  vegeta- 
ble gums. 

The  inclusion  of  aluminum  hydroxide  gel  in  New 


and  Nonofficial  Remedies  and  its  admission  to  U.  S. 
P.  XII  prompted  the  Squibb  Laboratories  to  offer 
the  preparation  under  the  official  name  and,  of 
course,  in  conformity  with  official  specifications  and 
standards. 

As  offered  by  E.  R.  Squibb  & Sons,  Aluminum 
Hydroxide  Gel  is  pharmaceutically  an  elegant  prep- 
aration of  a fluid  consistency.  The  suspension  is 
practically  snow  white,  pleasant  to  take,  lacking  any 
suggestion  of  astringent  taste.  Diluted  with  two 
or  three  parts  of  water  the  Gel  may  be  admin- 
istered by  gastric  drip,  or  taken  in  1 or  2 teaspoon- 
ful doses  in  water  or  milk.  Aluminum  Hydroxide 
Gel  Squibb  is  available  in  12-ounce  bottles. 


Rupture  of  the  Urethra  Associated  with 
Fracture  of  the  Pelvis 

PAYSON  ADAMS,  M.  D. 

Omaha,  Nebraska 


Industrial,  motor  and  war  accidents  have 
made  severe  crushing  injuries,  including 
fractures  of  the  pelvis,  more  common.  In- 
jury of  the  posterior  urethra  occurs  with 
fracture  of  the  pelvis  with  sufficient  fre- 
quency that  it  must  be  suspected  in  every 
case.  Harrison  reports  nine  ruptures  of  the 
urethra  in  a group  of  160  patients  with  frac- 
ture of  the  pelvis.  Other  authors  report  a 
higher  incidence. 

For  the  sake  of  brevity  and  discussion,  the 
posterior  urethra  may  be  considered  as  com- 
posed of  the  prostatic  urethra  proximal  to 
the  triangular  ligament  and  the  membranous 
urethra  between  the  two  layers  of  the  tri- 
angular ligament.  The  posterior  urethra  is 
inaccessible  to  direct  trauma  as  it  is  well 
protected  by  the  pelvic  girdle  and  is  rarely 
ruptured  except  by  injury  of  the  pelvic 
bones.  Extravasation  usually  occurs  proxi- 
mal to  the  triangular  ligament.  These  facts 
make  it  a distinct  entity  which  must  be  con- 
sidered apart  from  ruptures  of  the  anterior 
or  bulbous  urethra  due  to  straddle  injuries, 
a subject  recently  reviewed  by  the  author  in 
the  August  issue  of  the  Nebraska  State  Med- 
ical Journal. 

Rupture  of  the  posterior  urethra  may  be 
due  to  any  one  of  three  causes:  penetration 
of  the  urethra  by  a spicule  of  fractured  pelvic 
bone,  the  shearing  action  of  the  pelvic  bones 
at  the  time  of  injury,  or  the  sudden  increase 
in  the  anteroposterior  diameter  when  the  pel- 
vis is  compressed  laterally.  In  the  latter 
event,  a violent  stretch  is  put  on  all  the  soft 
parts  in  the  median  sagittal  plane.  This 
tends  to  detach  them  from  the  back  of  the 
pubis  or  to  rupture  the  puboprostatic  liga- 
ments, allowing  the  bladder  neck  and  pros- 
tate to  fall  backward  into  the  hollow  of  the 
sacrum.  The  urethra  most  often  is  torn 
across  at  a point  where  it  emerges  from  the 
pelvic  side  of  the  triangular  ligament  and 
enters  the  apex  of  the  prostate  although  any 
portion  of  the  posterior  urethra  may  be  rup- 
tured. 

Extravasation  of  blood  or  urine  above  the 
triangular  ligament  from  rupture  of  the  pos- 
terior urethra  invades  the  perivesical  tissues 
either  anteriorly  in  the  space  of  Retzius  or 
posteriorly  in  the  retroperitoneal  space.  The 


firm,  fibrous  nature  of  the  posterior  layer  of 
the  triangular  ligament  usually  prevents  ex- 
tension of  the  extravasation  into  the  peri- 
neum. 

If  urethral  bleeding  is  present  in  cases  of 
suspected  or  proven  pelvic  fracture,  rupture 
of  the  urethra  is  immediately  suggested,  but 
often  the  blood  is  retained  behind  a spastic 
external  sphincter.  Usually  the  patient  is 
unable  to  void,  but  if  he  does  the  first  por- 
tion or  all  of  the  urine  is  bloody.  The  dis- 
tended bladder  may  be  palpated  high  above 
the  pubis.  If  much  blood  has  extravasated 
into  the  retrovesical  space,  a soft  mass  can 
be  palpated  above  the  prostatic  area  by  digi- 
tal rectal  examination.  If  the  prostate  gland 
is  not  palpated  but  the  rectum  is  compressed 
by  a soft  mass,  complete  rupture  of  the  mem- 
branous urethra  is  highly  probable.  This 
mass  indicates  that  the  prostate  and  bladder 
have  been  displaced  upward  by  a retrovesical 
hematoma. 

Catheterization  may  be  successful  but 
often  there  is  difficulty  in  interpreting  ob- 
servations during  the  passage  of  the  cath- 
eter. Uncertainty  may  exist  as  to  whether 
or  not  the  catheter  has  actually  entered  the 
bladder,  and  if  so  whether  the  primary  in- 
jury is  to  the  bladder  or  the  urethra.  If 
clear  urine  is  obtained  and  the  suprapubic 
mass  disappears,  there  is  no  question  that 
the  injury  is  primarily  a minor  one  to  the 
urethra.  If  only  a small  amount  of  bloody 
urine  is  obtained  and  one  is  sure  the  cathe- 
ter has  entered  the  bladder,  it  is  quite  likely 
that  the  injury  is  primarily  to  the  bladder. 
When  rupture  of  the  urethra  is  present,  the 
catheter  may  pass  into  the  prevesical  or 
retrovesical  space  where  bloody  fluid  is  ob- 
tained. This  may  lead  to  the  erroneous  im- 
pression that  the  bladder  has  been  entered 
and  that  this  organ  itself  has  been  ruptured. 
If  the  catheter  buckles  perceptibly  and  does 
not  readily  pass  the  posterior  urethra,  the 
injury  probably  is  primarily  to  the  urethra. 
Rectal  palpation  of  the  urethral  catheter  may 
help  to  determine  its  position.  Gentle  irriga- 
tion of  the  catheter  with  sterile  water  is 
permissible.  If  the  catheter  has  entered  an 
intact  bladder,  all  of  the  fluid  will  return. 
If  it  has  entered  a ruptured  bladder,  fluid  is 
lost  but  little  pain  is  experienced  when  fluid 
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is  injected.  If  the  catheter  has  entered  the 
prevesical  or  retrovesical  space,  injection  of 
fluid  meets  with  resistance  and  is  painful. 

Roentgenograms  of  the  pelvis  will  indicate 
the  type  of  fracture  and  may  give  valuable 
aid  in  ruling  out  rupture  of  the  urethra  if 
the  displacement  of  fragments  is  not  such 
that  it  would  likely  cause  injury  of  either 
urethra  or  bladder.  Roentgenograms  may 
also  indicate  whether  the  previously  inserted 
catheter  follows  the  course  of  the  urethra 
into  the  bladder  or  veers  off  into  the  peri- 
neum. They  may  show  the  rounded  sym- 
metrical shadow  of  an  intact,  full  bladder 
which,  if  seen  to  be  riding  high,  may  sug- 
gest complete  rupture  of  the  posterior  ure- 
thra. Injection  of  opaque  media  into  the 
urethra  or  bladder  is  usually  not  necessary 
or  advisable  when  rupture  of  either  is  sus- 
pected. In  doubtful  cases,  a dilute  solution 
of  diodrast  may  be  injected  in  small  quanti- 
ties with  little  or  no  harmful  effects.  The 
roentgenogram  taken  after  such  diodrast  in- 
jection may  indicate  more  precisely  the  ex- 
tent and  site  of  rupture  and  extravasation. 

In  minor  traumatism  and  incomplete  rup- 
ture or  laceration  of  the  posterior  urethra  in 
which  little  or  no  urinary  of  bloody  extrava- 
sation has  taken  place,  a soft  Foley  bag 
catheter  may  be  introduced  and  left  for 
traction  and  bladder  drainage.  It  acts  as  a 
splint  to  the  injured  urethra  and  permits 
drainage  about  the  catheter.  The  patient 
must  be  observed  carefully  for  any  evidence 
of  infection  or  extravasation.  The  catheter 
is  removed  in  one  week  and  if  voiding  oc- 
curs readily  and  without  pain  and  there  is  no 
further  evidence  of  extravasation  or  infec- 
tion, the  catheter  need  not  be  replaced.  The 
patient  must  be  sounded  at  intervals  to  pre- 
vent stricture.  In  the  event  that  a soft 
catheter  cannot  readily  be  passed,  forceful 
attempts  should  not  be  made  and  steel 
sounds  or  catheters,  or  filiforms  are  useless 
and  harmful.  In  such  cases  a surgical  ap- 
proach to  the  problem  is  indicated. 

Complete  or  serious  incomplete  rupture  of 
the  prostatic  or  membranous  urethra  asso- 
ciated with  fracture  of  the  pelvis  is  best 
handled  by  open  operation  as  soon  as  the 
general  condition  of  the  patient  warrants. 
Perineal  urethrotomy  is  not  altogether  satis- 
factory because  the  lithotomy  position  exag- 
gerates the  fracture  of  the  pelvis  and  tends 
to  retract  the  severed  ends  of  the  urethra 
and  distorts  the  normal  alignment  of  the 


canal.  Extravasated  blood  and  urine  is  con- 
fined above  the  triangular  ligament  and 
adequate  drainage  can  be  more  readily  estab- 
lished by  a suprapubic  approach,  although 
in  some  cases  there  may  be  associated  peri- 
neal extravasation  for  which  perineal  drain- 
age is  obviously  necessary. 

Operation  must  accomplish  three  things. 
First,  adequate  urinary  drainage  must  be 
established ; secondly,  extravasated  blood  and 
urine  must  be  drained;  and  thirdly,  the  nor- 
mal alignment  of  the  urethra  and  approxi- 
mation of  the  torn  urethra,  or  urethra  and 
bladder  neck,  must  be  accomplished.  Ordi- 
nary suprapubic  cystotomy  and  appropriate- 
ly placed  drains  solve  the  immediate  prob- 
lem and  the  first  two  requisites,  but  failure 
to  fulfil  the  third  requirement  invites  secon- 
dary urethral  strictures  demanding  difficult 
secondary  perineal  section  for  correction. 
The  prevesical  and  retrovesical  space  and  tis- 
sue about  the  vesical  neck  is  usually  filled 
with  blood  urine  and  blood  clots  which  ob- 
scure the  normal  landmarks,  making  identi- 
fication of  the  vesical  neck  and  prostatic 
and  membranous  urethra  difficult.  Approxi- 
mation and  repair  by  suture  is  difficult  and 
often  impossible.  In  this  situation,  one  is 
tempted  to  simply  drain  the  bladder  and  area 
of  extravasation. 

To  meet  this  problem,  a satisfactory,  sim- 
ple, non-suture  method  of  alignment  and  ap- 
proximation of  the  ruptured  posterior  ure- 
thra is  described  by  C.  J.  Reynolds,  in  which 
he  uses  the  Foley  bag  catheter  for  traction 
on  the  bladder  neck.  He  reports  twenty-nine 
cases  of  rupture  of  the  urethra  associated 
with  fractures  of  the  pelvis  treated  by  this 
and  various  other  methods  including  simple 
cystotomy  followed  with  sounds,  cystotomy 
followed  later  by  perineal  urethrotomy  and 
repair,  cystotomy  and  indwelling  plain  cathe- 
ter, perineal  urethrotomy  and  indwelling  ure- 
thral catheter,  perineal  urethrotomy  fol- 
lowed later  with  sounds,  indwelling  plain 
catheter  and  simple  observation.  The  surgi- 
cal problem  was  greatly  simplified  and  the 
results  quite  satisfactory  in  those  cases 
handled  by  the  method  he  describes.  An  or- 
dinary suprapubic  incision  is  made.  The 
prevesical  space  is  sponged  out  gently  and 
the  tip  of  the  Foley  bag  catheter,  previously 
placed  in  the  urethra,  is  palpated  or  visual- 
ized projecting  from  the  macerated  posterior 
urethra.  The  bladder  is  opened  and  the  vesi- 
cal neck  located  with  the  index  finger.  A 
catheter  is  passed  through  the  bladder  inci- 
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sion  and  out  the  neck  of  the  bladder.  The 
two  catheters  are  tied  together  with  a suture 
placed  through  the  eyes  of  the  two  catheters. 
By  traction  on  the  catheter  above,  the  Foley 
bag  catheter  is  drawn  through  the  vesical 
neck  into  the  bladder.  The  bag  of  the  Foley 
catheter  is  distended  with  10-30  cc.  of  sterile 
water  and  traction  on  the  catheter  draws  the 
bladder  neck  downward  to  approximate  the 
urethra.  The  bladder  neck  and  urethra  need 
not  be  sutured  although  if  satisfactory  ex- 
posure is  readily  obtained  and  the  tissues 
are  not  badly  macerated,  there  is  no  con- 
tra-indication to  such  suture  repair.  A 
small,  straight  tube  or  catheter  is  brought 
out  through  the  bladder  incision  and  the 
wound  is  closed.  The  prevesical  space  is 


drained  adequately  with  Penrose  drains.  If 
any  retrovesical  extravasation  has  occurred, 
this  area  should  be  similarly  drained.  The 
suprapubic  catheter  is  removed  in  one  week, 
by  which  time  the  Penrose  drains  should  be 
out.  The  Foley  urethral  catheter  is  changed 
at  the  end  of  the  second  week,  and  the  pa- 
tient is  allowed  to  void  at  the  end  of  the 
third  week. 
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Pharmacy’s  role  in  World  War  II  and  its  suc- 
cess in  making  America  independent  of  foreign 
sources  for  supplies  of  vital  drugs,  such  as  digitalis 
— modern  medicine’s  most  commonly  used  heart 
stimulant — will  be  keynote  topics  at  unveiling  cere- 
monies for  the  fifth  painting  in  the  famed  “Pioneers 
of  American  Medicine”  series  in  Philadelphia, 
Nov  5,  during  National  Pharmacy  Week. 

A distinguished  audience  of  250  pharmacists, 
medical  men  and  scientists  gathered  from  all  parts 
of  the  United  States  will  be  on  hand  for  the  event, 
which  will  pay  tribute  to  William  Proctor,  Jr., 
world-famous  for  his  work  in  the  standardization 
of  drugs. 

The  1943  painting  is  entitled  “The  Father  of 
American  Pharmacy”  and  depicts  Proctor  (1817- 
1872),  studying  a formula  for  the  standardization 
of  drugs  while  at  work  with  an  assistant  in  his 
laboratory. 

Principal  speaker  at  the  unveiling,  to  be  held  at 
a dinner  in  the  Barclay,  will  be  Dr.  Ivor  Griffith, 
Ph.M.,  Sc.D.,  F.R.S.A.,  president  of  the  American 
Pharmaceutical  Association  and  president  of  the 
Philadelphia  College  of  Pharmacy  and  Science.  A 
special  exhibit  of  drug  producing  plants  formerly 
imported,  now  cultivated  in  the  United  States,  will 
be  shown  at  the  unveiling. 

To  Ensign  Melba  Grafius  of  the  WAVES,  a Sha- 
mokin,  Pa.,  girl  stationed  at  Annapolis,  M.,  will 
fall  the  honor  of  lifting  the  veil  from  the  Procter 
painting.  She  is  the  fifth  youngest  woman  gradu- 
ate pharmacist  in  the  state  of  Pennsylvania,  having 
received  her  diploma  at  Temple  University  School 
of  Pharmacy  in  June,  1942. 

Back  in  1917,  while  a Navy  medical  corps  pharma- 
cist at  Brest,  France,  Frank  F.  Law,  president  of 
John  Wyeth  & Brother,  Inc.,  conceived  the  plan  of 


creating  an  enduring  monument  in  oils  to  Ameri- 
can medical  pioneers  when  he  witnessed  the  marvels 
of  American  surgery  among  battle  wounded.  Law 
determined  then,  that  if  he  ever  got  the  opportunity, 
he  would  erect  such  a monument.  His  dream  came 
true  five  years  ago  when,  at  his  behest,  the  Wyeth 
company  commissioned  Cornwell  to  begin  the  series. 

Other  paintings  in  the  series,  which  are  loaned  to 
medical  schools  and  medical  societies,  are  “The 
Dawn  of  Abdominal  Surgery,”  a tribute  to  Dr. 
Ephraim  McDowell,  depicting  the  world’s  first  suc- 
cessful ovariotomy;  “Beaumont  and  St.  Martin,”  hon- 
oring Dr.  William  Beaumont,  who  pioneered  in  the 
study  of  the  stomach’s  digestive  functions;  “Osier 
at  Old  Blockley,”  in  honor  of  Sir  William  Osier, 
pioneer  teacher  of  clinical  medicine,  and  “Conquerors 
of  Yellow  Fever,”  a tribute  to  Drs.  Walter  Reed 
and  Carlos  Finley,  whose  work  made  possible  con- 
struction of  the  Panama  Canal,  vital  wartime  life- 
line. 

Procter  is  the  first  pioneer  of  a collateral  branch 
of  medicine  to  be  honored  in  the  series.  A Quaker, 
he  went  to  Philadelphia  as  a boy  from  Baltimore 
and  was  graduate  from  the  Philadelphia  College 
of  Pharmacy  in  1837,  soon  becoming  a professor 
at  the  same  school.  His  contributions  to  the  liter- 
ature of  pharmacy  have  been  greater  than  those 
of  any  other  American. 

He  edited  the  American  Journal  of  Pharmacy 
and  founded  the  American  Pharmaceutical  Asso- 
ciation. His  chief  contribution,  however,  was  the 
standardization  of  drugs  for  which  there  was  a cry- 
ing need  because  of  the  failure  of  compounds  due  to 
varying  methods  of  preparation. 

Twelve  paintings  in  the  series  are  contemplated, 
one  to  be  unveiled  each  year.  Cornwell,  whose 
studio  is  in  Alhambra,  Calif.,  will  attend  the  un- 
veiling. 
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The  discovery  of  the  organism  responsible 
for  gonorrheal  infection  in  the  genitalia  by 
Neisser  in  1879  established  for  the  first  time 
a sound  basis  for  the  investigation  of  genital 
infections.  Soon  thereafter  it  became  recog- 
nized that  some  of  the  genital  discharges  in 
prepubertal  girls  were  likewise  gonorrheal  in 
origin.  This  condition  in  young  girls  re- 
mained a distressing  problem  for  the  patients 
and  their  mothers,  the  physicians  and  the 


human  subjects  was  intensively  studied.  In 
1917  Stockard  and  Papanicolaou(2)  reported 
the  estrus  cycle  of  the  guinea  pig.  This 
cycle  was  confirmed  in  1922  for  the  mouse  by 
Long  and  Evans(3)  and  independently  by 
Allen  and  Doisy(4),  who  established  it  as  a 
means  of  bioassay  for  estrogens.  In  1928 
Alien* 5 > reported  that  similar  changes  in  the 
vaginal  epithelium  could  be  produced  in  im- 
mature animals  by  the  use  of  estrogens.  It 


Fig.  1. — Photomicrograph  of  a vaginal  smear  made  during  deficiency  of  estrogen,  showing 
the  basal  cells  and  leukocytes.  This  condition  is  normal  before  puberty.  (From  Shorr,  E.  J. : 
J.  Pediat.  19:327.  1941). 


school  authorities.  Treatment  of  the  condi- 
tion through  the  next  half-century  was  en- 
tirely symptomatic  and  empiric  and  produced 
little  effect.  Many  therapeutic  measures 
were  tried  and  discarded,  but  it  still  required 
several  months  to  several  years  to  effect  a 
cure  in  these  unfortunate  young  girls. 

After  the  isolation  of  estrogens  by  Allen 
and  Doisy(1)  the  effect  of  such  agents  on  the 
genital  organs  of  experimental  animals  and 

♦Reprinted  with  additions,  from  the  American  Journal  of 
Diseases  of  Children  August  1942,  Vol.  64,  pp.  221-228. 

Copyright,  1942,  by  American  Medical  Association. 
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had  long  been  known  that  with  the  estab- 
lishment of  puberty  and  the  cornification  of 
the  vagina  in  these  infected  young  girls  the 
vulvovaginitis  usually  subsided.  It  remained 
for  Lewis(6>  in  1933,  to  put  these  two  ideas 
together  and  to  begin  a study  of  the  thera- 
peutic use  of  estrogens  in  cases  of  prepuber- 
tal gonorrheal  vulvovaginitis.  Failures  were 
frequent,  and  the  search  for  improved  meth- 
ods of  treatment  continued.  The  introduc- 
tion of  sulfanilamide  and  its  derivatives  in 
the  treatment  of  this  condition  has  aroused 
a new  interest,  but  they  too  have  proved 
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somewhat  disappointing.  The  results  have 
not  been  entirely  satisfactory,  and  there  has 
been  a reasonably  high  incidence  of  toxicity 
on  continued  use ; relapses  are  not  infre- 
quent. 

There  is  one  phase  of  Lewis’  original  work 
which  has  been  frequently  forgotten,  and  it 
is  the  greatest  single  factor  responsible  for 
failure  of  the  estrogen  therapy  of  gonorrheal 
vulvovaginitis.  This  is  that  “the  vaginal 
epithelium  must  be  cornified.”  In  their  en- 
thusiasm to  popularize  this  form  of  therapy 
the  pharmaceutic  houses  have  placed  in  the 
hands  of  the  physician  suppositories,  am- 
pules, capsules,  etc.,  with  instructions  that 


become  larger  and  the  cytoplasm  is  clearer. 
The  nucleus  becomes  smaller  and  pyknotic 
and  may  even  disappear.  The  edges  of  the 
cell  become  darker  and  begin  to  curl.  The 
ratio  of  the  size  of  the  nucleus  to  that  of  the 
basal  cell  is  about  1 :3,  while  in  the  cornified 
cell  it  is  1:10  or  1:12.  In  the  process  of 
comification  the  pus  disappears,  and  only  an 
occasional  leukocyte  is  seen.  The  differ- 
ences in  these  cells  are  demonstrated  in  fig- 
ures 1,  2 and  3. 

During  the  past  several  years  a number 
of  articles  have  appeared  on  the  subject  of 
treatment  with  estrogens(7).  The  authors 
have  been  divided  in  their  opinions  as  to  its 


Fig.  2. — Photomicrograph  of  a vaginal  smear  made  during  moderate  estrogenic  stimulation. 
The  leukocytes  are  disappearing  and  the  basal  cells  are  larger.  (From  Shorr,  E.  J. : J.  Pediat. 
19:327,  1941). 


“one  a day  will  chase  the  clap  away.”  They 
have  forgotten  entirely  the  well  known  con- 
cept of  personal  variation  with  regard  to  the 
dosage  of  any  therapeutic  agent. 

Fortunately,  comification  of  the  vaginal 
epithelium  is  very  easily  detected — more 
easily  by  far  than  a urinalysis  or  a blood 
count  is  made.  The  basal  cell  of  the  vaginal 
epithelium  is  a round  cell  with  a large  dark- 
staining,  central  nucleus.  In  the  absence  of 
estrogenic  stimulation  this  type  of  cell  ap- 
pears in  the  vaginal  mucus  together  with  a 
variable  number  of  leukocytes.  In  the  pres- 
ence of  infection  frank  pus  is  seen.  As  the 
basal  cells  are  matured  by  estrogen  (either 
naturally  or  as  the  result  of  treatment)  they 


value.  Uniformly,  those  physicians  who 
have  found  the  use  of  estrogens  unsuccessful 
have  disregarded  the  basic  principle  of  estro- 
genic therapy.  They  have  presented  charts 
showing  that  a certain  number  of  patients 
were  treated  with  estrogens  with  a varying 
but  high  incidence  of  failure.  None  of  these 
authors(8)  made  any  statement  as  to  the  de- 
gree of  comification  obtained.  Frequently 
the  amount  of  estrogen  used  was  not  stated ; 
in  the  few  cases  in  which  dosage  was  men- 
tioned, it  was  ridiculously  low. 

It  is  the  purpose  of  this  report  to  present 
a short  series  of  cases  (13)  and  to  point  out 
the  importance  of  individualization  of  treat- 
ment. I wish  to  emphasize  several  features 


356 


GONORRHEAL  VULVOVAGINITIS:  BROWN 


Nebr.  S.  M.  Jour. 
November,  1943 


of  the  clinical  management  of  patients  with 
gonorrheal  vulvovaginitis  which  if  followed 
will  give  a high  incidence  of  cure.  In  addi- 
tion, my  colleagues  and  I have  treated  6 pa- 
tients with  nonspecific  vaginitis  who  were 
referred  to  us  with  the  diagnosis  of  gonor- 
rhea. Attention  is  particularly  called  to  the 
following  protocols  of  5 patients.  They  have 
been  selected  because  they  demonstrate  clear- 
ly the  common  reasons  for  failure  in  the 
management  of  such  patients. 

REPORT  OF  CASES 

Case  1. — A girl  consulted  her  physician  because 
of  a vulvovaginitis  which  was  considered  nongonor- 
rheal  and  which  had  been  treated  with  various  anti- 
septic irrigations  for  three  months.  After  this  she 
was  given  sulfapyridine;  the  amount  is  unknown. 


positories;  estrogenic  therapy  was  continued  by  oral 
administration.  The  discharge  disappeared  in  forty- 
eight  hours.  Six  months  later,  without  therapy  for 
five  months,  the  smears  were  negative  for  gono- 
cocci and  there  was  no  discharge. 

CONCLUSION 

Sensitivity  to  the  vehicle  of  the  estrogen 
may  produce  an  apparent  failure. 

Case  2. — A 4 year  old  girl  came  to  the  dispensary 
with  a history  of  vaginal  discharge  and  recurrent 
enuresis.  Examination  showed  a purulent  vaginal 
discharge  and  inflammatory  changes  about  the 
vulva.  An  area  of  protuberant  mucous  membrane, 
which  was  thought  to  be  edematous  hymen,  was  seen 
in  the  introitus.  Smears  were  positive  for  gono- 
cocci. The  patient  was  given  a fourteen  day  trial 
of  sulfathiazole  without  improvement,  and  estro- 
genic therapy  was  then  started.  Vaginal  smears 


Fig.  3. — Epithelial  cells  of  the  vagina  during  estrogen  saturation.  Cornification  is  now 
complete.  The  amount  of  estrogen  necessary  to  bring  about  this  state  is  the  "physiologic  unit.” 
(From  Shorr,  E.  J.:  J.  Pediat.  19:327,  1941). 


There  was  temporary  improvement  followed  by  com- 
plete relapse.  The  patient  consulted  a second  physi- 
cian 9),  who  made  the  diagnosis  of  gonorrheal  vag- 
initis and  gave  the  patient  sulfathiazole;  there  was 
prompt  improvement.  The  drug  was  discontinued 
in  two  weeks,  with  subsequent  return  of  symptoms 
and  a positive  smear  ten  days  later.  The  patient 
was  again  given  sulfathiazole,  but  a rash,  fever  and 
vomiting  developed.  Administration  of  this  drug 
was  discontinued,  and  use  of  estrogen  suppositories 
was  begun.  There  was  early  prompt  improvement. 
After  two  weeks  the  discharge  returned,  but  no 
gonococci  could  be  seen  in  the  smear.  The  patient 
was  then  referred  to  me  for  advice.  On  examination 
there  was  residual  but  minimal  evidence  of  an  in- 
flammation about  the  vulva  and  a white  nonpuru- 
lent  discharge.  The  smear  showed  the  epithelium 
to  be  well  cornified,  and  no  gonococci  or  leukocytes 
were  present.  It  was  felt  that  this  patient  had  had 
adequate  estrogenic  therapy  and  that  the  discharge 
was  probably  due  to  local  sensitivity  to  the  sup- 


promptly  revealed  cornified  epithelial  cells.  Puru- 
lent discharge  continued,  and  vulvar  smears  con- 
tinued to  show  infection.  After  six  weeks  of  inter- 
mittent cornification  of  the  vaginal  epithelium  as 
shown  in  smears,  and  vulvar  smears  still  positive  for 
gonococci,  the  patient  was  seen  by  me  and  examined 
under  anesthesia.  At  this  time  it  was  discovered 
that  she  had  a gonorrheal  urethritis  and  a large 
urethral  polyp.  Separate  vaginal  smears  were  nega- 
tive for  gonococci.  The  polyp  was  removed  by 
cautery.  Estrogenic  therapy  was  continued  for  one 
more  week  to  prevent  the  possibility  of  reinfecting 
the  vagina,  and  the  patient  was  again  given  sul- 
fathiazole. In  the  course  of  two  weeks  her  urethral 
and  vaginal  smears  were  negative  and  the  discharge 
was  apparently  gone.  She  still  shows  no  evidence 
of  gonorrheal  infection,  four  months  later. 

CONCLUSION 

Gonorrheal  urethritis  cannot  be  cured  with 
estrogenic  therapy. 
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Cases  3 and  4. — Two  sisters,  V.  and  M.,  were  ad- 
mitted to  the  dispensary  with  a vaginal  discharge. 
On  examination  there  was  clinical  evidence  of  in- 
flammatory changes  about  the  vulva,  and  bacterio- 
logic  studies  revealed  the  infection  to  be  caused  by 
the  gonococcus.  These  two  girls  had  been  treated 
for  several  months  prior  to  admission  with  sulfona- 
mide compounds.  Estrogenic  therapy  was  started, 
and  inasmuch  as  there  was  only  about  5 pounds 
(2.3  Kg.)  difference  in  body  weight,  they  were  given 
the  same  dose.  V.  acquired  a well  cornified  vaginal 
epithelium  in  ten  days,  and  the  gonococci  disap- 
peared from  her  smear.  M.,  on  the  other  hand,  still 
showed  a basal  type  of  epithelium  and  many  leuko- 
cytes and  gonococci.  Her  dosage  was  progressively 
increased,  and  full  cornification  was  not  obtained 
until  twenty-eight  days  from  the  beginning  of  treat- 
ment. She  required  two  and  one-half  times  as  much 
estrogen  as  her  sister.  Full  cornification  of  the 
vagina  epithelium  was  maintained  in  both  girls  for 
one  month,  and  therapy  was  discontinued.  Both 
children  were  free  of  infection  at  check-up  exam- 
ination six  weeks  and  three  months  later. 

CONCLUSION. 

The  number  of  units  of  estrogen  required 
for  vaginal  cornification  varies  widely.  One 
must  adapt  the  dosage  to  the  patient. 

Case  5. — A girl  entered  the  dispensary  with  a 
diagnosis  of  gonorrheal  vaginitis,  because  of  the 
presence  of  a similar  infection  in  the  mother.  On 
examination  the  findings  were  typical  of  gonorrheal 
vulvovaginitis  and  slides  showed  gonococci.  Estro- 
gen therapy  was  started  but  was  discontinuous  for 
about  two  months.  As  soon  as  partial  cornification 
was  obtained,  the  discharge  subsided,  and  the  pa- 
tient did  not  return  to  the  clinic.  She  was  then 
given  a preparation  for  oral  administration,  which 
she  used  at  home  for  six  weeks.  Smears  then 
showed  well  cornified  cells  for  the  first  time,  and 
the  gonococci  had  disappeared.  The  patient  was 
free  of  infection  two  months  later. 

CONCLUSION 

Continuous  vaginal  cornification  is  essen- 
tial to  success. 

COMMENT 

This  report  covers  a very  small  series  of 
cases,  namely,  19:  13  of  gonococcic  and  6 of 
nonspecific  vaginitis.  In  each  of  these  cases 
sulfanilamide  or  one  of  its  derivatives  had 
been  tried  for  varying  lengths  of  time.  In 
each  case  the  drug  had  failed  to  cure  the 
vulvovaginitis.  Inasmuch  as  the  therapy 
was  carried  on  by  various  persons  without 
laboratory  control,  I am  well  aware  that 
these  results  do  not  represent  the  true  effec- 
tiveness of  these  drugs  in  the  treatment  of 
this  condition.  All  of  the  children  treated 
with  estrogen  were  cured  bacteriologically 
and  clinically.  This  unusually  high  incidence 
of  cure  following  the  use  of  estrogenic  ther- 
apy is  likewise  probably  misleading  for  un- 
doubtedly in  a larger  series  there  will  be 


cases  in  which  estrogenic  therapy  will  also 
fail.  It  is  my  opinion,  however,  that  if  the 
cases  are  properly  managed  (vaginal  corni- 
fication maintained  continuously  for  four 
weeks)  the  percentage  of  failure  will  be 
small. 

In  discussing  the  control  of  therapy  by 
cornification  of  the  vaginal  epithelium,  it  is 
perhaps  wise  to  outline  the  procedure  neces- 
sary for  obtaining  and  reading  these  slides, 
although  it  is  so  simple  that  one  hesitates  to 
describe  it.  Many  elaborate  schedules  have 
been  published  in  the  literature;  but  in  my 
opinion  these  are  not  necessary,  for  with  a 
very  brief  experience  one  can  learn  to  recog- 
nize the  necessary  changes  of  the  appear- 
ance of  the  cells.  The  following  method 
seems  adequate: 

The  vulva  is  cleansed  with  moist  cotton  to  remove 
accumulated  discharge.  A small  cotton  applicator 
is  then  moistened  with  sodium  chloride  solution  and 
gently  introduced  into  the  vagina.  This  is  with- 
drawn and  smeared  on  a clean  glass  slide  and  al- 
lowed to  dry.  The  smear  is  lightly  fixed  with  heat 
or  with  acetone  alcohol,  and  the  slide  is  then  stained 
with  any  of  the  simple  stains  and  allowed  to  dry 
(one  may  use  the  Gram  stain  and  thereby  deter- 
mine both  the  degree  of  cornification  and  the  pres- 
ence of  the  gonococcus).  There  are  other  more 
elaborate  stains  and  classifications  published  in  the 
literature  to  which  the  reader  is  referred  < 10 ).  The 
change  in  the  microscopic  appearance,  as  a basal  cell 
becomes  a cornified  cell,  is  so  marked  that  special 
staining  characteristics  are  not  necessary  to  differ- 
entiate them.  Figures  1,  2 and  3 demonstrate  these 
changes. 

Estrogens  were  given  parenterally  in  these 
cases.  The  injectable  preparations  were 
selected  in  order  that  frequent  observation 
and  careful  control  of  the  patient  could  be 
obtained.  Only  a few  of  these  patients  were 
treated  with  diethylstilbestrol,  and  this  was 
usually  given  by  injection.  With  the  re- 
lease of  this  drug  to  prescription  sale,  the 
physician  has  at  hand  a much  more  conven- 
ient method  of  administering  estrogens.  It 
will  still  be  necessary,  however,  to  control 
the  dosage  by  the  use  of  vaginal  smears. 
When  diethylstilbestrol  is  administered  oral- 
ly, the  mother  can  be  taught  to  obtain  the 
smears ; she  should  take  them  to  the  physi- 
cian for  staining  and  interpretation. 

There  is  one  additional  comment  that 
should  be  made.  It  is  observed  at  once  that 
no  statement  is  made  regarding  the  type  of 
estrogen  or  the  dosage  recommended.  I feel 
that  it  is  impossible  to  recommend  a product 
or  dosage  in  terms  of  rat  units,  international 
units  or  milligrams  for  these  patients  be- 
cause of  the  personal  variation  in  require- 
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ment(11).  For  this  reason  we  have  used  a 
new  unit,  the  “physiologic  unit,”  which  is 
the  amount  necessary  to  comify  the  vagina. 
A brief  pause  for  reflection  convinces  one  of 
the  necessity  for  this  step.  The  adoption  of 
this  unit  has  led  us  to  use  much  larger 
doses(10)  than  are  usually  recommended,  and 
one  might  expect  complications  from  this 
therapy.  Two  complications  are  to  be  feared : 
(1),  the  maturing  of  the  genitals  with  the 
development  of  salpingitis,  and  (2)  a perma- 
nent upset  in  the  endocrine  system  of  these 
young  girls. 

In  regard  to  the  former,  this  complication 
did  not  occur  in  these  patients  or  in  an  un- 
tabulated personal  experience  elsewhere.  I 
have  established  a rule  that  estrogenic  ther- 
apy shall  not  be  used  after  a girl  is  10  years 
of  age  or  if  there  are  signs  of  early  men- 
arche  (pigmentation  and  enlargement  of  the 
breasts,  pubic  and  axillary  hair  or  enlarge- 
ment of  the  clitoris  or  labia) . Such  patients 
will  usually  have  cervicitis  and  not  vaginitis, 
and  all  will  show  varying  degrees  of  vaginal 
cornification.  If  this  rule  is  followed,  sal- 
pingitis should  be  extremely  rare,  for  either 
it  requires  three  to  four  times  the  amount 
of  estrogen  to  enlarge  the  uterus  and  open 
the  tubes  as  it  does  to  cornify  the  vagina  or 
the  dosage  must  be  maintained  for  a long  pe- 
riod. Mild  transitory  changes  in  the  breasts, 
similar  to  those  seen  in  the  newborn,  are  not 
uncommon. 

As  far  as  subsequent  disturbance  in  the 
endocrine  system  is  concerned,  one  can  only 
speculate,  since  this  form  of  therapy  has 
been  in  use  for  less  than  ten  years.  From 
personal  observations,  a few  of  the  patients 
have  subsequently  matured  and  have  ap- 
parently initiated  a normal  function.  Hart- 
man(10d)  in  1930  demonstrated  the  transitory 
nature  of  changes  brought  about  in  the 
monkey  by  the  administration  of  estrogens. 
Experience  with  adult  patients  and  women 
undergoing  the  menopause  points  to  the 
temporary  effects  of  estrogen;  hence  one 
should  not  expect  any  subsequent  disturb- 
ance in  the  patient’s  endocrine  balance. 

SUMMARY  AND  CONCLUSIONS 

A series  of  cases  of  gonorrheal  vaginitis 
treated  successfully  with  estrogens  is  pre- 
sented. 

The  basic  principles  of  estrogen  therapy 
(cornification  of  the  vagina  and  individuali- 
zation of  the  treatment)  are  reviewed. 

A new  unit  for  estrogen  therapy,  the 
“physiologic  unit,”  is  suggested. 


The  incidence  of  cure  with  this  form  of 
therapy  is  gratifyingly  high,  and  complica- 
tions are  very  low  (none  in  this  series). 

I wish  to  express  my  appreciation  to  the  chair- 
man of  the  department  of  pediatrics  for  the  splendid 
cooperation  of  the  following-  members  of  the  pedia- 
tric staff,  Drs.  C.  A.  Tompkins,  P.  N.  Morrow,  R. 
Burroughs,  G.  J.  Klok,  and  J.  L.  Gedgoud,  for  the 
clinical  material,  examinations  and  direction  of  the 
therapeutic  measures. 

The  estrogenic  material  used  in  this  study  was 
generously  furnished  by  the  Smith  Dorsey,  Com- 
pany, Lincoln,  Nebr. 
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Undulant  Fever  in  Nebraska 
and  Its  Diagnosis 

L.  O.  VOSE,  Director  Division  of  Laboratories 
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Lincoln,  Nebraska 


Undulant  fever  is  endemic  in  Nebraska. 
Estimation  of  the  rate  of  occurence  is  diffi- 
cult. Five  cases  were  officially  reported  in 
1941,  fifty-three  in  1942  and  two  in  the  first 
eight  months  of  1943.  Since  early  spring  of 
1943,  non-official  reports  of  the  epidemiology 
of  twenty-seven  diagnosed  cases  have  been 
collected.  Information  taken  from  these  re- 
ports is  tabulated  and  discussed. 

Reported  Nature 


County 

Occupation 

Sex 

Age 

of  Contact 

Saunders 

Trucker  _ . 

M 

36 

Handled  and  hauled 
livestock 

Nuckolls- 

Farmer 

M 

53 

Vaccinated  pigs, 
owned  infected  cow 

Madison 

.Housewife 

F 

54 

Drank  raw  milk 

Red  Willow 

Produce  business. 

M 

62 

Care  of  hogs,  work 
in  butcher  shop 

Thurston 

Farmer 

M 

54 

Care  of  hogs  and 
cows 

Thayer 

Housework 

F 

25 

Milking  and  chores 
on  farm 

Cherry 

Farmer 

M 

35 

Care  and  vaccination 
of  hogs,  handling 
cattle 

Jefferson 

. Farmer 

M 

45 

Carried  aborted  calf 
in  bare  hands 

Cass 

Farmer 

M 

45 

Cared  for  hogs,  de- 
horned cattle,  open 
sores  on  hands 

Cedar 

Farmer 

M ' 

46 

Handled  aborting 
hogs,  cared  for 
cattle 

Platte 

. Farmer 

M 

23 

Cared  for  hogs  and 
cattle 

Douglas 

Butcher . 

M 

50 

Skinned  animals 

Hayes 

Farmer 

M 

40 

Butchered  hogs, 
cared  for  hogs 
and  cattle 

Hayes 

Farmer 

M 

31 

Care  of  hogs  and 
cattle 

Greeley 

Farmer 

M 

22 

Worked  with  hogs, 
42  sows  aborted 

Pawnee 

Farmer 

M 

43 

Daily  contact  with 
livestock 

Wayne 

Merchant 

M 

45 

Drank  milk  on  farm 

Wayne 

Blacksmith  _ _ 

M 

45 

Repaired  implements 
soiled  in  rendering 
plant 

Buffalo  _ 

.Druggist  ..  

M 

39 

Drank  raw  milk 

Thurston 

Farm  hand 

M 

54 

Worked  on  farm.  3 
cows  aborted 

Adams 

Student  . . - 

M 

14 

Ate  ice  cream 

Cheyenne 

.Housewife 

F 

24 

Farm  chores  where 
cows  kept 

Morrill  _ __ 

. Housewife 

F 

31 

Milked  cows,  used 
raw  milk 

Washington.- 

Farmer 

M 

47 

Fed  hogs,  milked 
cows,  drank  raw 
milk 

Madison 

. Housewife 

F 

41 

Drank  raw  milk 

Madison 

. Rendering  plant 

M 

32 

Handled  dead  animals 

Hamilton 

. Farmer 

M 

37 

Handled  livestock 

Epidemiological  reports  of  twenty-seven 
cases  diagnosed  as  undulant  fever  are  tabu- 
lated. Twenty-two  of  these  are  males  and 
five  females.  One  case  was  14  years  old, 
the  other  twenty-six  ranged  from  22  to  62 
years.  Fourteen  were  farmers,  nine  others 
had  occupational  contact  with  livestock.  In 


the  case  of  five  individuals  no  contacts  with 
livestock  other  than  through  dairy  products 
were  recorded. 

Significance  of  occupation  as  related  to 
cause  is  supported  by  the  preponderance  of 
adult  males  among  the  cases  reported. 

The  twenty-seven  cases  were  distributed 
among  twenty-two  counties,  illustrating  the 
truly  endemic  nature  of  the  disease  in  this 
state. 

The  public  health  program  of  undulant 
fever  is  concerned  with  prevention.  There 
are  several  possible  angles  from  which  this 
problem  may  be  approached. 

The  source  of  the  infective  agent  is  live- 
stock, hogs  and  cattle  especially.  Eradica- 
tion of  the  disease  in  animals  is  in  the  hands 
of  the  livestock  industry. 

Federal  and  state  agricultural  agencies  are 
cooperating  in  coping  with  the  problem  be- 
cause of  its  importance  in  agricultural  eco- 
nomics. The  scope  of  the  problem  is  such, 
however,  that  rapid  elimination  of  the  reser- 
voir of  infection  as  it  exists  in  livestock  can- 
not be  anticipated. 

Pasteurization  of  milk  is  sometimes  spok- 
en of  as  if  this  alone  would  solve  the  prob- 
lem. Unquestionably  this  would  prevent  the 
transmission  through  milk,  and  pasteuriza- 
tion is  worth  while  for  other  reasons.  How- 
ever, it  would  not  prevent  transmission  of 
the  infective  agent  through  other  means. 
The  series  of  cases  presented  show  evidence 
that  but  a minor  portion  could  have  been 
prevented  by  this  means. 

In  the  cases  presented,  contact  with  live- 
stock appears  as  the  most  important  fact 
accounting  for  infection.  The  disease  ap- 
pears as  an  occupational  one  among  those 
who  handle  livestock.  Awareness  of  the  na- 
ture, and  use  of  disinfectants  after  possible 
exposure  appears  to  offer  some  possibility 
of  prevention. 

Diagnosis  is  sometimes  difficult,  enteric 
fever  and  bacterial  endocarditis  being  the 
conditions  most  closely  simulating  undulant 
fever.  Indicated  basis  for  diagnosis  in  the 
cases  listed  in  this  paper  was  clinical  diag- 
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nosis  confirmed  by  positive  agglutination 
tests.  In  addition  to  this  test,  blood  cultures, 
opsonophagocytic  tests  and  skin  tests  have 
been  employed  as  aid  in  diagnosis. 

In  certain  respects,  the  blood  culture  is 
the  most  valuable  of  these.  A positive  is 
diagnostic.  It  is  also  possible  to  type  a cul- 
ture to  distinguish  if  it  is  porcine,  bovine  or 
caprine  strain.  Knowledge  of  the  strain 
would  have  considerable  significance  in  indi- 
cating the  type  of  livestock  involved  as  a 
source.  Attempts  to  use  blood  cultures  ex- 
tensively have,  however,  been  discouraging. 
The  Brucella  develops  slowly  and  lack  of  ab- 
solute asepsis  in  taking  a culture  results  in 
overgrowth  with  skin  staphylococci  or  other 
contaminant,  rendering  the  culture  value- 
less. Frequently  several  weeks  will  elapse 
before  a final  report  can  be  made  on  a cul- 
ture, not  enough  promptness  to  satisfy  either 
the  physician  or  his  patient.  The  number  of 
positives  secured,  especially  in  view  of  the 
common  early  use  of  sulpho  medication,  is 
discouragingly  infrequent.  The  culture 
should,  however,  be  attempted  on  as  many 
cases  as  possible,  choosing  a period  of  rising 
pyrexia  to  take  the  culture. 

The  agglutination  test  is  the  most  used 
method  of  laboratory  confirmation  of  undu- 
lant  fever.  A definite  positive  along  with 
clinical  symptoms  is  the  usual  basis  for 
diagnosis.  In  using  the  agglutination  test 
it  should  be  remembered  that  it  is  seldom 
positive  in  the  first  five  days,  and  may  not 
become  positive  until  as  long  as  two  weeks 
after  the  onset  of  illness.  In  some  cases  ag- 
glutinins are  never  developed,  the  reaction 
remaining  negative  throughout  the  course  of 
the  disease.  Sensitization  as  evidenced  by 
agglutinins  in  the  blood  may  develop  with- 
out recognizable  clinical  symptoms.  For  this 
reason,  an  agglutination  test  irrespective  of 
the  titre  is  not  diagnostic.  Even  if  accompa- 
nied by  a fever,  the  combination  is  not  neces- 
sarily diagnostic  as  the  agglutinins  may  have 
existed  before  the  current  illness.  However, 
a negative  or  low  titred  positive  early  in 
the  course  of  illness  followed  by  a higher 
titre  later  is  of  more  definite  significance. 

The  sensitivity  of  skin  tests  depends  upon 
the  antigen  and  antigen  dosage  used.  In 
general  they  are  to  be  considered  as  of  less 
diagnostic  significance  than  the  agglutina- 
tion test.  If  both  tests  are  to  be  used  it  is 
best  to  take  the  specimen  for  the  agglutina- 
tion test  before  making  the  skin  test,  as  the 


latter  may  result  in  sensitization  and  the 
presence  of  agglutinins  in  the  blood. 

Interesting  results  are  sometimes  obtained 
by  means  of  determination  of  the  phogocytic 
activity  of  the  patient’s  blood  cells  on  a 
smooth  strain  of  brucella  organisms.  This 
opsino  phogocytic  test  should,  however,  be 
considered  experimental  in  nature. 

SUMMARY 

Data  is  presented  illustrating  that  undu- 
lant  fever  in  Nebraska  is  essentially  an  oc- 
cupational disease  of  those  who  work  with 
livestock.  Prevention  and  the  use  of  labora- 
tory tests  in  diagnosis  are  briefly  discussed. 


Tuberculosis  Abstracts 

Much  used  by  both  internist  and  surgeon  in  other 
fields  of  medicine,  the  fluoroscope  has  proved  a 
valuable  aid  in  the  diagnosis  of  pulmonary  lesions 
and  in  the  periodic  recheck  of  their  progress.  A 
competent  examiner,  using  good  equipment,  is  often 
able  to  secure  information  that  may  not  be  ascer- 
tainable by  means  of  conventional  films,  such  as 
the  movements  of  the  diaphragm,  the  contrasting 
appearance  of  the  expanded  or  contracted  lung,  the 
effect  of  moving  the  thorax  into  different  positions 
before  the  screen.  Warnings  that  this  method 
should  supplement,  not  replace,  good  chest  films 
have  been  frequent.  Here  is  a timely  warning  of 
another  danger — one  inherent  in  the  physical  prop- 
erties of  the  electric  current  and  of  the  roentgen 
ray.  This  Safety  First  appeal  merits  serious 
thought. 

DANGER  FROM  FLUOROSCOPY 

A number  of  articles  have  been  published  con- 
cerning the  dangers  connected  with  fluoroscopy.  Re- 
cent measurements  have  shown  that  these  warnings 
must  be  taken  seriously  and  that  they  concern  the 
whole  medical  profession.  The  problem  is  more 
acute  now  when  the  serious  film  shortage  may  call 
for  more  extensive  use  of  the  fluoroscopic  method, 
and  it  seems  advisable  to  call  attention  to  a few 
pertinent  facts. 

No  fluoroscopic  unit  should  be  used  unless  the 
doctor  in  charge  has  convinced  himself  that  the 
conditions  under  which  it  is  operated  are  reasonably 
safe.  A continuous  vigilance  is  necessary,  and  it 
is  not  enough  to  know  that  the  conditions  were  sat- 
isfactory at  one  time  in  the  past. 

A shock-proofed  arrangement  should  remove 
electrical  dangers  but  a broken  cable  or  a casual 
repair  may  lead  to  electrical  hazards,  and  many 
of  the  old  machines  have  exposed  high-voltage  leads. 
Grounding  a part  of  the  apparatus  may  not  always 
serve  as  protection,  and  if  the  ground  is  applied 
at  the  wrong  place  the  danger  may  be  increased. 
A careful  expert  inspection  is  needed  and  there 
can  be  no  valid  excuse  for  an  accidental  electrocu- 
tion. Such  accidents  have  occurred  a number  of 
times. 

Roentgen  rays  from  fluoroscopic  units  have  caused 
innumerable  sequelae  to  both  patients  and  physi- 


Volume  28 
Number  11 


TUBERCULOSIS  ABSTRACTS 


361 


cians,  and  serious  damages  often  still  result  in 
spite  of  the  knowledge  that  now  is  available. 

In  order  to  obtain  adequate  protection,  it  is  first 
required  that  the  tube  be  shielded  so  that  no  radia- 
tion of  any  consequence  escapes  in  any  direction  ex- 
cept in  the  useful  beam.  This  may  be  checked 
roughly  with  a hand  fluoroscope  or  more  accurately 
with  a roentgen  meter  with  a sensitivity  of  0.01  r 
or  a Geiger-Muller  Counter.  After  this  first  re- 
quirement has  been  fulfilled  several  other  precau- 
tions must  be  taken. 

For  any  intelligent  use  of  fluoroscopy,  it  is  im- 
portant to  know  the  amount  of  roentgen  rays  reach- 
ing the  skin  of  the  patient  and  of  the  examiner,  and 
that  has  to  be  determined  by  means  of  measure- 
ments. The  total  dose  received  depends  upon  the 
intensity  and  the  time  of  exposure.  The  intensity 
depends  upon  a number  of  factors  and  varies  wide- 
ly in  practice.  A reasonable  intensity  at  the  skin 
of  the  patient  nearest  to  the  tube  amounts  to  about 
20  r per  minute. 

A representative  of  the  division  of  Biophysics, 
University  Hospitals,  has  recently  checked  some 
machines  in  Minnesota,  and  has  found  intensities 
during  routine  practice  up  to  114  r per  minute.  It 
is  evident  that  such  an  intensity  is  dangerous  and 
must  be  reduced  by  proper  adjustments.  The  ques- 
tion is  how  many  of  the  machines  which  have  never 
been  calibrated  are  used  under  similar  conditions 
with  an  unnecessarily  high  intensity. 

The  intensity  may  be  reduced  by  increasing  the 
distance  from  the  target  to  the  patient.  This  dis- 
tance should  be  at  least  28  to  30  cm.  It  can  also 
be  reduced  by  lowering  the  current  which  should 
not  exceed  4 to  5 ma.  If  the  fluorescence  is  not 
bright  enough  the  voltage  may  be  raised  and  it  is 
advisable  to  use  rather  high  voltage,  preferably 
80  kv.  or  100  kv.  if  possible  with  the  equipment. 
With  a high  voltage  a filter  helps  to  lower  the 
intensity  considerably  and  a 1 mm.  aluminum  filter 
should  be  permanently  attached. 

With  the  use  of  28  cm.  target  skin  distance,  90 
kilovolts  and  4 ma.  and  1 mm.  aluminum  filter,  the 
intensity  can  undoubtedly  be  kept  within  the  safe 
range,  but  it  is  still  advisable  to  have  it  measured 
so  that  the  number  of  roentgens  applied  per  minute 
will  be  known. 

The  time  used  for  an  examination  should  be 
kept  at  a minimum.  It  should  be  measured  and 
recorded.  A foot  switch  should  be  used  so  that  the 
current  applied  to  the  tube  may  be  limited  to  the 
time  of  inspection.  The  use  of  a timer,  which  sums 
up  the  exposure  and  shuts  off  the  machine  when 
the  dose  decided  on  has  been  given,  is  advisable. 

Some  fluoroscopic  examinations  require  an  ex- 
posure of  5 minutes.  With  an  intensity  of  20  r at 
the  patient’s  skin,  this  means  a dose  of  100  roent- 
gens. A dose  of  75  r is  often  used  for  treatments 
of  skin  diseases  and  the  title  of  a publication  in 
The  Journal  of  Radiology,  “Roentgen  Therapy  in 
Fluoroscopy”  is,  therefore,  no  exaggeration. 

The  rules  laid  down  here  for  the  safety  of  the 
patient  may  seem  drastic.  They  are,  however,  not 
difficult  to  follow  after  they  once  have  been  accepted 
and  certainly  patients  have  the  right  to  expect  the 
physician  to  take  the  necessary  precautions  in 
order  to  avoid  serious  injury  from  a simple  exam- 
ination. These  rules  also  help  to  protect  the  exam- 


iner, though  any  injury  to  him  is  due  to  accumula- 
tion of  exposure  over  a long  time  rather  than  to  a 
single  dose.  He  must  be  particularly  careful  to 
protect  the  hands  which  are  inevitably  exposed  at 
palpation  during  the  fluoroscopic  examination.  The 
use  of  lead-rubber  gloves  may  help  but  not  unless 
the  gloves  are  heavy  and  designed  to  shield 
the  whole  hand  can  they  be  relied  upon  to  give 
complete  protection.  Light  gloves  may  give  a false 
sense  of  security.  The  examiner  must  in  any  case 
be  aware  of  the  danger  and  take  all  precautions 
possible. 

The  most  dangerous  procedure  and  the  one  which 
has  caused  most  of  the  injuries  is  the  setting  of 
fracture  under  fluoroscopic  visualization.  This 
practice  must  be  condemned  and  the  radiologist  in 
charge  should  enforce  the  rule  that  nobody  on  the 
staff  be  permitted  to  use  the  apparatus  in  this 
manner.  The  doctor  may  receive  enough  exposure 
from  the  setting  of  a single  fracture  to  produce  a 
severe  skin  reaction.  It  is,  of  course,  good  prac- 
tice to  inspect  the  position  fluoroscopically  and  that 
can  be  done  several  times  without  exceeding  the 
permissible  total  dose. 

A number  of  physicians  already  have  suffered 
the  consequences  of  too  much  exposure  during 
fluoroscopy.  They  have  been  severely  handicapped 
and  some  have  paid  with  their  lives.  The  tragedy 
has  been  extremely  impressive,  and  it  is  hoped  that 
others  will  heed  the  warnings  before  it  is  too  late. 

Danger  from  Fluoroscopy,  K.  Wilhelm  Stenstrom, 
Ph.  D.,  Professor  of  Biophysics,  University  of  Min- 
nesota, Editorial,  Minnesota  Medicine,  June,  1943. 


The  Mead  Johnson  Vitamin  B Complex  Award 

Nominations  are  solicited  for  the  1944  award  of 
$1,000  established  by  Mead  Johnson  and  Company 
to  promote  researches  dealing  with  the  B complex 
vitamins.  The  recipient  of  this  award  will  be  chosen 
by  a committee  of  judges  of  the  American  Institute 
of  Nutrition.  The  award  will  be  given  to  the  labora- 
tory (nonclinical)  or  clinical  research  worker  in  the 
United  States  or  Canada  who,  in  the  opinion  of  the 
judges,  has  published  during  the  previous  calendar 
year  January  1 to  December  31  the  most  meritorious 
scientific  report  dealing  with  the  field  of  the  B com- 
plex vitamins.  While  the  award  will  be  given  pri- 
marily for  publication  of  specific  papers,  the  judges 
are  given  considerable  latitude  in  the  exercise  of 
their  function.  If  in  their  judgment  circumstances 
and  justice  so  dictate,  it  may  be  recommended  that 
the  prize  be  divided  between  two  or  more  persons. 
It  may  also  be  recommended  that  the  award  be  made 
to  a worker  for  valuable  contributions  over  an  ex- 
tended period  but  not  necessarily  representative  of 
a given  year.  Membership  in  the  American  Insti- 
tute of  Nutrition  is  not  a requisite  of  eligibility 
for  the  award. 

To  be  considered  by  the  committee  of  judges, 
nominations  for  this  award  for  work  published  in 
1943  must  be  received  by  the  secretary,  Arthur  H. 
Smith,  Ph.  D.,  Wayne  University  College  of  Medi- 
cine, Detroit,  by  Jan.  10,  1944.  The  nominations 
should  be  accompanied  by  such  data  relative  to  the 
nominee  and  his  research  as  will  facilitate  the  task 
of  the  committee  of  judges  in  its  consideration  of 
the  nomination. 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


ANNOUNCEMENTS 


CALL  FOR  PAPERS 

The  Program  Committee  has  chosen 
five  subjects  for  discussion  at  its  An- 
nual Assembly  May  1,  2,  3,  4,  1944. 

1.  Tropical  Diseases  As  They  Influ- 
ence This  Commonwealth. 

2.  Nutrition  in  Medicine  and  Sur- 
gery. 

3.  Surgical  Treatment  of  Upper  Ab- 
dominal Pain. 

4.  Newer  Aspects  of  Fracture  Treat- 
ment. 

5.  Uterine  Bleeding. 

Anyone  wishing  to  read  a paper  on 
any  of  these  subjects,  send  your  name 
and  title  to  R.  B.  Adams,  416  Federal 
Securities  Building,  Lincoln. 

No  title  will  be  accepted  after  Janu- 
ary 1,  1944. 


EXAMINATIONS— AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  all  candidates  will  be  held 
in  various  cities  of  the  United  States  and  Canada  on 
Saturday,  February  12,  1944  at  2:00  p.  m.  Candi- 
dates who  successfully  complete  the  Part  I examin- 
ation proceed  automatically  to  the  Part  II  examina- 
tion held  later  in  the  year.  All  applications  must 
be  in  the  office  of  the  Secretary  by  November  15, 
1943. 

All  candidates  are  now  required  to  have  been 
out  of  medical  school  not  less  than  eight  years,  and 
in  that  time  to  have  completed  an  approved  one 
year  interneship  and  at  least  three  years  of  ap- 
proved special  formal  training,  or  its  equivalent, 
in  the  seven  years  following  the  interne  year.  This 
Board’s  requirements  for  interneships  and  special 
training  are  similar  to  those  of  the  American  Medi- 
cal Association  since  the  Board  and  the  A.  M.  A. 
are  at  present  cooperating  in  a survey  of  acceptable 
institutions.  At  the  last  Board  meeting  held  May, 

1943,  it  was  decided  to  give  special  credit  for  cer- 
tain types  of  military  service.  All  candidates  must 
be  full  citizens  of  the  United  States  or  Canada  be- 
fore being  eligible  for  admission  to  examinations. 

All  candidates  will  be  required  to  take  Part  I 
examination,  which  consists  of  a written  examina- 
tion and  the  submission  of  twenty-five (25)  case  his- 
tory abstracts,  and  the  Part  II  examination  (oral- 
clinical  and  pathology  examination).  The  Part  I 
examination  will  be  arranged  so  that  the  candidate 
may  take  it  at  or  near  his  place  of  residence,  while 
the  Part  II  examination  will  be  held  late  in  May, 

1944,  in  that  city  nearest  to  the  largest  group  of 
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candidates.  Time  and  place  of  this  latter  will  be 
announced  later. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


NEWS  and  VIEWS 


The  South-Central  Section  of  the  Ameri- 
can Urologic  Association  held  a three-day 
session  in  Lincoln  beginning  October  6,  1943, 
at  the  Cornhusker  Hotel.  This  was  the 
twenty-third  annual  meeting  of  the  organiza- 
tion. Over  one  hundred  members  from 
eight  states  attended. 

A symposium  on  Kidney  Tumors  included 
Doctors  G.  V.  Caughlan,  Council  Bluffs,  la. ; 
Thomas  D.  Boler,  Omaha;  Nelse  F.  Ocker- 
blad,  Kansas  City;  T.  Leon  Howard,  Denver, 
and  Otto  J.  Wilhelmi,  St.  Louis,  Mo. 

The  Surgical  Treatment  of  Ureteropelvic 
Obstruction  was  discussed  by  Dr.  Roy  B. 
Henline  of  New  York  City. 

Plastic  Surgery  of  the  Genitourinary  Tract 
was  presented  by  Drs.  W.  J.  McMartin  and 
J.  E.  Courtney  of  Omaha.  Carcinoma  of 
the  Bladder  was  discussed  by  Dr.  Thomas 
0.  Moore  of  Memphis,  Tenn.,  Secretary  of 
the  American  Urologic  Association. 

Medical  corps  guest  speakers  were  Colonel 
John  L.  Gallagher,  Lincoln,  “Definitive 
Treatment  of  War  Wounds,  Shock  and 
Burns;”  Lt.  Col.  Roy  Lee  Smith,  Denver, 
“Pencillin  Therapy;”  and  Major  Wallace  S. 
Duncan,  Lincoln,  “Fracture  of  Pelvis  with 
Urological  Complications.” 

Other  speakers  were  Doctors  H.  A.  O’Brien 
and  Rex  E.  Van  Duzen,  Major  Duncan  and 
Lt.  Col.  Smith,  0.  W.  Davidson,  Kansas  City, 
Kan. ; Dr.  D.  K.  Rose,  St.  Louis,  Mo.,  and 
Dr.  Daniel  R.  Higbee,  Denver,  Colo. 

Discussion  leaders  were  Doctors  R.  Lee 
Hoffman,  Kansas  City,  Mo. ; Basil  A.  Hayes, 
Oklahoma  City,  Okla. ; H.  F.  Jones,  Little 
Rock,  Ark. ; S.  J.  R.  Murchison,  Fort  Worth, 
Tex.;  E.  H.  Fite,  Muskogee,  Okla.;  Charles 
McMartin,  Omaha,  and  Daniel  R.  Higbee. 

Dr.  C.  E.  Burford,  president  of  the  Amer- 
ican Urological  association  of  St.  Louis,  Mo., 
Thursday  noon  denounced  the  Wagner  act 
now  before  congress  as  an  attempt  of  “regi- 
mentation of  public  health.” 


“We  have  now  the  best  public  health  in 
the  world,”  he  declared.  “Under  this  pro- 
posed scheme  there  is  no  telling  what  will 
happen.” 

“Government  supervision  of  health  has 
been  disproved  in  Germany,  in  England 
where  it  is  partially  in  effect  and  in  all  other 
countries  that  have  tried  it,  he  said. 

“They’re  trying  to  slip  it  in  on  us  while 
our  boys  are  in  the  service,”  Dr.  Burford  de- 
clared referring  to  the  act.  “It’s  up  to  us 
to  guard  our  home  fronts.” 

Dr.  Arthur  D.  Munger,  Lincoln,  was  in 
charge  of  arrangements  and  transportation. 
Members  of  the  program  committee  were 
Dr.  Harold  T.  Low,  Pueblo,  Colo. ; Dr.  Daniel 
R.  Higbee,  Denver;  and  Dr.  W.  J.  McMartin, 
Omaha. 

Dr.  Grayson  Carroll,  St.  Louis,  and  Dr.  R. 
Lee  Hoffmann,  Kansas  City,  were  in  charge 
of  the  commercial  exhibits.  Maj.  T.  Duel 
Brown,  Lincoln;  Dr.  H.  Fay  Jones,  Little 
Rock,  Ark.,  and  Dr.  George  B.  Morrison, 
Wichita,  Kan.,  were  in  charge  of  the  enter- 
tainment. 

Dr.  Everett  E.  Angle  of  Lincoln  is  presi- 
dent of  the  section. 


Dr.  A.  E.  Bennett,  of  Omaha,  gave  a semi- 
nar to  the  staff  of  the  Menninger  Clinic  of 
Topeka,  Kansas  on  September  29th  on  Un- 
usual Organic  Complicating  Factors  to  Con- 
vulsive Shock  Therapy  and  the  Use  of  Curare 
in  the  Diagnosis  of  Myasthenia  Gravis. 


Dr.  Samuel  Berman  of  the  Waugh  Labora- 
tories of  New  York  City  demonstrated  the 
Berman  “locator,”  surgical  device  for  locat- 
ing metallic  fragments  imbedded  in  human 
tissues  before  a group  of  physicians  at  St. 
Joseph  hospital  October  6. 

The  locator  was  presented  to  W.  M.  Jef- 
fers, president  of  the  Union  Pacific  railroad, 
and  placed  in  the  hospital  for  railroad  staff 
and  general  emergency  use. 


The  Need  for  Protective  Services  in 
Time  of  War 

Office  of  Civilian  Defense 
Washington  (25),  D.  C. 

Rumors  that  civilian  defense  is  no  longer 
necessary  have  recently  been  spread  by  ir- 
responsible persons.  These  rumors  are 
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thoughtless  or  calculatingly  subversive  for 
they  are  not  supported  by  Army  authorities 
responsible  for  our  coastal  defenses  nor  by 
the  present  military  situation. 

Fortunately,  the  success  of  our  armed 
forces  overseas  has  saved  us  thus  far  from 
experiencing  the  horrors  of  enemy  bombing 
to  which  the  cities  of  our  Allies  are  being 
subjected.  In  the  opinion  of  the  best  mili- 
tary authorities  our  coastal  areas  and  indus- 
trial centers  will  not  be  free  of  the  danger 
of  enemy  attack  from  the  air  nor  of  wide- 
spread sabotage  until  the  last  day  of  the 
war. 

Civilian  defense  is  needed  also  as  one  of 
the  essential  measures  for  safeguarding  in- 
ternal security.  This  is  especially  true  of 
the  Emergency  Medical  Service.  If  we  had 
not  created  a nation-wide  organization  for 
civilian  defense  two  years  ago,  we  would  be 
obliged  to  organize  one  today  for  home  secur- 
ity. Disasters  of  all  kinds  have  increased 
because  of  the  tremendous  speeding  up  of 
our  great  industries,  the  overburdening  of 
our  railroads,  and  the  inexperience  of  hun- 
dreds of  thousands  of  new  war  workers.  Our 
police,  our  fire  departments,  our  public 
works  and  utility  services,  and  our  hospitals, 
upon  which  we  depend  for  protection,  are  be- 
ing increasingly  depleted  of  trained  person- 
nel. 

We  must,  therefore,  strengthen  our  vol- 
untary protective  services  throughout  the 
land.  Among  the  Pacific  and  the  Atlantic 
coasts  these  services  must  be  especially 
strong  in  volunteer  personnel  and  equip- 
ment to  guard  us  against  the  hazards  of 
enemy  attack  and  sabotage  until  that  day 
when  the  Army,  itself,  advises  us  that  the 
danger  is  ended. 


Dr.  Gustave  T.  Anderson,  son  of  Dr.  Joel  Ander- 
son of  North  Platte,  is  a lieutenant  (jg)  in  U.  S. 
N.  R.,  Somewhere  in  the  Pacific. 

Lt.  Paul  J.  Martin  of  Omaha  was  recently  trans- 
ferred from  the  23rd  Field  Hospital,  Camp  White, 
Ore.,  to  Bruns  General  Hospital  , Santa  Fe,  N.  M. 

Dr.  V.  D.  Arnold  of  Tecumseh  was  commissioned 
a first  lieutenant  in  the  Army  Medical  Corps  in 
September  and  assigned  to  duty  in  Dallas,  Tex. 

Dr.  W.  D.  Hall  of  Ogallala  was  commissioned  a 
first  lieutenant  in  the  U.  S.  Army  Medical  Corps  in 
September  and  sent  on  duty  to  Kelly  Field,  Texas. 

Dr.  D.  E.  Burdick  of  David  City  was  commis- 
sioned a lieutenant  commander  in  the  U.  S.  N.  R., 
and  reported  for  duty  at  San  Diego,  Calif.,  in  Octo- 
ber. 

Dr.  Herbert  F.  Staubitz  of  Omaha  was  commis- 
sioned a captain  in  the  U.  S.  Army  Medical  Corps 
in  September  and  assigned  to  duty  at  Carlysle  Bar- 
racks, Pa. 

Dr.  Merritt  C.  Pedersen  of  Lincoln  was  recently 
commissioned  a lieutenant  in  the  Medical  Corps  of 
the  U.  S.  N.  R.,  assigned  to  duty  at  Great  Lakes 
Naval  Station,  111. 

Dr.  Edward  Thompson  of  Omaha  was  commis- 
sioned a captain  in  the  medical  corps  of  the  U.  S. 
army  the  last  part  of  August,  assigned  to  duty  at 
Carlysle  Barracks,  Pa. 

Lt.  Com.  H.  M.  Robbins  of  West  Point  has  been 
assigned  to  the  Field  Medical  Service  School,  Camp 
Elliott,  San  Diego,  Calif.  This  division  is  a part 
of  the  U.  S.  Marine  Corps. 

At  Randolph  Field,  Tex.,  Capt.  E.  Lennemann  of 
Falls  City,  graduated  from  the  Flight  Surgeons 
School  at  Randolph  Field,  and  was  transferred  to 
an  advance  flying  field  at  Altus,  Okla. 

Dr.  Paul  H.  Thorough,  a Creighton  1932  gradu- 
ate, who  received  his  master’s  degree  in  surgery 
from  the  University  of  Pennsylvania  in  1943,  has 
been  commissioned  a captain  in  the  U.  S.  Army 
Medical  Corps  and  assigned  to  Carlisle  Barracks 
for  duty. 

Maj.  John  G.  Brazer  of  Omaha  writes  that  he  is 
wading  in  mud  on  an  isle  Somewhere  in  the  South- 
west Pacific.  He  is  in  charge  of  a medical  unit. 
He  recently  ran  into  Lt.  Embick,  a former  intern 
at  the  Immanuel  Hospital,  he  writes,  and  helped 
drink  up  some  of  the  Navy  Scotch. 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Capt.  James  Kennedy  of  Alliance  is  in  charge  of 
surgery  at  Fort  Crook. 

Lt.  Com.  Robert  Rasgorshek  of  Omaha  is  sta- 
tioned at  San  Diego,  Calif. 

Lt.  Com.  George  M.  Lynch  of  Fairbury  has  been 
transferred  recently  from  Murray,  Ky.,  to  Hueneme, 
Wyo. 

Capt.  J.  I.  Podlesak  of  Lincoln  is  commanding  of- 
ficer of  the  682nd  Medical  Hospital  Ship  Platoon  at 
Camp  Stoneman,  Calif. 


Lieutenant  James  E.  Cashman,  33,  of  the  Medical 
Corps  United  States  Naval  Reserve,  Monday  had 
been  awarded  the  Purple  Heart  for  his  heroism 
while  wounded  in  the  battle  of  Savo  Island  on  No- 
vember 13,  1942. 

The  award  was  made  by  Captain  James  E.  Dyer, 
USN,  Commander  Air  Transport  Squadrons  West 
Coast,  at  the  Naval  Auxiliary  Air  Station,  Oakland, 
before  the  assembled  personnel  at  the  Saturday  in- 
spection and  formal  review. 

Lt.  Cashman  was  the  medical  officer  attached  to 
the  USS  Cushing,  a destroyer.  During  the  action 
the  Cushing  was  subjected  to  an  intense  bombard- 
ment by  Japanese  naval  forces  and  was  sunk.  Lt. 
Cashman  was  wounded  in  the  left  hand  and  fore- 
arm, but  despite  his  injury  continued  to  administer 
to  the  crew  and  those  officers  left  alive  on  the  Cush- 
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ing  until  the  ship  was  practically  under  the  waves. 
While  going  to  land  on  Guadalcanal  he  continued  to 
administer  to  the  wounded  after  having  been  in  the 
water  for  ten  hours,  and  after  rescue  was  sent  to 
a hospital  on  a south  Pacific  island.  At  the  island 
he  continued  to  help  care  for  the  wounded. 

Lt.  Cashman  is  at  present  the  medical  officer 
for  the  Naval  Auxiliary  Air  Station,  Oakland.  Mrs. 
Cashman  was  among  the  spectators  who  witnessed 
the  award.  Lt.  Cashman  already  had  been  awarded 
the  Silver  Star  for  his  heroic  actions  in  the  same 
battle. 

A graduate  of  the  University  of  Creighton,  medi- 
cal school,  Omaha,  Nebraska,  he  was  engaged  in 
private  practice  at  the  time  of  Pearl  Harbor,  which 
he  forsook  in  order  to  enter  the  naval  service. 


POST-WAR  T.  B.  CONTROL 
Howard  W.  Blakeslee 
Science  Editor,  Associated  Press 

The  foundation  for  ending  tuberculosis  in  the 
United  States,  and  for  its  control  in  all  the  world, 
is  now  being  laid  in  wartime  by  the  U.  S.  Public 
Health  Service  and  the  National  Tuberculosis  Asso- 
ciation. The  outlook  for  success  is  good. 

This  is  in  face  of  the  fact  that,  in  long  wars, 
tuberculosis  has  been  a prime  factor  in  raising 
the  general  death  rate.  The  rise  already  has  come 
in  Europe.  Its  first  signs  appeared  this  spring  in 
the  United  States,  where  the  general  tuberculosis 
death  rate  still  was  falling,  but  where  an  upturn 
came  among  the  young. 

The  small  American  setback  has  an  ominous 
counterpart  in  Europe,  where  children  were  affected 
much  more  than  adults,  particularly  by  the  non- 
pulmonary  types  of  the  disease.  In  England  and 
Wales,  deaths  among  children  under  10  years  of 
age  from  all  forms  of  the  disease  increased  45  per 
cent  during  1941  over  the  1939  figure,  as  compared 
with  a 12  per  cent  increase  for  the  general  popula- 
tion. In  Paris  during  the  same  period,  the  death 
rate  among  children  from  one  to  nine  rose  28  per 
cent,  as  against  only  a 10  per  cent  increase  for  the 
general  population. 

As  much  as  anything,  this  child  threat  shows  the 
insidh  us  ways  of  tuberculosis  and  the  magnitude  of 
the  job.  Because,  when  this  war  started,  it  was 
not  British  children  but  young  women  war  workers 
who  were  expected  to  be  hit  hardest.  These  young 
women  in  England  had  been  the  foremost  victims  in 
World  War  I.  An  explanation  suggested  for  the 
plight  of  American  children  is  their  mothers’  diver- 
sion to  war  work. 

Certain  major  records  favor  the  hope  that  this 
war  can  be  used  as  a springboard  to  end  tuber- 
culosis. In  World  War  I in  Germany,  the  tuberculo- 
sis death  rate  rose  61  per  cent,  Italy,  44  per  cent, 
England,  42  per  cent,  the  United  States,  6 per  cent. 

Authentic  reports  from  Germany  and  Italy  have 
not  been  available  since  the  start  of  World  War  II. 
Meager  reports  from  France  show  that  deaths  from 
tuberculosis  have  increased.  But  England,  as  has 
been  pointed  out,  held  her  increase  in  deaths  from 
the  disease  to  about  12  per  cent  during  1940  and 


1941,  and  during  1942-43  the  number  of  deaths 
dropped  to  the  1938  level,  which  is  the  lowest  on 
record.  The  tuberculosis  death  rate  in  the  United 
States  during  a period  lacking  only  a few  months 
of  the  duration  of  her  participation  in  World  War  I 
was  still  dropping.  Our  1941  death  rate  was  an  all- 
time  low  of  44.4  per  100,000,  probably  will  be  about 
43  for  1942,  and  this  year  to  date  is  down  to  5 to 
5.5  per  cent  further. 

There  are  many  angles  behind  this  hopeful  side. 
But  the  main  weapon  by  which  Americans  propose 
to  drive  tuberculosis  from  the  land  is  the  chest 
x-ray.  And  particularly  the  way  this  detector  is 
being  used.  The  selective  service  employs  it  on 
draftees.  State  after  state,  and  county  after  coun- 
ty, are  following  up  the  men  deferred  or  rejected 
on  account  of  tuberculosis. 

The  U.  S.  Public  Health  Service  and  state  tuber- 
culosis organizations  are  extending  the  chest  x-ray 
to  war  industries.  The  Public  Health  Service  has 
at  least  a score  of  photo  units  at  work  this  year  for 
industry.  The  same  follow-up  to  induce  medical 
care  is  used  as  in  the  selective  service. 

The  Public  Health  Service  is  extending  its  offer  of 
service  to  families  of  workers  found  to  be  tubercu- 
lous. The  War  Emergency  Committee  of  the  Na- 
tional Tuberculosis  Association  has  recommended  to 
local  tuberculosis  associations  many  measures,  in- 
cluding special  attention  to  women  employees  and 
emergency  housing  conditions. 

Tuberculosis  is  coming  to  light  in  a great  sector 
of  the  population  where  it  was  never  before  searched 
out  on  a large  scale.  The  magnitude  amounts  to 
something  new  in  this  great  health  battle. 

The  momentum  here  and  in  England  promises 
success  for  international  post-war  control  activities, 
now  planned  by  the  U.  S.  Public  Health  Service  and 
the  National  Tuberculosis  Association. 
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Saylor,  Harvey  Wesley,  Bruning.  Born  in  Illi- 
nois in  1872.  graduated  from  Kansas  City  Medical 
College  in  1897,  practiced  in  Kansas  for  a while  and 
came  to  Bruning  in  1900  where  he  remained  until 
his  death  September  22,  1943.  Dr.  Saylor  was  very 
active  in  public  life,  serving  on  the  various  boards 
of  the  county  and  township.  He  was  former  presi- 
dent of  the  Thayer  County  Medical  Society,  served 
in  the  House  of  Delegates  of  the  Nebraska  State 
Medical  Association.  Following  the  death  of  his 
wife  about  a year  ago  Dr.  Saylor’s  health  began 
to  decline.  He  was  moved  to  an  Omaha  hospital 
where  he  died  shortly  after  admission. 

Latta,  James  Oscar,  Clay  Center.  Born  in  1877. 
Graduated  from  Union  Medical  College  Lincoln  in 
1902,  located  in  Clay  Center  where  he  became  an 
active  citizen  of  the  community,  participating  in  the 
various  civic,  governmental  and  professional  ac- 
tivities. He  served  in  various  capacities  of  the 
county  and  state  governmental  divisions,  at  one 
time  being  a member  of  the  state  commission  for 
the  insane.  He  was  president  of  the  County  Medical 
Society  and  president  of  the  Clay  Center  Chamber 
of  Commerce.  He  died  October  6,  1943.  Surviving 
are  a widow,  a daughter  and  a son,  serving  in  the 
Army  Air  Corps. 
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ROSTER  OF  NEBRASKA  PHYSICIANS  IN 
MILITARY  SERVICE 

As  of  Oct.  15,  1943 


ADAMS  COUNTY 

Anderson,  Martin  F.,  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L.,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy,  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N„  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L L,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W„  Chadron 
Sinclair,  R.  D. 

DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 
DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 
DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 
DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 
OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen,  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R. 

Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 

Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 


Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes.  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J„  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L 
Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O'Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner.  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamherg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg.  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea.  John  A. 

Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman.  Donald  Clay 
Waters.  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 
FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam,  Franklin 
Williams,  Martin  P.,  Franklin 
FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R.,  Beatrice 
Bryant,  A.  R. 

Elias.  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathburn,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 


GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A.  J , Scotia 
HALL  COUNTY 

McDermott.  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  Frank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  P.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 
KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 
KEITH  COUNTY 

Vand iner,  H.  A.  Ogallala 
KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 
LANCASTER  COUNTY 
LINCOLN 

Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
F'echner,  A.  11. 

Ferciot,  C.  F\ 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  I.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky.  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood.  M.  A. 

Zinneman,  H.  H. 

LI'  COLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Plat'.' 

Long,  Fred  P.,  North  Platte 
Mil  1 h nu ^e,  John  H..  North  Platte 
Redfield,  J.  J.,  North  Platte 
S'  hneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 
MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G..  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter.  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 
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MORRILL  COUNTY 

Pugsley,  Geo.  VV.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing-,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 
PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 
Reeder,  R.  C.,  Holdrege 
Shreck.  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O'Donnell,  Reynolds  J.,  Columbus 


HUMAN  INTEREST  TALES 


POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 
RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 
RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D.,  Falls  City 
Lennemann,  Ernest,  Falls  City 
SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 
SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gering 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 


Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke.  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D.,  Pender 

VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N„  Ord 

YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S..  York 
Karrer,  R.  E.,  York 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  A.  B.  Cimfel  of  Scotia  was  recently  a patient 
at  Mayo  Clinic. 

Dr.  J.  C.  Newman,  formerly  of  Wolbach,  has  tak- 
en charge  of  the  Hall  County  Health  Unit,  succeed- 
ing Dr.  F.  P.  Bestgen. 

Dr.  A.  A.  Enos  was  recently  appointed  medical 
director  of  the  Q.  0.  Ordnance  Corps  in  Grand 
Island,  succeeding  Dr.  W.  J.  Arrasmith  who  re- 
signed. 

According  to  recent  reports  the  Copsey  Clinic  at 
Alliance  closed  its  doors  after  35  years  of  service, 
when  its  last  member,  Dr.  R.  J.  Morgan,  was  called 
up  for  army  service. 

Dr.  Arthur  W.  Abts  of  Humphrey  was  recently 
a patient  in  St.  Josephs  Hospital  in  Omaha,  follow- 
ing an  infection  resulting  from  injury  received  while 
dressing  a patient’s  wound. 


BOOKS  RECEIVED 

The  Mind  of  the  Injured  Man,  by  Joseph  L.  Fet- 
terman,  M.  A.,  M.  D.,  Assistant  Clinical  Professor 
of  Nervous  Diseases,  Western  Reserve  University 
School  of  Medicine,  Cleveland,  Ohio.  260  pages  in- 
cluding index  and  28  illustrations.  Industrial  Medi- 
cine Book  Co.,  Chicago,  Illinois. 


Clinical  Curare:  Intocostrin 

Since  time  immemorial  South  American  Indians 
have  smeared  curare  on  the  tips  of  blow-gun  darts 
to  paralyze  game  in  hunting.  The  drug  is  prepared 
by  native  witch  doctors  as  an  infusion  of  the  bark 
and  stems  of  certain  plants,  particularly  from  a 
liana  or  vine,  Chondrodendron  tomentosum. 

Having  access  to  the  largest  quantity  of  useful 
curare  ever  gathered,  the  Research  Laboratories  of 
E.  R.  Squibb  & Sons  have  developed  methods  for 
the  preparation  of  a highly  uniform,  physiological- 
ly standardized,  highly  stable  and  sterile  aqueous 
extract.  This  preparation  is  known  as  Intocostrin. 
Each  cubic  centimeter  is  adjusted  by  comparative 
tests  on  healthy  rabbits  to  conform  to  the  equiva- 
lent of  20  mg.  per  cc.  of  a standard  drug,  the  im- 


portant ingredient  of  which  has  been  isolated  in 
crystalline  form  and  identified  as  d-tubocurarine. 

Intocostrin,  given  intravenously  or  intramuscular- 
ly, exhibits  the  typical  action  of  pure  curare,  that 
is,  interpretation  of  the  nerve  impulse  at  the  neuro- 
muscular junction  with  resulting  paresis  or  relaxa- 
tion of  voluntary  muscle.  The  drug  acts  within  a 
minute  or  two  after  injection;  the  effect  lasts  about 
15  to  30  minutes,  disappearing  rapidly  as  the  drug 
is  eliminated.  Intocostrin  has  little  effect  on  the 
circulation  and  none  on  the  sensory  nerves.  It  is  in- 
active by  mouth. 

Intocostrin  has  been  the  subject  of  extensive  lab- 
oratory and  clinical  investigation  during  the  past 
three  years.  It  has  been  described  as  indispensable 
in  preventing  traumatic  complications  which  not  in- 
frequently accompany  convulsive  shock  therapy  of 
mental  disease.  Over  40,000  injections  of  Intocos- 
trin have  been  given  for  this  purpose,  and  its  use 
extends  the  benefits  of  such  therapy  to  patients  who 
otherwise  would  be  unable  to  obtain  its  benefits. 

The  preparation  has  been  used  in  spastic  children, 
its  lissive  action  being  prolonged  by  intramuscular 
injection  and  permitting  physical  therapy  and  muscle 
training,  under  favorable  conditions.  Prior  to  its 
availability  no  comparable  treatment  for  these  dis- 
orders was  known. 

In  certain  other  resistant  spastic  disorders  of  the 
nervous  system,  the  intravenous  or  intramuscular 
injection  of  Intocostrin  may  give  sufficient  relief 
from  painful  spasm  so  that  the  drug  can  be  recom- 
mended for  this  purpose  alone.  Another  interesting 
use  of  Intocostrin  is  as  a diagnostic  agent  in  the 
differential  diagnosis  of  myasthenia  gravis.  A small 
fraction  of  the  average  adult  dose  produces  pro- 
found exaggeration  of  symptoms  in  a myasthenic 
patient.  The  test  is  stropgly  positive  even  where 
the  opposite  prostigmine  test  is  indefinite. 

Other  uses  for  Intocostrin,  based  upon  its  prop- 
erty of  inducing  muscular  relaxation,  have  been 
proposed.  Some  have  been  tried  clinically  to  a lim- 
ited extent,  but  must  be  considered  “experimental” 
pending  confirmation.  Whatever  may  be  the  out- 
come of  these  other  potential  applications,  Into- 
costrin provides  one  of  the  most  important  single 
advances  in  the  shock  therapy  of  mental  disease, 
a new  means  for  helping  many  congenitally  dis- 
abled children  in  their  endeavor  to  attain  normal 
muscular  function,  and  a new  tool  in  the  diagnosis 
of  myasthenia  gravis.  It  has  shown  itself  safe 
when  given  in  proper  dosage,  properly  administered 
with  full  appreciation  of  its  physiologic  character- 
istics. 
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OFFICERS  NEBRASKA  STATE  MEDICAL  ASSOCIATION 


A.  L.  Cooper,  Scottsbluff President 

Floyd  L.  Rogers,  Lincoln President-Elect 

W.  R.  Boyer,  Pawnee  City Vice-President 


Rudolph  F.  Decker,  Byron 


W.  J.  Douglas,  Atkinson Vice-President 

R.  B.  Adams,  Lincoln Secretary-Treasurer 

Mr.  M.  C.  Smith,  Lincoln Executive  Secretary 

Speaker  of  House  of  Delegates 


BOARD  OF  TRUSTEES 

Geo.  W.  Covey,  Chairman,  1945 Lincoln  Earle  G.  Johnson,  1947 Grand  Island 

J.  D.  McCarthy,  1946 Omaha  Harry  W.  Benson,  1944 Oakland 

R.  B.  Adams Lincoln 


Delegates — Roy  W.  Fouts,  Omaha  ; Karl  S.  J.  Hohlen,  Lincoln 


Alternates — C.  A.  Selby,  Lincoln  ; Joe  Bixby,  Geneva 


COMMITTEES 

NON-SCIENTIFIC 
Committee  on  Medical 
Economics 

E.  W.  Rowe,  Chm Lincoln 

H.  W.  Benson Oakland 

I.  C.  Munger,  Sr Lincoln 

R.  W.  Fouts Omaha 


J. 

w. 

J. 

s. 

Broz 

Alliance 

President,  Secretary-Treasurer, 
Executive  Secretary 

Legal  Medical 

R.  W.  Fouts,  Chm Omaha 

F.  L.  Rogers Lincoln 

E.  W.  Rowe Lincoln 

C.  F.  Andrews Lincoln 

D.  B.  Steenburg Aurora 

W.  J.  Arrasmith Gr.  Island 

Scientific  Assembly 
M.  Nielsen,  Chm.,  1944__Blair 

M.  E.  Grier,  1945 Omaha 

Frank  Conlin,  1946 Omaha 

J.  E.  M.  Thomson,  1947_Lincoln 

R.  B.  Adams Lincoln 

Insurance 

Earle  Johnson,  Chm._G.  Island 

D.  B.  Steenburg Aurora 

C.  H.  Sheets Cozad 

Advisory  to  Woman’s 
Auxiliary 

E.  L.  MacQuiddy,  Chm. -Omaha 

R.  E.  Harry York 

H.  S.  Morgan Lincoln 

Allied  Professions 

H.  H.  Davis,  Chm Omaha 

J.  M.  Woodard Aurora 

V.  V.  Smrha Milligan 


Credentials 

R.  B.  Adams,  Chm Lincoln 


F.  A.  Burnham Arnold 

Joe  Bixby Geneva 

H.  R.  Miner Falls  City 

W.  C.  Harvey Gering 


Library,  Necrology  and 
Records 

C.  W.  M.  Poynter,  1944- Omaha 
J.  C.  Waddell,  1945— Beatrice 

George  Misko,  1946 Lincoln 

Medico-Legal  Advice 
R.  W.  Fouts, Chm.,  1946  Omaha 

C.  M.  Pierce,  1945 Chadron 

R.  B.  Adams,  1944 Lincoln 

Medical  Student  Loan  Fund 
Wm.  H.  Stokes,  Chm — Omaha 

F.  Lowell  Dunn Omaha 

J.  M.  Woodward Lincoln 

Journal  and  Publications 

B.  F.  Bailey,  Chm.,  1944_Lincoln 

W.  H.  Heine,  1945 Fremont 

A.  F.  Tyler,  1946 Omaha 

R.  B.  Adams,  Sec.  (ex.-of.)_ 

Lincoln 

F.  S.  A. 

E.  S.  Wegner,  Chm — Lincoln 


C.  W.  Way Wahoo 

E.  A.  Steenburg Aurora 


SCIENTIFIC 

Medical  and  Public  Health 
Education 

E.  L.  MacQu.ddy,  1944_Omaha 

C.  A.  Selby,  1945 Lincoln 

G.  W.  Covey,  1946 Lincoln 

H.  E.  Flansburg,  1947_Lincoln 

W.  Arrasmith.  1948_Gr.  Island 
C.  W.  McLaughlin Omaha 


President-Elect,  President,  Sec- 
retary-Treasurer, Speaker  of 
House.  Editor  of  Journal, 
Executive-Secretary,  Ex-Of- 
ficio. 

Planning 

F.  L.  Rogers,  Chm Lincoln 

W.  C.  Becker Lincoln 

H.  E.  Harvey Lincoln 

Maternal  and  Child  Health 

H.  S.  Morgan,  Chm Lincoln 

Clyde  Moore Omaha 

G.  E.  Peters Randolph 

Vascular  and  Cardiac  Diseases 
J.  C.  Thompson,  Chm. -Lincoln 

Lucien  Stark  Norfolk 

Adolph  Sachs  Omaha 

Public  Health 

F.  Lowell  Dunn,  Chm. -Omaha 

G.  F.  Hoffmeister Imperial 

W.  Ray  Hill Fremont 

Tuberculosis 

John  F.  Allen,  Chm Omaha 

E.  W.  Hancock Lincoln 

L.  C.  Albertson Kearney 

Venereal  Diseases 
C.  C.  Tomlinson,  Chm. -Omaha 

L.  J.  Owen Lincoln 

Wm.  Schmitz  Omaha 

Prevention  and  Amelioration 
of  Deafness 

J.  J.  Hompes,  Chm — Lincoln 

Lyman  Heine Fremont 

W.  P.  Hodnett Scottsbluff 

Conservation  of  Vision 
J.  N.  Stoops.  Chm. -Scottsbluff 

E.  I.  Whitehead Alliance 

A.  J.  Griot Chadron 


Cancer 

James  F.  Kelly,  Chm Omaha 

J.  M.  Willis McCook 

N.  H.  Rasmussen Scottsbluff 

Fractures 

J.  E.  M.  Thomson,  Chm 

Lincoln 

R.  D.  Schrock Omaha 

Mason  E.  Lathrop Wahoo 

Pneumonia 

J.  D.  Bradley,  Chm Pender 

M.  C.  Howard Omaha 

F.  Lowell  Dunn Omaha 

Hospitals  and  Medical 
Standards 

Fred  Coleman,  Chm — Lincoln 

Earl  V.  Wiedman Lincoln 

L.  O.  Hoffman Omaha 

Convalescent  Serum 

Floyd  Clarke,  Chm Omaha 

W.  C.  Harvey Gering 

E.  G.  Stevenson North  Platte 

C.  S.  Sub-Committee 
W.  Brinegar Norfolk 

G.  A.  DeMay McCook 

C.  M.  Pierce Chadron 

Paul  Bancroft  Lincoln 

R.  A.  Youngman Falls  City 

Industrial  Health 

E.  J.  Kirk,  Chm Omaha 

Otis  Martin  Papillion 

H.  L.  Clarke,  Jr.-North  Platte 

Speakers*  Bureau 
C.  McLaughlin,  Chm. — Omaha 

H.  S.  Morgan Lincoln 

R.  E.  Harry York 


Councilor  Districts  and  Counties 

First  District:  Councilor:  Warren 
Thompson,  Omaha.  Counties : 
Douglas,  Sarpy. 

Second  District:  Councilor:  Clay- 

ton Andrews,  Lincoln.  Counties: 
Lancaster,  Cass,  Otoe. 

Third  District:  Councilor:  W.  E. 
Shook,  Shubert.  Counties : Gage, 
Johnson,  Nemaha,  Pawnee,  Rich- 
ardson. 

Fourth  District:  Councilor:  G.  E. 
Peters,  Randolph.  Counties  : Knox, 
Cedar,  Dixon,  Dakota,  Antelope, 
Pierce,  Thurston,  Madison,  Stan- 
ton, Cuming,  Wayne. 

Fifth  District:  Councilor:  W.  R. 

Neumarker,  Columbus.  Counties: 
Burt,  Washington,  Dodge.  Platte, 
Colfax,  Boone,  Nance,  Merrick. 

Sixth  District:  Councilor:  Chas. 

Way,  Wahoo.  Counties  : Saunders, 
Butler,  Seward,  Polk,  York, 
Hamilton. 

Seventh  District:  Councilor:  A.  A. 
Conrad.  Crete.  Counties : Saline, 
Clay,  Fillmore,  Nuckolls,  Thayer, 
Jefferson. 

Eighth  District:  Councilor:  O.  W. 
French,  O’Neill.  Counties : Cher- 
ry. Keyapaha,  Brown,  Rock, 
Holt.  Sheridan,  Boyd. 

Ninth  District:  Councilor:  M.  O. 

Arnold,  St.  Paul.  Counties  : Hall, 
Custer,  Valley,  Greeley.  Sherman, 
Howard,  Dawson,  Buffalo.  Grant, 
Hooker.  Thomas,  Blaine,  Wheeler, 
Loup.  Garfield. 

Tenth  District:  Councilor:  H.  S. 

Andrews.  Minden.  Counties:  Gos- 
per. Phelps.  Adams,  Furnas,  Har- 
lan. Franklin.  Webster,  Kearney, 
Red  Willow,  Chase.  Hayes.  Fron- 
tier. Dundy,  Hitchcock. 

Eleventh  District:  Councilor:  J.  B. 
Redfied,  North  Platte.  Coun- 
ties: Lincoln,  Perkins.  Keith.  Mc- 
Pherson, Garden.  Arthur,  Logan, 
Deuel. 

Twelfth  District:  Councilor:  Geo. 
W.  Pugsley,  Bayard.  Counties : 
Scotts  Bluff.  Banner,  Box  Butte, 
Morrill,  Kimball,  Cheyenne, 
Sioux,  Dawes. 


COMPONENT  COUNTY  SOCIETIES 

COUNTY  PRESIDENT  SECRETARY 

Adams  (10) E.  J.  Latta,  Hastings L.  W.  Rork,  Hastings 

Boone  (5) J.  W.  B.  Smith,  Albion F.  J.  McRae,  Albion 

Box  Butte  (12) A.  G.  Burnham,  Alliance W.  T.  Howell,  Hyannis 

Buffalo  (9) O.  C.  Ehlers,  Ravenna Wm.  Nutzman,  Kearney 

Burt  (5) R.  H.  Tibbels,  Oakland Harry  W.  Benson,  Oakland 

Butler  (6) D.  E.  Burdick,  David  City Lloyd  Ragan,  David  City 

Cass  (2) R.  P.  Westover,  Plattsmouth H.  W.  Worthman,  Louisville 

Ced.-Dix.-Dak.-Th.-Wayne(4)  R.  P.  Carroll,  Laurel J.  D.  Bradley,  Pender 

Cheyenne-Kimball-Deuel  (12)  Carl  Manganaro,  Kimball J.  B.  Pankau,  Dalton 

Clay  (7) H.  V.  Nuss,  Sutton H.  L.  McLeay.  Lincoln 

Colfax  (5) Herbert  D.  Kuper,  Leigh W.  J.  Kavan,  Clarkson 

Custer  (9) V.  S.  McDaniel,  Sargent Clyde  W.  Wilcox,  Ansley 

Dawson  (9) H.  E.  Dorwart,  Lexington Ray  S.  Wycoff,  Lexington 

Dodge  (5) A.  J.  Merrick,  Fremont L.  H.  Heine,  Fremont 

Fillmore  (7) A.  A.  Ashby,  Fairmont V.  V.  Smrha,  Milligan 

Franklin  (10) F.  L.  Baker,  Hildreth Hal  C.  Smith,  Franklin 

Four  County  (9) E.  J.  Smith,  Burwell 

Gage  (3) T.  F.  Schowengerdt,  Cortland Robert  W.  Taylor,  Beatrice 

Garden-Keith-Perkins  (11) E.  A.  Harvey,  Ogallala W.  G.  Seng,  Oshkosh 

Hall  (9) Earle  Johnson,  Grand  Island Amil  Johnson,  Gr.  Island 

Hamilton  (6) E.  A.  Steenburg,  Aurora J.  M.  Woodard,  Aurora 

Harlan  (10) R.  H.  Kerr,  Alma W.  C.  Bartlett,  Alina 

Holt  and  Northwest  (8) R.  E.  Kriz,  Lynch J.  P.  Brown,  O’Neill 

Howard  (9) P.  M.  Pedersen,  Dannebrog E.  C.  Hanisch.  St.  Paul 

Jefferson  (7) D.  O.  Hughes,  Fairbury Roscoe  Luce.  Fairbury 

Johnson  (3) J.  A.  Lanspa,  Tecumseh A.  P.  Fitzsimmons,  Tecumseh 

Lancaster  (2) George  Misko,  Lincoln F.  D.  Coleman,  Lincoln 

Lincoln  (11) T.  J.  Kerr.  North  Platte E.  W.  Fetter,  North  Platte 

Madison  Six  (4) M.  A.  Johnson,  Plainview W.  I.  Devers,  Pierce 

Merrick  (5) R.  R.  Douglas.  Clarke J.  E.  Benton,  Central  City 

Nance  (5) C.  D.  Williams,  Genoa H.  E.  King,  Fullerton 

Nemaha  (3) F.  L.  Krampert,  Auburn B.  F.  Lorance,  Auburn 

Northwest  Nebraska  (8) A.  J.  Courshon,  Chadron C.  M.  Pierce,  Chadron 

Nuckolls  (7) C.  G.  McMahon,  Superior J.  Allen  Trowbridge,  Superior 

Omaha-Douglas  (1) C.  M.  Wilhelmj.  Omaha H.  M.  Jahr,  Omaha 

Otoe  (2) Chas.  G.  Zimmerer.  Nebr.  City Wm.  Edmonds.  Nebr.  City 

Pawnee  (3) E.  L.  McCrea.  Table  Rock W.  R.  Boyer,  Pawnee  City 

Phelps  (10) F.  A.  Brewster,  Holdrege W.  A.  Shreck.  Holdrege 

Platte  (5) W.  R.  Neumarker,  Columbus J.  E.  Meyer,  Columbus 

Polk  (6) Willard  N.  Blome.  Stromsburg 

Richardson  (3) Harlan  S.  Heim,  Humboldt C.  L.  Hustead,  Falls  City 

Saline  (7) F.  J.  Stejskal,  Crete L.  W.  Forney.  Crete 

Saunders  (6) M.  E.  Lathrop.  Wahoo C.  W.  Way,  Wahoo 

Scotts  Bluff  (12) E.  E.  Baker,  Scottsbluff Wm.  J.  Gentry.  Gering 

Seward  (6) J.  E.  Meisenbach.  Staplehurst J.  T.  Stanard.  Seward 

Southwest  Nebr.  (10) F.  M.  Karrer,  Palisade E.  F.  Leininger,  McCook 

Thayer  (7) V.  D.  Douglas,  Carleton Rudolph  F.  Decker,  Byron 

Washington  (5) E.  S.  Geesaman,  Ft.  Calhoun Morris  Nielsen,  Blair 

Webster  (10) Wm.  Wegmann,  Bladen S.  H.  O’Neill,  Blue  Hill 

York  (6) J.  S.  Bell,  York B.  N.  Green  burg,  York 
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EDITORIAL 


HOW  WELL  WILL  WE  SERVE? 

Below  we  publish  a communication  re- 
ceived by  the  editor  from  a Nebraska  con- 
gressman in  reply  to  the  criticism  of  the 
Wagner-Murray-Dingell  Bill  now  on  con- 
gesssional  file.  We  omit  the  name  lest  we 
be  accused  of  partisanship.  This  congress- 
man is  both  honest  and  realistic.  His  views 
are  well  known  by  most  of  the  medical  men 
in  his  district.  He  is  personally  against 
radical  legislative  measures  which  tend  to 
hamstring  individual  effort  and  free  enter- 
prise. Yet  between  the  lines  one  perceives 
a cautious  attitude  which  in  a measure  is 
noncommittal.  “I’ll  try,”  it  implies,  “but 
first  I’ll  have  to  convince  my  constituents 
that  the  bill  is  undesirable.”  Further- 
more, “.  . . my  attempts  ...  (to  warn  the 
public  that  this  bill  means  wreck  and  ruin) 

. . . cannot  be  as  effective  as  that  of  a private 
citizen.” 

The  significance  of  this  sober  admission 
is  clear.  It  is  the  duty  of  a congressman  to 
put  into  effect  legislation  demanded  by  the 
people  who  elected  him.  The  fact  that  cer- 
tain types  of  legislation  are  based  on  ficti- 
tious needs  created  by  false  prophets  does 
not  alter  the  situation  as  far  as  the  indi- 
vidual is  concerned.  This  does  not  mean 
that  all  congressmen  have  to  sacrifice  their 
principles  of  honesty  and  good  public  service 
on  the  altar  of  popularity.  Indeed  many  of 
our  representatives,  including  the  congress- 
man here  quoted,  keep  their  feet  well  on  the 
ground. 

What  we  must  take  seriously  is  the  clos- 
ing remark  of  the  letter.  “Thus  you  medical 
men,  who  as  a whole  have  the  respect  of  the 


community,  are  well  placed  to  do  a service 
to  that  community  and  the  country  gener- 
ally in  this  connection.” 


Dear  Dr.  Jahr: 

Thank  you  for  your  recent  letter  about  the 
Wagner-Murray-Dingell  bill.  I am  in  gen- 
eral agreement  with  the  views  expressed  in 
your  letter  and  am  pleased  to  have  the  en- 
couragement of  your  support  for  this  posi- 
tion. 

As  I have  written  to  some  other  physi- 
cians who  have  expressed  to  me  their  oppo- 
sition to  this  measure — there  is  strong  sup- 
port for  it,  especially  by  both  of  the  major 
organizations.  (I  do  believe,  however,  that 
if  the  members  of  the  A.  F.  of  L.  and  the 
C.  I.  0.  realized  the  ultimate  results  of  this 
type  of  legislation,  they  would  be  as  opposed 
to  it  as  you  and  I.)  In  this  connection,  you 
men  who  are  engaged  in  the  practice  of  medi- 
cine can  do  a worthwhile  job  in  pointing  out 
to  your  patients  the  dangers  underlying  this 
seemingly  benevolent  measure. 

Of  course,  men  in  public  office  usually  seem 
to  the  general  public  to  be  motivated  more 
often  by  political  consideration  than  by  the 
impersonal  standard  of  the  public  good.  Con- 
sequently, my  opposition  to  this  measure  and 
attempts  to  set  forth  the  symptoms  of  the 
trend  of  which  this  measure  is  a part  can- 
not be  as  effective  as  those  of  a private  citi- 
zen. Thus  you  medical  men,  who  as  a whole 
have  the  respect  of  the  community,  are  well 
placed  to  do  a service  to  that  community 
and  the  country  generally  in  this  connec- 
tion. 

I appreciate  your  writing  to  me  about  this 
legislation. 

Yours  very  truly, 

Signed 


, M.  C. 
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EDITORIAL 


Nebr.  S.  M.  Jour. 
December,  1943 


NATIONAL  PHYSICIANS  COMMITTEE 

NEEDS  YOUR  HELP  TO  HELP  YOU 

For  almost  two  decades  social  uplifters 
have  been  spreading  propaganda  about  in- 
adequate medical  care  for  the  American  peo- 
ple. Through  prejudicial  surveys  and  ques- 
tionable half  truths  encouraged  by  political 
reformers  and  ambitious  bureaucrats  they 
have  just  about  succeeded  in  convincing  a 
credulous  citizenry  of  the  “necessity”  for 
a change  in  the  methods  of  medical  prac- 
tice. As  individuals  we  have  been  too  proud 
to  defend  ourselves  against  nonsensical, 
though  vicious  accusations,  and  as  a profes- 
sion we  were  too  preoccupied  with  the  eleva- 
tion of  standards  of  education,  with  improve- 
ments of  diagnostic  and  therapeutic  proce- 
dure, and  with  protecting  our  patients  from 
quacks  and  charlatans  and  vendors  of  nos- 
trums. 

Criticism  for  this  attitude  in  the  past  may 
or  may  not  be  justified.  We  have  served 
our  country  and  our  individual  communities 
to  the  best  of  our  abilities,  and  if  there  is  any 
justice  left  anywhere  in  this  insane  world 
we  should  not  be  called  upon  to  apologize 
for  our  service.  Yet  we  do  find  ourselves 
on  the  defensive.  Our  individual  patients, 
it  is  true,  respect  us  for  what  we  are.  But 
pressure  groups  are  making  a desperate  ef- 
fort to  destroy  our  freedom  by  making  us 
the  slaves  of  a bureaucratic  system  of  prac- 
tice. That  they  are  bound  to  destroy  them- 
selves in  the  process  if  successful,  they  do 
not  seem  to  realize. 

The  National  Physicians  Committee  has 
the  facilities  for  counteracting  some  of  the 
evils  wrought  by  this  infiltrating  social 
malignancy.  But  its  functions  are  limited 
by  the  support  from  individual  physicians 
who  value  their  professional  and  political  in- 
dependence. This  committee  has  taken  upon 
itself  the  functions  of  telling  the  people  of 
the  United  States  what  scientific  medicine 
has  accomplished  through  the  years  under 
a system  free  from  government  controls, 
regulations  and  submissions.  The  commit- 
tee is  doing  a good  job  of  helping  us  tell  our 
side.  It  deserves  our  help  in  return. 


HEPATIC  DAMAGE  RESULTING  FROM 
SULFONAMIDE  THERAPY 

The  toxic  effects  of  the  sulfonamides  are 
generally  well  appreciated  by  the  prac- 
ticing physician.  However,  the  therapeutic 
benefits  from  this  group  of  chemical  com- 


pounds have  become  so  well  established  in 
our  armamentarium  that  too  often  the  risks 
from  reactions  due  to  individual  idiocyn- 
cracy  or  their  prolonged  use  may  be  over- 
looked. The  dangers  of  self-medication  are 
too  obvious  of  course,  to  need  emphasis  here. 

In  a recent  communication  Menten  and  An- 
dersch  report  that  out  of  299  necropsies  per- 
formed in  the  Children’s  Hospital  of  Pitts- 
burgh there  were  38  cases  of  definite  liver 
damage.  The  lesions  ranged  from  a focal 
lesion  to  that  of  a central  necrosis  on  a back- 
ground of  serious  hepatitis  and  hepatic  celu- 
lar  dissociation.  It  may  be  argued  that  in- 
asmuch as  few  children,  and  adults  too  for 
that  matter,  may  be  found  nowadays  who  at 
one  time  or  another  have  not  been  subjected 
to  sulfonamide  therapy  the  fact  that  all  the 
cases  described  in  the  autopsy  reports  had 
been  under  this  type  of  chemotherapy  is  of 
no  great  omen.  After  all  there  are  many 
other  factors  in  the  etiology  of  hepatic  dis- 
ease. 

To  substantiate  her  premise  Andersch(2> 
ran  liver  function  tests  (Gray’s  colloidal  gold) 
on  seventy-three  children  under  sulfonamide 
treatment  in  the  hospital.  Twenty-four 
showed  positive  reactions  during  the  period 
of  therapy.  Eleven,  according  to  the  report, 
were  markedly  positive,  and  thirteen  gave 
slight  positive  reactions.  The  sera  of  the 
remaining  forty-nine  children  were  negative. 
The  author  could  not  establish  a direct  cor- 
relation between  the  amount  and  the  dura- 
tion of  therapy. 

The  findings  in  these  two  reports  cannot 
be  ignored.  It  is  true  that  the  liver  has  good 
recuperative  powers,  and  without  doubt 
many  individuals  can  escape  mild  damage 
to  this  organ  with  impunity.  However,  since 
the  borderline  between  mildness  and  severity 
of  biologic  injury  is  relative  and  ill  defined, 
chemotherapy  unless  adequately  controlled, 
may  be  far  more  disastrous  than  the  disease 
for  which  it  is  aimed.  In  an  era  when  the 
sulfonamides  are  recommended  for  pro- 
phylactic use  over  extended  periods  of  time, 
as  in  rheumatic  fever  and  in  the  respira- 
tory infections (3>,  physicians  must  stress  the 
importance  of  frequent  examinations  of  the 
patients  for  whom  such  a regimen  is  pre- 
scribed. 

1.  ■ Maud  L.  Menten  and  Marie  A.  Andersch : Hepatic  Dam- 
age Associated  with  Sulfonamide  Therapy  in  Infants  and  Chil- 
dren. Ann.  Int.  Med.  19,  609,  October,  1943. 

2.  Marie  A.  Andersch : Changes  in  Liver  Function  Test 
During  Sulfonamide  Therapy.  Ibid,  p.  622. 

3.  Siegel  M. : Studies  on  Control  of  Acute  Infections  of  the 

Respiratory  Tract.  J.  A.  M.  A.,  119:783  (July  4),  1942. 

Amer.  J.  Dis.  of  Child.,  66:144  (August),  1943. 
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The  program  of  the  Federal  Children’s 
Bureau  in  providing  obstetric  and  pediatric 
services  for  the  wives  of  enlisted  men  is 
causing  great  concern  to  the  doctors  of  Ne- 
braska, as  well  as  those  of  other  states.  An 
analysis  of  this  concern  would  seem  to  cen- 
ter about  one  simple  aspect  of  the  whole 
problem.  This  aspect  however,  leads  to 
many  ramifications  which  cloud  the  picture. 

The  Hippocratic  oath  to  which  the  pro- 
fession of  medicine  has  adhered  throughout 
the  centuries  has  fixed  a firm  foundation 
for  the  physician-patient  relationship.  The 
test  of  time  has  proven  the  fundamental 
worth  of  this  direct  contact.  No  substitute 
has  as  yet  helped  as  much  as  it  has  hindered 
the  benefits  of  this  relationship. 

The  Nebraska  State  Medical  Association, 
through  its  House  of  Delegates,  assented  to 
the  program  of  the  Children’s  Bureau  for 
obstetric  and  pediatric  services  for  wives  of 
enlisted  men  with  the  above  guiding  prin- 
ciples in  mind.  The  House  acted  in  good 
faith,  in  the  spirit  of  patriotism,  leaving  the 
way  open  for  individual  physicians  to  use 
their  best  judgment  in  individual  problems. 

This  passive  settlement  of  the  question 
has,  however,  lead  to  much  criticism  and  mis- 
understanding of  the  attempt  to  extend 
freedom  of  action  to  individual  physicians. 
The  appearance  of  acquiesence  in  question- 
able policies  may  seem  evident.  In  defense 
of  the  action  taken  it  might  be  said  there 
was  at  the  time  no  positive  program  to  offer 
from  the  profession  to  take  care  of  the  real 
or  imaginary  emergency. 

The  Procurement  and  Assignment  pro- 
gram is  an  outstanding  example  of  a positive 
solution,  by  the  profession,  of  a national 
emergency.  The  results  are  most  gratifying 
to  the  civil  population,  the  armed  forces,  and 
the  physicians. 

Can  some  equally  effective  program 
emanate  from  the  medical  profession  as  a 
solution  to  the  emergencies  acclaimed  by 


A.  L.  COOPER 


the  Children’s  Bureau?  We  believe  it  can, 
if  and  as  the  need  arises.  In  the  meantime 
we  must  not  ignore  the  bureaucratic  zealots, 
and  without  protest  allow  our  way  of  service 
to  be  circumscribed. 

What  shall  this  answer  be?  Physicians 
individually,  then  collectively,  will  solve  the 
difficulty  best  by  protecting  the  basic  physi- 
cian-patient relationship,  without  which  in 
all  its  phases,  medicine  must  surely  fail  of 
its  highest  attainments.  The  basic  laws  of 
human  relationships  do  not  change  with  the 
vicissitudes  of  time.  The  Hippocratic  oath 
still  stands  as  a guide  for  professional  serv- 
ice to  mankind.  A positive  aggressive  pro- 
fession only  is  needed  to  meet  present  emer- 
gencies, whatever  their  nature. 

The  Nebraska  State  Medical  Association 
has  had  a calendar  year  of  enviable  progress. 
A new  medical  practice  act,  a model  for  many 
other  state  associations  to  try  for,  has  be- 
come a fact  after  years  of  faithful  effort. 
Permissive  legislation  for  local  public  health 
control,  and  a constructive  premarital  and! 
prenatal  health  law  are  other  creditable  ac- 
complishments. 

Individual  membership  alertness  in  mat- 
ters politic  as  well  as  in  scientific  medicine 
is  of  vital  importance  in  fulfilling  our  duties 
to  the  lay  public, — even  in  protecting  that 
public  against  itself. 

A.  L.  COOPER. 

President. 


Erythroblastosis  Fetalis  and  the  Rh  Factor 
in  the  Blood  " 

A.  S.  RUBNITZ,  M.D. 

Omaha,  Nebraska 


The  following  case  prompted  this  presen- 
tation : 

CASE  REPORT 

Full  term  male  infant  M.  D.  T.  was  delivered  at 
the  Lutheran  hospital  on  October  10,  1942;  birth 
weight  7 lbs.,  IV2  oz. 

Progress.  The  infant  was  deeply  jaundiced  and 
continued  to  be  restless.  On  October  15  his  respira- 
tions became  labored,  and  from  here  on  the  respira- 
tory difficulty  was  getting  more  intensified,  until 
the  hour  of  expiration,  4:20  a.  m.,  October  16,  1942. 

Mother’s  obsterical  history.  The  mother  is  of 
Irish  and  Danish  parentage,  32  years  of  age.  This 
was  her  sixth  pregnancy.  The  first  three  children 
are  living  and  well.  The  fourth  child  died  on  the 
third  day  after  delivery;  it  was  also  extremely  jaun- 
diced. The  fifth  pregnancy  terminated  in  miscar- 
riage at  4%  months.  Her  blood  Wassermann  was 
negative. 

Autopsy  was  done  at  10:00  a.  m.,  October  16. 
Important  findings,  as  abstracted  from  the  autopsy 
protocol : 

There  are  small  dark  patches  scattered  through 
the  lower  lobes  of  both  lungs.  The  lower  margin 
of  the  liver  is  at  the  level  of  the  umbilicus.  The 
spleen  is  quite  large,  weighing  39  grams.  The 
bile-ducts  are  well  formed  and  patent  and  the  bile 
is  rather  thick.  The  mesenteric  glands  are  enlarged 
and  very  dark.  Blood  aspirated  from  the  heart  at 
the  time  of  autopsy  gave  the  following  findings: 
Hemoglobin  6.8  grams;  R.B.C.  2,200,000;  W.B.C.  48,- 
000;  blood  smears:  most  of  the  nuclear  elements 
consisted  of  erythroblasts  and  normoblasts.  The  leu- 
cocytes were  .scarce,  and  the  majority  of  them 
formed  smudges. 

Important  microscopic  findings:  Most  of  the  lung 
tissue  is  atelectatic,  though  some  alveoli  are  dis- 
tended. The  blood  vessels  are  filled  with  nucleated 
cells,  suggestive  of  erythroblasts.  The  spleen  shows 
an  excess  of  blood  storage.  Many  cells  with  pyk- 
notic  nuclei  scattered  through  the  pulp  give  the  im- 
pression of  nucleated  red  cells.  The  liver  shows 
multiple  hematopoeitic  foci  throughout.  Sections  of 
the  mesenteric  glands  have  the  appearance  of  splenic 
tissue,  with  multiple  sinusoids  filled  with  blood. 
Final  diagnosis:  Erythroblastosis  Neonatorum. 

DISCUSSION 

Erythroblastosis  fetalis  is  a disease  of  the 
fetus  and  new  born  characterized  by  con- 
tinuous breaking  down  of  the  red  cells  and 
resulting  hemolytic  anemia.  As  in  other 
hemolytic  anemias,  the  excessive  amount  of 
liberated  hemoglobin  overtaxes  the  reticulo- 
endothelial system,  principally  in  the  spleen, 
leading  to  enlargement  of  this  organ.  An 
over  abundance  of  material  is  thus  continu- 
ously delivered  to  the  liver  for  bile  forma- 

♦Read  before  the  Omaha-Douglas  County  Medical  Society  on 
the  “Lutheran  Hospital  Evening,”  December  8,  1942. 
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tion  and  brings  about  a richer  than  normal 
bile,  while  the  excess  of  preformed  bile 
which  cannot  be  handled  by  the  liver  cells  is 
absorbed  back  by  the  blood,  imparting  to  the 
plasma  a yellowish  color.  Jaundice  of  vary- 
ing degrees  is,  therefore,  always  an  accom- 
panying symptom  of  any  hemolytic  anemia; 
the  degree  of  jaundice  is  proportional  to  the 
intensity  of  the  hemolytic  process.  The 
same  proportional  relationship  holds  for  the 
anemia.  As  a result  of  the  continuous  hemo- 
lysis, the  blood-forming  tissues  are  kept  in  a 
constant  state  of  stimulation,  and  immature 
cells  abound  in  the  peripheral  circulation. 
Increased  hematopoiesis  is  more  pronounced 
in  the  anemia  under  discussion  because  of 
the  greater  responsiveness  of  the  fetal  hema- 
topoietic tissues  as  compared  with  those  of 
the  adult.  Various  forms  of  nucleated  red 
cells  are,  therefore,  seen  in  this  anemia, — 
hence  the  name  “erythroblastosis.” 

On  summing  up  the  findings  in  this  disease, 
it  is  characterized  by  anemia,  jaundice,  en- 
largement of  the  spleen  and  liver,  and  the 
presence  of  nucleated  red  cells  in  the  blood. 

Depending  on  the  severity  of  the  hemolytic 
process,  three  clinic?!  forms  are  recognized: 
(1)  Hydrops  Fetalis,  (2)  Icterus  Gravis, 
and  (3)  Anemia  Neonatorum.  The  first  is 
the  most  severe  and  gravest  form.  Here 
universal  edema  is  the  outstanding  feature. 
It  generally  terminates  in  the  delivery  of  a 
dead,  often  macerated  fetus  before,  or  at 
term.  In  icterus  gravis  an  apparently 
healthy  infant  may  be  delivered;  jaundice 
may  be  noted  at  birth  or  by  the  second 
day;  this  is  accompanied  by  stupor,  hemor- 
rhagic diathesis  and  anemia.  The  untreated 
child  usually  dies  by  the  end  of  the  first  or 
during  the  second  week.  Anemia  neona- 
torum is  the  mildest  form  of  erythroblasto- 
sis ; here  the  jaundice  may  be  barely  percep- 
tible or  not  noticeable  at  all.  The  outlook  as 
a rule  is  most  favorable  in  this  form. 

It  had  been  suspected  for  a time  that 
icterus  of  the  newborn,  not  due  to  congenital 
atresia  of  the  b’le  passages  was  related  to 
familial  hemolytic  icterus.  It  was  learned, 
however,  that  they  were  totally  unrelated 
entities.  Whereas  in  familial  hemolytic  ic- 
terus we  are  dealing  with  an  inherent  ab- 
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normality  of  the  red  cells,  characterized  by 
their  smaller  diameter,  spherical  shape  and 
decreased  resistance  to  hypotonic  salt  solu- 
tion (increased  fragility),  none  of  these  ab- 
normalities have  been  found  in  the  red  cells 
of  erythroblastosis. 

As  our  knowledge  about  the  mechanism  of 
immunity  and  blood  imcompatibilities  prog- 
ressed, it  was  natural  for  some  authors  to 
suspect  that  an  incompatibility  between  the 
blood  of  the  mother  and  that  of  the  fetus 
might  be  the  cause  of  many  disorders  of 
pregnancy  and  of  intrauterine  and  neonatal 
diseases  of  the  child.  Ottenberg(1>,  for  ex- 
ample, (1923),  in  an  article  dealing  with  the 
possible  etiology  of  toxemias  of  pregnancy, 
concluded  with  the  following  remarks:  “It 
seems  possible  that  several  other  unex- 
plained diseases,  particularly  the  jaundice  of 
the  newborn,  and  perhaps  even  certain  cases 
of  hemorrhagic  disease  of  the  newborn,  may 
be  due  to  the  same  cause,  accidental  placental 
transfusion  of  incompatible  blood.  Likewise, 
Darrow(2>,  (1938),  in  a very  exhaustive  ar- 
ticle on  icterus  gravis,  concludes:  “The  pla- 
centa seems  to  be  the  means  of  transmission 
of  the  destructive  influence  from  mother  to 
fetus.  An  antigen-antibody  relation  seems 
to  explain  best  all  aspects  of  these  related 
disorders.” 

These  theories,  however,  logical  though 
they  seemed  to  be,  did  not  have  any  basis  in 
fact.  The  agglutinogens  A and  B of  the 
known  four  blood  groups  could  not  be  in- 
criminated as  the  destructive  agents.  The 
theory  that  erythroblastosis  fetalis  was 
caused  by  isoimmunization  (where  the  in- 
dividual producing  the  antibodies  and  the 
individual  supplying  the  immunizing  ma- 
terial belong  to  the  same  species)  was  defin- 
itely established  after  the  discovery  of  a 
new,  hitherto  unknown  agglutinogen  present 
in  the  human  blood. 

In  1940,  Landsteiner  and  Wiener(3>  found 
that  by  repeated  injections  of  red  cells  from 
a macacus  Rhesus  monkey  into  the  blood  of 
rabbits,  the  latter  developed  agglutinins 
against  the  monkey  cells.  They  also  discov- 
ered that  the  serum  of  such  an  immunized 
rabbit  would  clump  human  red  cells.  Since 
the  original  antigen  (red  cells  from  the  mon- 
key) was  derived  from  the  macacus  Rhesus, 
they  named  it  the  Rh  (Rhesus)  factor.  On 
further  investigation  they  learned  that  about 
85  per  cent  of  the  population  at  random 
have  that  factor  in  their  red  cells,  or  are 


Rh-positive  (Rh+),  while  the  remaining  15 
per  cent  of  the  population  are  Rh-negative 
(Rh — ).  The  agglutinin  developed  by  the 
injected  rabbit  was  named  the  anti-Rh  ag- 
glutinin. 

Subsequent  studies  on  the  Rh  factor  in  the 
human  blood  brought  out  the  following 
facts : It  is  inherited  as  a dominant  property, 
much  like  the  known  A and  B factors.  Its 
presence  is  often  difficult  to  demonstrate  be- 
cause the  anti-Rh  agglutinin  reacts  far  bet- 
ter at  37°  C.  than  at  room  temperature  (the 
temperature  at  which  blood  typing  or  match- 
ing are  generally  done).  For  this  reason  its 
presence  may  be  overlooked  in  the  usual 
process  of  blood  matching  for  transfusion. 

The  following  technique  is  recommended 
by  Levine  and  his  co-workers (4)  for  the  de- 
tection of  the  Rh  factor  in  the  blood: 

“One  or  more  drops  of  anti-Rh  serum  are  mixed 
in  small  test  tubes  (75x10  mm.)  with  two  drops  of 
a washed  1 per  cent  to  2 per  cent  cell  suspension 
(this  corresponds  to  a suspension  made  by  adding 
one  drop  of  whole  blood  to  4 cc.  saline).  The  cell 
suspension  is  preferably  prepared  from  the  clot.  The 
tubes  are  shaken  and  incubated  in  a water  bath  at 
37°  C.  for  one  hour,  at  the  end  of  which  period 
each  tube  is  properly  identified  and  all  tubes  are 
centrifuged  at  low  speed  (500  r.p.m.)  for  one  min- 
ute. After  replacing  the  tubes  in  the  rack,  the 
sedimented  cells  are  resuspended  by  gentle  shak- 
ing and  readings  are  recorded.  Those  mixtures  in 
which  no  gross  agglutination  is  visible  are  examined 
microscopically  (low  magnification)  by  withdraw- 
ing with  the  aid  of  a glass  rod  some  of  the  mixture 
onto  a slide.  Bloods  showing  no  agglutination  are 
Rh— .” 

In  1941,  Levine,  Katzin  and  Burnham(5) 
reported  that  in  their  opinion  the  anti-Rh 
agglutinin  is  the  destructive  antibody  re- 
sponsible for  the  various  manifestations  of 
erythroblastosis  fetalis.  According  to  these 
authors : 

“The  blood  picture  characteristic  of  erythro- 
blastosis fetalis,  i.e.,  destruction  of  red  cells  and 
compensatory  reaction  of  the  bone-marrow  can  also 
be  explained  in  terms  of  the  isoimmunization  theory. 
One  may  assume  that  the  agglutinins  in  the  mother’s 
circulation  under  certain  conditions  are  capable  of 
penetrating  the  placental  barrier  so  that  those  anti- 
bodies by  their  continual  action  on  the  blood  cells 
and  perhaps  tissue  cells  of  the  fetus,  induce  erythro- 
blastosis fetalis.  In  the  presence  of  a sufficient 
concentration  of  agglutinins  the  fetus  may  die  in 
utero.  A similar  explanation  may  also  hold  for  some 
stillbirths,  miscarriages  and  abortions.’’ 

The  manner  in  which  erythroblastosis  fe- 
talis evolves  can,  according  to  these  authors, 
be  summarized  as  follows:  when  the  mother 
is  Rh  negative  and  the  father  Rh  positive, 
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the  child  may  inherit  the  Rh  trait  from  the 
father ; the  child’s  Rh  positive  cells  may  gain 
entrance  into  the  maternal  circulation 
through  a defect  in  the  placenta  and  gradu- 
ally immunize  the  mother  to  the  Rh  factor. 
The  anti-Rh  agglutinins  formed  by  the 
mother  continue  to  act  on  the  fetal  red  cells 
either  by  diffusion  or  through  the  same  de- 
fect in  the  placenta,  bringing  about  the  entire 
syndrome  of  erythroblastosis.  Moreover, 
should  the  mother  by  in  need  of  a transfu- 
sion during  the  later  months  of  pregnancy 
and  should  she  be  transfused  with  blood  from 
an  Rh  positive  donor  (well  matched  other- 
wise, as  far  as  the  conventional  four  groups 
go),  the  donor’s  cells  will  be  quickly  hemo- 
lyzed  in  her  circulation  and  produce  an  unex- 
pected transfusion  reaction. 

Again,  in  isolated  instances,  where  a non- 
pregnant Rh  negative  individual  is  repeated- 
ly transfused  with  Rh  positive  blood,  gradual 
immunization  of  such  a recipient  may  take 
place  and  he  may  react  violently  after  the 
third,  fourth,  etc.  transfusion.  Mention 
should  be  made  here  that  the  antibody  spok- 
en of  as  the  anti-Rh  agglutinin  is  in  reality  a 
hemolysin  as  far  as  its  action  in  the  fetal 
circulation  is  concerned.  In  the  test  tube, 
however,  it  acts  as  an  agglutinin. 

It  is  now  generally  accepted  that  erythro- 
blastosis fetalis  is  caused  by  isoimmunization 
and  that  the  Rh  factor  is  the  most  common 
offender.  In  a group  of  153  cases  of  ery- 
throblastosis reported  by  Levine  and  his  co- 
workers, 90%  of  the  mothers  were  Rh  nega- 
tive. Other  authors  have  obtained  compar- 
able results.  Out  of  a group  of  55  cases 
collected  by  Javert(6),  the  Rh  factor  was 
present  in  the  father  and  absent  in  the 
mother  in  79  per  cent.  Incidentally  the 
mother  proved  to  be  Rh  negative  in  our 
case.  In  exceptional  instances,  where  the 
mother  proved  to  be  Rh  positive,  the  incom- 
patibility was  considered  to  be  due  to  other 
factors,  some  probably  unknown.  These  ex- 
ceptions do  not  disprove  the  theory  of  iso- 
immunization, but  rather  point  to  the  fact 
that  the  Rh  factor  is  not  the  sole  possible 
offender;  that  in  isolated  instances  other 
obscure,  possibly  as  yet  unknown  factors 
might  be  responsible  for  the  syndrome. 

The  reasons  the  Rh  factor  is  responsible 
for  the  bulk  of  the  cases  of  erythroblastosis 
and  transfusion-reactions  are:  (1)  It  has 

strong  antigenic  properties,  stimulating  the 
production  of  its  antagonistic  agglutinin,  and 


(2)  it  is  supposedly  limited  in  its  habitat  to 
the  red  cells  only.  According  to  Levine, 
Burnham,  Katzin  and  Vogel,  this  agglutino- 
gen, unlike  the  A and  B factors,  is  absent 
in  the  tissue  cells  and  body  fluids.  This  im- 
portant observation  can  best  be  explained 
by  a hypothetical  illustration.  In  a case 
where  the  mother  belongs  to  group  0 and  the 
fetus  is  type  A,  it  is  conceivable  that  the 
mother  would  be  immunized  to  the  A factor 
of  the  fetus  and  develop  anti-A  agglutinins. 
However,  since  the  A factor  would  be  pres- 
ent not  only  in  the  red  cells  of  the  fetus  but 
also  in  its  tissues  and  body  fluids,  the  anti-A 
agglutinins  of  the  mother  would  be  quickly 
bound  and  neutralized  before  reaching  the 
red  cells.  Such  protection  to  the  red  cells  is 
not  afforded  in  a case  where  the  Rh  factor 
is  the  agent  stimulating  the  antibody  pro- 
duction in  the  mother,  because  the  Rh  fac- 
tor is  limited  in  its  habitat  to  the  red  cells. 

The  more  intelligent  insight  into  the  eti- 
ology of  erythroblastosis  which  we  have 
gained  from  the  theory  of  iso-immunization 
is  helpful  in  the  treatment  of  this  disease. 
Realizing  that  the  destructive  substance  in 
the  child’s  blood  was  originally  derived  from 
the  mother,  we  may  hope  that  the  concentra- 
tion of  the  hemolysins  will  gradually  dimin- 
ish in  the  child’s  circulation  after  it  had  been 
separated  from  the  mother.  The  treatment, 
then,  is  centered  on  supporting  the  child  and 
combating  the  anemia  while  we  are  playing 
for  time.  Repeated  transfusions  are,  there- 
fore, the  only  rational  method  of  treatment. 
According  to  Javert,  as  many  as  a dozen 
transfusions,  averaging  60  cc.  in  amount, 
may  be  necessary  in  the  first  days  of  life. 
However,  one  should  not  expect  to  save  all 
the  cases  of  icterus  gravis  by  this  or  any 
other  forms  of  treatment.  One  must  under- 
stand that  in  the  cases  where  the  concentra- 
tion of  the  hemolysins  was  very  high  at  birth 
irreparable  damage  might  have  been  done  to 
the  tissues.  Such  changes  may  be  perma- 
nent, particularly  those  produced  in  the  liver 
or  in  the  nuclei  of  the  brain,  as  a result  of 
the  prolonged  and  deep  icterus.  As  Jarvert. 
puts  it,  “Advanced  and  neglected  cases  die 
fortunately,  although  few  survive  and  de- 
velop juvenile  cirrhosis,  mental  deficiency, 
and  spastic  diplegia.” 

The  knowledge  which  we  have  gained 
about  the  Rh  factor  has  its  practical  applica- 
tion in  the  prevention  of  some  of  the  rare 
transfusion-reactions.  Being  aware  of  the 
existence  of  this  new  agglutinogen  and  its 
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antagonistic  agglutinin,  we  should  not  be 
satisfied  with  the  ordinary  typing  and 
matching  of  blood  in  (1)  cases  of  pregnancy 
and  (2)  cases  where  the  patient  had  already 
received  two  or  more  transfusions.  Addi- 
tional matching  of  the  recipient’s  serum  and 
the  donor’s  cells  should  be  done  in  such  in- 
stances by  the  special  method  described 
above. 
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Caudal  Anesthesia 

A Report  of  3,500  Cases  in  21  Years  of  Proctologic  Practice 

LOUIS  E.  MOON,  M.  D.  and  J.  B.  CHRISTENSEN,  B.  S,  M.  D. 
Omaha,  Nebraska 


Caudal  anesthesia  has  been  a popular  pro- 
cedure in  rectal  and  perineal  surgery  for 
many  years.  Our  experience  with  this  type 
of  anesthesia  began  twenty-one  years  ago 
and  comprises  some  3,500  cases.  The  technic 
is  that  of  Louis  Hirshman,  as  demonstrated 
in  Detroit  in  1921,  using  a single  injection  of 
novocaine. 

The  recent  use  of  continuous  caudal  anes- 
thesia in  obstetrics  and  pelvic  surgery,  as 
advocated  by  Hingson  and  Edwards(1),  has 
raised  many  questions  as  to  the  possible  dan- 
gers encountered.  Many  inquiries  have  been 
made  as  to  our  experiences  in  its  use.  It 
was  therefore  decided  to  review  our  use  of 
caudal  and  sacral  anesthesia  to  determine  its 
value  and  to  outline  some  points  about  tech- 
nic, which  may  be  a guide  to  a wider  use  of 
this  very  satisfactory  type  of  anesthesia. 

Our  use  of  caudal  anesthesia  has  been  lim- 
ited to  rectal  surgery.  However,  on  several 
occasions  more  than  one  operation  was  per- 
formed at  the  same  setting;  circumcisions, 
cauterizations  of  the  cervix,  perineal  repairs, 
and  the  like,  have  been  performed.  Many 
cases  of  cancer  have  been  examined  and  biop- 
sy taken,  and  several  posterior  resections  of 
the  bowel  have  been  performed  satisfactorily 
under  sacral  anesthesia. 

Earlier  in  our  experience  we  used  15  to  20 
cc.  of  two  per  cent  novocaine.  A large  long 
needle  was  used,  and  it  was  then  believed 
that  the  entire  length  of  the  needle  should 
be  introduced  in  order  to  carry  the  anesthetic 
solution  as  high  as  possible.  In  later  years, 
we  found  that  a larger  amount  of  solution 
was  more  satisfactory  and  that  high  intro- 
duction and  excessive  manipulation  of  the 
needle  only  led  to  bleeding  in  the  canal.  The 
novocaine  is  now  prepared  in  normal  saline 
solution,  and  the  cups  of  solution  are  kept 
in  a small  pan  of  warm  water.  It  has  been 
our  experience  that  the  anesthesia  takes  ef- 
fect more  rapidly  if  the  solution  is  at  body 
temperature. 

Adrenalin  is  not  contraindicated  in  our 
work,  and  two  minims  of  1:1000  is  usually 
added  to  each  ounce  of  solution. 

The  needle  now  used  is  18  or  20-gauge 
three  and  one-half  inches  long.  While  a mal- 


leable needle  may  be  necessary  in  continuous 
caudal,  we  have  used  both  malleable  and  steel 
needles.  We  have  never  broken  a needle  and 
have  used  them  hundreds  of  times.  The 
needle  should  never  be  manipulated  without 
replacing  the  steel  stylet  to  add  to  its 
strength  and  guard  against  bending  or 
breaking.  We  would  immediately  operate 
and  recover  the  needle  if  such  an  accident 
should  occur.  If  the  needle  is  properly 
placed,  excessive  pressure  is  not  necessary. 
We  have  found  that  a relatively  blunt  needle 
will  transmit  to  the  anesthetist  the  snap 
usually  felt  when  the  membrane  over  the 
sacral  hiatus  is  penetrated. 

The  type  of  syringe  is  important.  The 
glass  barrel  and  metal  plunger  give  the  easi- 
est moving  combination.  It  is  necessary  to 
aspirate  to  test  for  spinal  fluid  and  blood, 
and  attached  finger  rings  facilitate  this  test. 

A short  dermal  needle  is  used  to  make  a 
skin  wheal  just  below  the  sacral  hiatus.  A 
few  drops  of  one-half  per  cent  novocaine  are 
used  and  should  be  placed  only  in  the  skin. 
Infiltration  of  the  subcutaneous  tissues  over- 
lying  the  hiatus  will  obscure  the  landmarks 
so  helpful  in  determining  the  site  of  intro- 
duction of  the  large  needle. 

Two  per  cent  novocaine  is  used  in  all  cases 
at  present.  Lower  concentrations  were  used 
at  one  time  in  larger  doses,  but  are  believed 
to  be  less  effective. 

A test  not  usually  stressed  in  descriptions 
of  caudal  anesthetic  is  the  ease  with  which 
the  solution  should  inject.  With  the  18  or 
20  gauge  needle  and  the  metal  plunger  syr- 
inge, the  solution,  if  the  needle  is  in  the 
proper  space,  should  inject  as  easily  as  if  it 
were  outside  the  body. 

When  the  needle  is  first  inserted,  with- 
draw the  stylet  and  watch  for  blood  or 
spinal  fluid.  Spinal  fluid  was  found  in  four 
of  the  cases  here  reported,  or  about  1 case 
in  1,000.  In  these  cases,  the  needle  was  with- 
drawn only  far  enough  to  get  out  of  the 
dura,  and  then  the  novocaine  injected  as 
usual.  Blood  is  often  encountered  in  varying 
amounts,  but  in  no  case  caused  the  abandon- 
ment of  the  anesthesia.  Usually,  if  the 
needle  is  moved  a little,  the  bleeding  will 
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stop.  If  no  bleeding  or  fluid  is  seen,  the 
syringe  is  half  filled  with  novocaine  and  first 
aspirated  to  check  again  for  blood  or  spinal 
fluid.  If  again  none  is  found,  the  check  for 
ease  of  injection  is  made.  When  this  is  sat- 
isfactory, the  syringe  is  filled  and  injection 
of  2%  novocaine  is  made  slowly.  A smooth 
bulging  of  the  tissues  over  the  tip  of  the 
needle  means  the  needle  is  too  shallow  and 
injection  is  occurring  above  the  sacral  bones. 

Anesthetic  solutions  are  now  prepared  in 
normal  saline.  No  nerve  injury  has  been 
demonstrated  in  any  case  during  the  time 
distilled  water  was  used,  but  recent  studies(3) 
have  proven  hypotonic  solutions  injurious  to 
nerve  tissue. 

In  the  ordinary  individual  of  average  body 
weight  and  in  general  good  health,  we  use 
a preoperative  sedative.  A barbiturate  is 
given  the  night  before  the  operation  and  re- 
peated in  the  morning. 

McIntyre (2)  in  studies  of  anesthetic  drugs 
found  the  protection  afforded  by  bar- 
biturates to  be  considerable.  He  found  in 
dogs  that  when  barbiturates  were  given  the 
lethal  dose  of  anesthetic  drugs  was  increased 
two  and  one-half  times  or  more.  We  believe 
that  the  premedication  with  a barbiturate 
serves  two  purposes,  that  of  hypnosis,  and 
as  a guard  against  overdosage  of  the  anes- 
thetic drug.  There  have  been  no  cases  of 
convulsions  or  death,  which  might  occur  in 
severe  novocaine  poisoning.  Convulsions 
would  be  combatted  by  use  of  oxygen  and 
intravenous  barbiturate. 

Morphine  gr.  1/6  and  scopolamine  hydro- 
bromide gr.  1/300  is  given  one  and  one-half 
hours  and  repeated  one-half  hour  before  sur- 
gery. This  dosage  may  be  changed  for  a 
smaller  person.  It  is  well  to  decrease  the 
morphine  and  leave  out  the  scopolamine  in 
old  people.  The  effect  of  pre-medication 
varies  in  individuals. 

The  use  of  preoperative  drugs  relieves 
anxiety,  and  often  the  patient  will  remember 
very  little  or  nothing  of  the  time  spent  in  sur- 
gery. 

We  offer  no  opinion  on  the  effect  of  these 
drugs  in  childbirth.  We  have  used  caudal 
anesthesia  on  women  within  one  week  pre- 
partum  and  postpartum  with  satisfactory 
results. 

We  at  one  time  took  the  blood  pressure  at 
intervals  during  the  time  the  anesthesia  was 


given  and  continued  through  the  operation 
but  no  remarkable  or  constant  change  was 
noted  and  the  practice  was  discontinued.  Mc- 
Intyre and  Sievers(2)  made  the  observation 
in  animals  that  “until  you  reach  fatal  doses 
there  is  no  discernible  change  in  blood  pres- 
sure or  respiration.”  A transient  increase  in 
pulse  rate  often  seen  may  be  due  to  the  ac- 
tion of  the  adrenalin.  _ 

Six  cases  of  rather  sharp  reactions  were 
noted  in  the  series.  It  is  possible  that  these 
reactions  were  the  result  of  intravenous  in- 
jections of  two  per  cent  novocaine.  If  a re- 
action does  occur  it  comes  on  about  ten  sec- 
onds after  the  injection  has  begun.  If  it 
were  a subdural  injection  there  should  be 
loss  of  sensation  and  motor  function  of  the 
perineum  and  legs.  This  does  not  occur. 
The  reactions  of  the  patients  are  all  about 
the  same.  Usually,  the  patients  will  begin 
to  move  and  raise  up  on  their  elbows,  often 
turning  to  one  side.  They  become  pale  and 
present  an  anxious  look.  They  often  state 
they  are  short  of  breath  and  have  difficulty 
breathing.  They  may  have  an  over-all  sen- 
sation that  makes  them  fear  they  are  going 
under  a general  anesthetic. 

The  reaction  is  much  like  that  seen  in 
cases  of  allergy  to  a foreign  protein.  How- 
ever, no  such  cases  have  ever  been  proven. 
McIntyre (2)  in  testing  scores  of  anesthetic 
drugs  in  animals  and  man,  reported  no  cases 
of  sensitivity  to  these  drugs.  Usually,  low- 
ering the  head  and  a little  reassurance  will 
carry  them  over  the  attack,  which  will  last 
about  two  to  three  minutes.  In  the  more 
serious  case,  a little  oxygen  will  afford  com- 
plete relief.  We  have  never  failed  to  get  an 
anesthesia  on  these  cases  after  the  attack 
has  subsided.  It  will  be  recalled  that  intra* 
venous  barbiturate  and  oxygen  are  indicated 
in  novocaine  poisoning. 

No  cases  of  infection  or  large  hematoma 
occurred  in  the  series.  The  skin  is  prepared 
with  antiseptic  solution  as  for  a spinal. 
Caudal  anesthesia  is  never  used  when  the 
injection  must  be  made  into  infected  skin, 
or  skin  that  has  been  covered  with  pus  or 
drainage  from  an  abscess,  pilonidal  cyst,  or 
fistula.  Often,  thickened  pruritic  perianal 
skin  will  extend  over  the  site  of  injection; 
in  these  cases,  some  other  anesthetic  must 
be  used.  Very  seldom  can  a pilonidal  cyst  be 
excised  under  caudal  anesthesia  because  the 
cyst  overlies  the  hiatus. 
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No  infection  of  the  sacrum  or  coccyx  has 
been  encountered.  There  were  no  cases  of 
prolonged  anesthesia,  hyperesthesia,  or  loss 
of  motor  function.  No  cases  of  loss  of 
sphincter  control  of  anus  or  bladder  were 
noted.  It  is  not  uncommon  to  have  some  dy- 
suria  in  men  following  a rectal  operation,  but 
this  may  occur  with  any  anesthetic  and 
usually  lasts  only  six  to  twenty-four  hours 
with  no  permanent  impairment  of  function. 

Failures  are  rare.  If  the  needle  is  prop- 
erly placed,  there  are  no  failures.  Skill  in 
technic  is  acquired  only  by  frequent  use.  It 
is  not  a failure  of  the  drug  but  an  error 
in  procedure  if  results  are  unsatisfactory.  If 
the  operator  does  not  find  the  hiatus,  he 
should  elect  to  use  some  other  form  of  anes- 
thesia and  not  expect  to  obtain  good  results 
by  blind  injection. 

The  youngest  case  was  14  years,  and  a 
large  group  were  in  the  eighties. 

Do  not  oversell  caudal  anesthesia.  Some 
patients  have  had  pain  with  local  or  spinal 
anesthetic,  or  they  have  heard  of  a poor  re- 
sult and  want  to  go  to  sleep.  If  caudal  anes- 
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New  Method  Gives  Quick  Relief  from 
Chest  Pain  in  Pneumonia 

What  he  believes  to  be  a simple  and  effective 
procedure  for  relieving  pain  of  pleural  origin  which 
is  often  associated  with  pneumonia  is  reported  in 
The  Journal  of  the  American  Medical  Association 
for  November  6 by  Harry  J.  Price,  M.  D.,  Atlanta, 
Georgia.  His  procedure,  known  as  intercostal 
nerve  block,  involves  injection  of  porcaine  hydro- 
chloride into  the  nerves  in  spaces  between  the  ribs 
over  which  definite  tenderness  can  be  elicited  by 
slight  pressure. 

“Pain  of  pleural  origin,”  Dr.  Price  explains, 
“causes  the  physician  great  concern  in  the  treat- 
ment of  pneumonia  and  pulmonary  infarction.  It 
is  often  persistent,  agonizing  and  exhausting.  The 
rapid,  shallow  respiration  which  results  from  it 
does  not  aerate  the  lungs  sufficiently  and  may  pro- 
mote atelectasis.  Furthermore,  it  is  the  pain  itself 
which  brings  the  patient  to  the  physician.  Rapid 
relief  of  this  pain  gives  the  patient  great  confidence 
in  the  doctor.  The  variety  of  procedures  suggested 
for  the  relief  of  pleural  pain  has  emphasized  the 
obstinacy  of  the  problem.  Counter-irritation,  ad- 
hesive strapping,  the  use  of  opiates,  artificial  pneu- 
mothorax (collapse  of  the  lung  by  injection  of  ni- 
trogen gas  into  the  cavity  surrounding  it)  and  local 
injection  of  the  pleura  and  subcutaneous  tissues  with 
procaine  hydrochloride  each  has  had  its  advo- 
cates . . . .” 


thesia  is  used,  they  are  often  uncooperative. 
They  will  give  you  no  credit  if  all  goes  well 
and  are  very  disagreeable  if  it  does  not. 

CONCLUSIONS  AND  SUMMARY 

1.  Caudal  anesthesia  in  the  practice  of 
proctology  is  an  ideal  type  anesthesia. 

2.  A series  of  3,500  cases  are  reported 
with  very  rare  failure,  no  deaths,  no  result- 
ant nerve  damage  or  infection. 

3.  A reasonable  knowledge  of  the  drugs 
and  the  sacral  anatomy,  along  with  a period 
of  training,  should  be  acquired  before  caudal 
anesthesia  is  attempted. 

4.  Some  personal  observations  of  the  au- 
thors are  included. 
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Dr.  Price  says  that  his  method  often  produces 
permanent  relief.  It  allows  relatively  free  motion 
of  the  chest  wall  and  so  favors  adequate  aeration 
of  the  lungs,  affording  protection  against  the  com- 
plication of  collapse.  Drainage  of  the  involved 
area  of  the  lung  is  promoted,  for  coughing  is  ren- 
dered nearly  painless. 

“In  a series  of  14  consecutive  cases,”  he  says, 
“severe  pleural  pain  was  relieved  effectively  by 
intercostal  nerve  block.  The  resultant  improvement 
in  the  general  condition  of  the  patients  was  strik- 
ing. Anxiety  disappeared,  and  most  patients  fell 
asleep  shortly  after  the  procedure  was  completed. 
For  some,  this  was  the  first  rest  in  many  hours.” 

Regarding  the  permanent  relief  of  the  pleural 
pain,  Dr.  Price  says  that  the  immediate  relief 
after  procaine  block  was  to  be  expected.  However, 
he  says  the  prolonged  disappearance  of  the  pain 
came  as  a distinct  surprise.  At  first  it  was  thought 
to  be  a mere  coincidence,  but  later  it  became  clear 
that  prolonged  relief  of  pleural  pain  was  the  usual 
result  of  intercostal  nerve  block.  The  anesthetic 
effect  of  the  procaine  lasted  only  a short  time. 
Therefore,  prolonged  anesthesia  could  not  account 
for  the  permanent  disappearance  of  the  pain.  The 
increase  in  depth  of  breathing  was  striking  in  all 
cases  as  soon  as  the  pain  was  completely  abolished, 
and,  Dr.  Price  believes,  it  may  be  that  the  increased 
motion  of  the  pleura  was  in  some  way  connected 
with  the  permanent  relief  of  pain. 


Traumatic  Appendicitis 

J.  E.  COURTNEY,  M.  D.,  F.A.C.S. 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 


Within  the  last  two  or  three  years  the 
problem  of  traumatic  appendicitis  has  occa- 
sioned little  interest. 

Recently  I encountered  an  acutely  in- 
flamed appendix  occurring  in  a hernial  sac. 
Claim  was  not  established,  however,  because 
unfortunately,  there  was  no  strangulation 
present  and  the  recent  origin  of  the  hernia 
was  disproved. 

Royal  Fowler  reports  after  a study  of  13,- 
496  cases  of  appendicitis,  there  were  only  48, 
or  0.3%  in  which  a history  of  injury  was 
noted.  Levai  investigated  1,054  cases  and 
found  only  9 patients  who  gave  a history  of 
injury,  the  trauma  ranging  from  direct  ab- 
dominal blows,  to  strains  and  jarring.  Kess- 
ler personally  studied  1,000  cases  and  failed 
to  disclose  a single  history  of  trauma. 

On  the  basis  of  statistical  evidence,  there- 
fore, the  casual  relationship  between  trauma 
and  appendicitis  would  seem  remote.  I have 
personally  never  seen  a case  of  traumatic 
appendicitis,  in  which  experience  I have  the 
company  of  my  senior  associate,  and  a few 
others  equally  well  informed. 

Severe  localized  trauma  to  the  lower  right 
abdominal  region  may  affect  the  appendix 
in  two  ways.  Direct  contusion  to  its  walls 
and  mesentery  may  occur  as  well  as  an  inter- 
change of  the  gaseous  and  liquid  content  of 
the  cecum  and  appendix.  It  is  logical  to  be- 
lieve that  a combination  of  these  mechanisms 
occurs,  or  the  latter  predominates  with  over- 
distention of  the  appendix,  possible  injuring 
of  the  mucosa  or  impacting  of  a fecoalith  in 
its  lumen.  These  phenomena  may  lead  to 
acute  diffuse  inflammation  or  gangrene  of 
the  appendix. 

When  direct  trauma  is  applied  to  the  ab- 
domen, its  force  is  distributed  equally  to 
all  surfaces  of  the  intestine  just  as  in  the 
case  of  a balloon  within  a balloon.  One  could 
argue  theoretically  that  because  of  its  small- 
er surface  resistance,  the  appendix  would  be 
more  subject  to  over-distention  by  a similar 
force  acting  on  the  larger  intestinal  surfaces. 
It  is  possible  to  theorize  further,  that  if  the 
trauma  were  sufficiently  circumscribed  or  so 
directed  as  to  tend  by  compression  to  close 
the  distal  intestine,  its  force  of  action  would 


be  greater  upon  the  proximal  portion  and  the 
appendix.  While  the  logic  of  such  reason- 
ing must  be  conceded,  it  is  impossible  to  ac- 
curately evaluate  such  theories  by  experi- 
mentation. In  isolated  clinical  instances 
there  appears  a relationship  between  trauma 
and  appendicitis  that  seems  more  than  coin- 
cidental. This  clinical  relationship  is  poorly 
established  in  the  pathological  laboratory  as 
there  the  condition  is  practically  always  seen 
as  a disease  and  rarely  as  a traumatic  acci- 
dent. 

It  has  been  noted  in  the  course  of  many 
barium  enemata  that  cecal  material  and 
even  barium  is  easily  forced  into  the  ap- 
pendix. Furthermore,  it  has  been  demon- 
strated experimentally  by  Furbinger  and 
Von  Houseman  that  the  contents  of  a full 
cecum  were  easily  expressed  into  an  un- 
obstructed appendiceal  lumen  by  light  manu- 
al pressure  over  the  cecum.  Van  Buren  ex- 
perimenting on  dogs  found  that  increased  in- 
traintestinal  pressure  causes  pressure  hem- 
morrhage  at  the  antimesenteric  border  of 
the  intestine  with  perforation.  If  all  this 
can  follow  in  an  unobstructed  lumen,  then 
a complication  of  elements  particularly  in 
the  form  of  fecal  concretions,  foreign  bodies, 
adhesions,  kinks  and  strictures  should  en- 
hance the  development  of  appendicitis  follow- 
ing trauma.  The  adherents  of  this  group 
readily  admit  the  factor  of  trauma  in  pro- 
ducing appendicitis  in  individuals  with 
pathological  appendices.  But  they  are  re- 
luctant to  admit  that  trauma  can  cause  ap- 
pendicitis in  a healthy  appendix. 

It  is  undeniable  in  cases  of  direct  trauma 
to  the  lower  right  abdomen  that  possibly 
external  or  internal  injury  of  the  appendix 
may  occur. 

The  element  of  aggrevation  of  previous 
pathological  conditions  from  such  source 
must  also  be  more  closely  reckoned  with. 
However,  I do  not  believe  forces  such  as 
strains  from  lifting,  sudden  jars,  back  in- 
juries, etc.,  merit  much  if  any  consideration. 

The  literature  establishes  traumatic  ap- 
pendicitis as  a clinical  entity.  But  fortun- 
ately the  incidence  is  nowhere  over  0.2  or 
0.3%  in  carefully  investigated  cases.  Ram- 
pant as  the  disease  already  is,  imagine  its 
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apportation  were  laborers,  athletes,  boxers, 
etc.,  more  susceptible  because  of  the  trau- 
mata they  receive. 

Fowler  believes  that  the  correct  evaluation 
of  trauma  rests  upon  three  premises: 

1.  No  history  of  previous  attacks. 

2.  The  causative  traumatism  must  be  capable 
of  reaching  and  affecting  the  appendix.  The  in- 
juring body  must  be  large,  the  force  direct,  blunt, 
violent  and  of  limited  duration. 

3.  The  effects  of  the  trauma  must  be  immediate- 
ly experienced,  merge  into  those  of  acute  appendi- 
citis, must  be  promptly  reported,  be  disabling,  re- 
quire medical  attention  and  operation  at  once. 

Skulkin  and  Wetzler  postulated  similarly 
at  an  earlier  time. 

1.  There  must  be  absolute  freedom  of  an  ab- 
dominal complaint  associated  with  pain,  nausea, 
vomiting  and  tenderness  preceding  the  trauma. 

2.  The  direct  trauma  must  be  severe  and  forcible 
involving  directly  the  abdominal  wall,  especially  the 
right  half. 

3.  The  indirect  trauma  as  a fall  and  strain, 
must  be  violent,  acute,  and  unexpected. 

4.  The  symptoms  must  appear  immediately  fol- 
lowing the  trauma,  indicating  localization  to  the 
right  lower  quadrant. 

5.  The  symptoms  must  be  persistent  and  prog- 
ressive, assuming  the  clinical  symptoms  and  signs 
of  acute  appendicitis. 

Kessler  sums  up  the  situation  with  criteria 
applicable  to  the  initiation  or  aggravation  of 
appendicitis  following  trauma.  In  primary 
cases : 

1.  No  signs  or  symptoms  of  appendicitis  should 
have  existed  before  the  accident  and  the  individual 
must  have  been  able  to  work. 

2.  Severe  injury  of  the  abdomen  or  over- 
exertion must  be  proved. 

3.  There  must  be  immediate  evidence  of  ill- 


ness that  leads  to  cessation  from  work  at  once. 
An  interval  of  2 or  3 days  without  any  symp- 
toms and  the  full  ability  to  work  make  the  as- 
serted relationship  improbable. 

The  relationship  between  trauma  and  ag- 
gravation of  appendicitis  should  be  accepted 
if  it  satisfies  the  following  criteria: 

1.  Injury  must  have  been  severe  enough  to  cause 
at  least  a temporary  cessation  from  work. 

2.  Nature  and  location  of  injury  must  have 
been  such  as  could  affect  the  appendix. 

3.  There  must  be  immediate  evidence  of  illness 
that  leads  to  cessation  from  work  at  once.  An 
interval  of  2 or  3 days  without  any  symptoms 
and  the  full  ability  to  work  make  the  asserted  rela- 
tionship improbable. 

It  is  quite  apparent  from  these  postula- 
tions that  clinicians  as  a whole  are  agreed 
on  certain  pertinent  facts  as  essential  to  the 
establishment  of  a diagnosis  of  traumatic  ap- 
pendicitis. 

The  exact  etiology  of  acute  appendiceal  in- 
flammation is  at  present  rather  vague.  Per- 
haps with  further  investigation  and  study, 
the  disease  may  prove  more  closely  related 
to  trauma.  Until  more  evidence  is  presented, 
I shall  remain  hesitant  to  ascribe  as  appre- 
ciable relationship  between  appendicitis  and 
trauma. 
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Monograph  on  Lymphogranuloma  Venereum 

Noteworthy  contributions  to  the  detection  and 
differential  diagnosis  of  lymphogranuloma  venereum 
are  those  of  Rake,  McKee  and  Shaffer,  who  have 
cultivated  the  agent  in  the  yolk  sac  of  the  em- 
bryonated  chicken’s  egg  and  obtained  concentrated 
suspensions  of  elementary  bodies.  In  this  manner 
a highly  purified  and  specific  antigen,  known  as 
Lygranum  S.T.  has  been  prepared  which  is  rapidly 
supplanting  antigens  prepared  from  either  human 
puss  or  mouse  brain.  These  workers  alone,  and  in 
collaboration  with  Dr.  A.  W.  Grace,  have  used  the 
yolk  sac  antigen  for  the  complement-fixation  testing 
of  serum  suspectedly  infected  patients.  The  spe- 
cificity and  sensitivity  of  this  antigen  (Lygranum 
C.F.)  provides  an  additional  means  of  detecting 
early  cases  of  lymphogranuloma  venereum. 

In  the  course  of  investigations  involving  these 


tests,  there  accumulated  at  the  Squibb  Institute  for 
Medical  Research  a considerable  mass  of  informa- 
tion concerning  the  properties  of  the  causative 
agent,  the  epidemiology  and  clinical  aspects  of  the 
disease.  To  facilitate  the  work  of  investigators  and 
teachers  in  this  field,  and  perhaps  to  encourage  the 
interest  of  potential  investigators,  practicing  physi- 
cians and  health  officers,  it  was  decided  to  com- 
pile and  publish  the  information  at  hand.  The  re- 
sult is  a 32-page  publication  entitled  Lymphogranu- 
loma Venereum — a Monograph.  The  value  of  the 
book  is  enhanced  by  maps,  charts  and  numerous  il- 
lustrations in  color. 

The  Monograph  is  available  gratis  to  physicians 
and  to  public  health  officials,  and  will  be  a valuable 
addition  to  medical  college  libraries.  Those  who 
request  copies  should  enclose  their  professional  card 
or  use  their  professional  letterhead. 


In  Case  of  Accident 

By  the  Fracture  Committee  of  me  Nebraska 
State  Medical  Association 

J.  E.  M.  THOMSON,  M.  D.,  Chairman 
Lincoln,  Nebraska 


INTRODUCTION 

Because  of  the  limitations  placed  on  travel, 
and  the  very  full  hours  of  work  that  so  many 
doctors  are  compelled  to  put  in  during  this 
time  of  National  Emegrency,  the  Fracture 
Committee  of  the  Nebraska  State  Medical 
Association  will  not  attempt  to  reach  every 
councillor  district  with  one  or  more  fracture 
symposiums  this  year  as  has  been  the  cus- 
tom in  the  past  several  years.  We  hope  that 
during  your  moments  of  relaxation  you  will 
find  in  this  column,  “In  Case  of  Accident,” 
which  will  appear  regularly  each  month  in 
the  Nebraska  State  Medical  Journal,  a source 
of  concrete  suggestions  with  regard  to  first 
aid  to  injuries  that  occur  on  the  highway,  on 
the  farm,  at  home  and  in  industry. 

A few  years  ago,  Dr.  H.  Earle  Conwell 
one  of  the  leading  surgeons  of  the  south, 
prepared  a series  of  articles  through  the 
Committee  on  Accidents  and  Industrial 
Health  of  the  Alabama  State  Medical  Society 
as  a First  Aid  guide  or  manual  for  laymen 
who  came  in  contact  with  highway  accidents. 
These  articles  were  published  as  a column  in 
the  daily  press  and  proved  of  true  value  and 
far  reaching  influence.  Emulating  Dr.  Con- 
well’s  idea  your  committee  will  discuss  first 
aid  problems  with  the  doctor  in  an  effort  to 
improve  the  initial  care  of  present  day  home 
front  casualties,  and  we  hope  that  they  will 
prompt  you  in  your  advice  to  laymen  with  re- 
gard to  the  care  of  the  injured. 

All  of  this  seems  to  be  in  keeping  with  the 
times,  as  public  health  organizations  are  con- 
stantly hammering  at  venereal  disease,  tu- 
berculosis, maternal  problems,  child  welfare 
and  so  forth.  TRAUMA  and  it’s  possibili- 
ties deserves  similar  consideration  by  the 
profession.  The  Red  Cross  with  it’s  defense 
war  program  is  doing  a grand  job  of  teaching 
the  layman  First  Aid.  Every  physician 
should  have  a part,  or  know  the  principles 
that  are  being  taught.  We  shall  in  these  ar- 
ticles however,  not  attempt  to  follow  any 
particular  dictum,  but  rather  evolve  each 
specific  group  of  problems  from  the  profes- 
sional standpoint.  That  is,  we  shall  not  be 
elementary  as  would  be  necessary  in  the  case 
of  preparing  material  for  the  layman.  The 


first  article  follows  directly  and  pertains  to 
the  subject  of  shock. 

SHOCK! 

WHAT  IS  IT?  WHAT  CAUSES  IT?  WHAT  TO 
DO  ABOUT  IT 

Shock  is  a manifestation  of  an  over-stimu- 
lated nervous  system,  due  to  trauma,  or  to  a 
sudden,  severe  emotional  upset.  It  is  char- 
acterized clinically  by  syncope  with  atten- 
dant unconsciousness,  pallor,  sweating,  cold 
skin,  shallow  respiration,  thready  rapid 
pulse,  low  blood  pressure  and  sometimes  loss 
of  reflexes.  Physiologically  the  blood  vessels 
are  constricted,  the  heart  is  contracted, 
changes  occur  in  the  body  fluids  with  hemo- 
concentration  in  the  peripheral  vessels. 
Even  the  spinal  fluid  is  altered. 

The  great  problem  with  respect  to  shock  is 
that  it  is  often  not  recognized  as  a potential 
complication  of  very  severe  injury,  and  many 
minor  injuries  or  emotional  stress  phenomena. 
One  does  not  have  to  be  terribly  lacerated,  or 
have  many  bones  broken,  or  even  suffer  se- 


vere hemorrhage  to  be  the  vicitm  of  this  dis- 
astrous complication  of  injury.  The  state  of 
the  individual’s  general  condition  prior  to  ac- 
cident is  always  an  important  factor.  Ex- 
haustion, fatigue,  exposure,  old  age,  disease, 
general  debility  are  all  potential  aggravators 
of  shock,  when  trauma  is  inflicted. 

Since  “Shock  is  the  most  serious  result  of 
an  accident,  and  causes  more  deaths  than  all 
other  causes  combined”  (Conwell),  it  should 
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be  of  vital  importance  to  all  who  have  any- 
thing to  do  with  the  victim  of  an  accident, 
whether  it  be  a passerby  or  a physician. 
Merely  because  an  injured  person  does  not 
scream  with  pain,  or  is  nervously  excited  and 
insists  that  he  is  O.K.,  is  no  reason  why  one 
should  not  recognize  the  possibility  that  he 
may  become  a victim  of  shock  if  he  has  been 
the  participant  in  an  accident  of  sufficient 
violence,  or  if  he  shows  evidence  of  such 
gross  injury  that  shock  might  become  a com- 
plication. 

The  best  treatment  of  shock  is  prevention. 
It  can  in  most  cases  be  prevented  and  con- 
trolled if  one  is  on  the  job  early  enough.  The 
importance  of  heat,  fluids,  prevention  of 
pain,  splinting  of  the  fractures  (“splint  ’em 


where  they  lie,”)  elevation  of  the  extremities, 
control  of  hemorrhage  and  so  forth  in  the 
prevention  and  treatment  of  shock  have  long 
been  recognized.  Therefore,  one  is  always 
doing  the  right  thing  by  applying  all  of 
these  principles  immediately.  In  other 
words,  “let  them  lie,”  stretch  them  out  on  a 
dry  surface,  cover  them  carefully  with  a 
blanket,  or  whatever  else  may  be  available 
to  keep  them  warm  and  quiet.  The  head 
should  be  lower  than  the  feet.  If  the  weather 
is  bad  they  should  be  moved  to  shelter, 
and  during  this  process  of  moving  they 
should  be  kept  flat,  that  is,  the  entire  body 
should  be  kept  in  the  same  plane.  One  must 
recognize  that  inestimable  damage  may  re- 
sult to  the  spinal  cord  in  case  of  possible 
fracture  of  the  spine,  or  to  the  extremities 
in  case  of  fracture  of  one  of  the  long  bones, 
by  indiscriminate  lifting  under  the  arms  and 
by  the  legs.  On  the  other  hand,  if  they  are 
kept  perfectly  flat  when  moved  there  is  less 
possibility  of  such  injury.  If  there  is  no 
gross  evidence  of  either  abdominal  injury  or 


rupture  of  the  intestines,  coffee,  hot  toddy  or 
the  equivalent  may  be  helpful.  If  the  injured 
is  unconscious  the  effort  to  make  him  drink 
anything  might  be  dangerous  and  cause  aspi- 
ration of  foreign  material  into  the  lungs.  Al- 
ways be  deliberate  but  accurate  in  your  deci- 
sion. Haste  and  excitement  in  handling  or 
moving  may,  by  further  frauma  and  expo- 
sure, stimulate  shock  and  even  result  in 
death.  Splint  the  fracture  or  dislocation  if 
recognized,  control  the  hemorrhage,  give  an 
adequate  dose  of  morphine  to  inhibit  pain 
(except  in  head  injuries),  and  when  the  stage 
is  set,  when  you  have  done  everything  pos- 
sible to  prevent  shock  at  the  scene  of  acci- 
dent and  when  you  are  sure  that  transporta- 
tion of  the  injured  will  not  contribute  to  the 
shock,  move  him  to  a hospital  where  ade- 
quate care  can  be  given. 

One  might  just  as  well  know  an  ideal  meth- 
od of  blanketing  or  protecting  a casualty, 
even  though  one  usually  never  achieves  the 
ideal.  For  that  reason  we  illustrate  the 
British  method  as  it  appears  in  circular  medi- 
cal series  number  20,  U.  S.  Office  of  Civilian 
Defense.  The  blanket  A is  laid  on  the 
stretcher.  Blanket  B is  folded  three  ways 
and  laid  lengthwise  16  inches  below  the  head 
of  the  stretcher,  the  ends  folded  back  for 
two  feet.  The  patient  is  laid  on  the  blanket 
and  the  overhanging  foot  portion  is  folded  up 
over  the  feet  and  the  sides  folded  in,  protect- 
ing the  lower  extremities.  The  upper  ends  of 
the  A blanket  are  folded  down  in  order  to 
double  the  protection  across  the  trunk,  as  il- 
lustrated. Adaptations  can  be  made  from 
this  to  suit  the  circumstances,  the  number  of 
blankets,  and  so  forth  available. 

We  feel  that  most  members  of  the  profes- 
sion are  sufficiently  aware  of  when  and  when 
not  to  apply  a tourniquet.  With  the  excep- 
tion of  laceration  of  an  artery,  a tourniquet 
is  seldom  indicated,  a pressure  dressing 
over  the  wound  is  usually  sufficient,  and 
when  a tourniquet  is  applied  it  should  be  re- 
leased every  fifteen  or  twenty  minutes  to 
prevent  the  possibiliy  of  gangrene. 

World  War  II  has  taught  a great  lesson  in 
the  treatment  of  shock,  particularly  with  re- 
gard to  keeping  up  the  blood  pressure  by 
the  intravenous  use  of  saline,  dextrose,  plas- 
ma and  whole  blood. 

The  scientific  commercial  advances  that 
have  been  made  in  the  preparation  and  stor- 
age of  these  products,  and  readily  available 
equipment  for  their  use  in  every  modern  hos- 
pital or  even  at  a doctor’s  office,  if  a hospital 
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is  not  available  close  by,  has  made  possible 
the  saving1  of  many  lives ; not  only  for  those 
who  have  had  a severe  accident,  but  also  for 
those  subjected  to  extensive  operative  trau- 
ma. Added  to  these  is  the  use  of  adrenal 
cortex,  which  has  a very  stimulating  effect 
in  increasing  blood  pressure. 


Every  doctor  should  familiarize  himself 
thoroughly  with  when  to  use,  which  to  use, 
and  how  to  use  his  life  saving  therapeutic 
agents  intelligently. 

Watch  for  the  next  article,  telling  what 
to  do  In  Case  of  Accident. 


* * * 


Case  Records  of  the  Creighton  University  School 
of  Medicine  and  Affiliated  Hospitals 

Antemortem  and  Postmortem  Records  as  Used  in  Weekly 
Clinicopathological  Conferences  by  Departments 
of  Medicine  and  Pathology 

A.  SACHS,  M.  D.  and  B.  CARL  RUSSUM,  M.  D.,  Editors 
Omaha,  Nebraska 


Case  3986 

PRESENTATION  OF  CASE 

First  Admission:  A 39-year-old  male  railway 

store  helper  was  admitted  because  of  fever  and 
chills. 

Five  weeks  before  admission  he  contracted  a se- 
vere head  cold  with  cough,  fever  and  chills.  The 
chills  lasted  one  day.  He  was  in  bed  3 days  and 
then  returned  to  work,  but  still  had  the  cough  and 
the  head  cold.  He  worked  for  one  month,  but  had 
recurring  chills  and  fever  and  night  sweats.  He 
would  feel  well  during  the  morning  and  would  go 
to  work  and  then  would  feel  worse  as  the  day  went 
on.  The  day  before  admission  to  the  hospital  his 
temperature  was  recorded  as  102.  Along  with  the 
fever  he  had  had  general  body  aches  and  some  head- 
ache. 

As  a child  he  had  the  usual  contagious  diseases. 
He  had  a gonoccocal  infection  at  the  age  of  17  and 
had  his  tonsils  and  adenoids  removed  when  20.  He 
had  a fracture  through  the  elbow  joint  many  years 
before.  Eight  years  before  admission  he  had  a left 
indirect  inguinal  hernia  repaired.  Examination  of 
the  hospital  record  on  that  admission  showed  that 
the  hernia  had  been  present  for  a year,  had  never 
been  strangulated,  but  forced  him  to  wear  a truss. 
At  that  time  he  was  a truck  driver  employed  by  one 
of  the  packing  houses.  His  blood  pressure  was  108 
systolic  and  70  diastolic.  The  laboratory  findings 
revealed  a faint  trace  of  albumin  and  only  an  occa- 
sional pus  cell,  while  the  blood  Hgb.  was  88%,  the 
RBC  5,280,000,  WBC  12,150  with  55%  Neut.  and 
10%  Monos.  He  made  an  uneventful  recovery  from 
the  operation  and  was  discharged  from  the  hos- 
pital after  15  days.  Five  years  later,  and  about  3 
months  before  this  admission,  he  was  again  a pa- 
tient in  the  hospital,  this  time  for  hemorrhoids.  He 
then  complained  of  intermittent  rectal  pain  and 
swelling.  A diagnosis  of  hemorrhoids  was  made 
and  they  were  removed.  Physical  examination  on 
that  admission  revealed  a soft  hypertrophied  pros- 
tate gland,  three  large  internal  and  several  external 
thrombosed  hemorrhoids.  The  pathological  diag- 
nosis on  the  tissue  removed  confirmed  the  clinical 
diagnosis.  His  blood  and  urinary  findings  were  with- 
in normal  limits  at  that  time.  Following  the  oper- 
ation he  remained  in  the  hospital  one  week. 


The  family  history  was  good.  The  father  died 
at  the  age  of  69  from  an  unknown  cause.  The 
mother  was  living  at  70  and  in  good  health.  One 
brother  and  one  sister  were  living  and  in  good 
health. 

Physical  examination  revealed  a laborer  5 feet 
10%  inches  tall  and  weighing  about  200  pounds.  He 
was  partially  bald.  The  teeth  were  in  fair  condi- 
tion. The  tonsils  were  absent.  There  were  no 
abnormalities  of  the  heart  or  of  the  pulse.  A few 
fine  moist  rales  were  heard  at  the  base  of  each 
lung  posteriorly.  The  abdomen  was  rather  obese 
and  the  wall  sagged.  There  was  a scar  of  an  old 
left  inguinal  herniotomy.  The  prostate  gland  was  en- 
larged and  soft.  The  reflexes  were  normal.  Fluor- 
oscopy revealed  slight  thickening  of  the  bronchial 
tree  with  heavy  peribronchial  markings  at  the  roots 
on  either  side.  The  lung  parenchyma  was  clear 
throughout.  The  diaphragm  moved  freely  on  either 
side. 

The  urine  was  essentially  normal.  The  blood 
Hgb.  was  94%  and  the  R.B.C.  were  4,630,000.  The 
W.B.C.  were  9,550  and  the  differential  2%  Monos., 
26%  Lymph.,  and  72%  Neut.  with  61%  segmented 
and  11%  Staffs.  The  sputum  contained  a large 
amount  of  mucus,  but  no  acid-fast  organisms.  Only 
a few  cocci  in  chains  were  present. 

The  temperature  was  102,  the  pulse  96,  and  the 
respirations  28. 

He  was  placed  upon  a light  diet,  given  steam  in- 
halations and  empirin  compound  with  codeine  for  the 
cough.  He  was  in  the  hospital  for  a week  this  time 
and  the  temperature  varied  from  102  down  to  normal 
the  day  before  he  left  the  hospital.  He  was  dis- 
charged with  normal  temperature,  pulse  and  respira- 
tions. 

Second  Admission:  (10  days  later).  Since  leav- 

ing the  hospital  he  had  returned  to  work  and  had 
felt  well  for  about  10  days.  Then  it  was  discovered 
that  he  had  a temperature  of  102  and  he  returned 
to  the  hospital  for  further  study.  He  stated  that 
he  felt  weak  and  shaky  during  the  day  and  that 
the  fever  came  on  in  the  evening.  He  attributed 
some  of  his  trouble  to  the  fact  that  he  had  pyor- 
rhea. His  weight  had  dropped  from  201  down  to 
182. 
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Physical  examination  now  showed  that  he  was 
flushed,  perspiring  and  slightly  cyanotic.  The 
pharynx  was  deeply  injected,  the  teeth  were  carious 
and  there  was_  much  alveolar  recession  with  rather  a 
marked  pyorrhea. 

Fluoroscopic  examination  revealed  the  chest  es- 
sentially normal  with  clear  lung  fields  and  a heart 
normal  in  size,  shape  and  position.  X-ray  films  of 
the  abdomen  revealed  some  increased  density  along 
the  right  margin  of  the  abdomen  in  the  region  of  the 
ascending  colon,  suggesting  some  retention  of  the 
barium  enema  in  the  mucosal  folds  of  the  ascending 
colon,  but  further  studies  of  the  colon  filled  with 
barium  did  not  indicate  any  pathology  in  this  area. 
After  intravenous  dye  injection  both  kidneys  ap- 
peared to  be  functioning  normally.  The  urine  con- 
tained a faint  trace  of  albumin.  Agglutination  tests 
vs.  B.  typhosus,  para  A.  and  B.,  B.  abortus  and  meli- 
tensis  were  all  negative.  X-rays  of  the  sinuses  re- 
vealed some  slightly  increased  density  in  the  left 
antrum,  possibly  due  to  a thickened  membrane.  There 
was  marked  alveolar  recession  seen  in  films  of  the 
teeth.  No  root  canal  fillings  were  seen  and  there 
was  no  apical  pathology.  No  retained  roots  or 
fragments  were  demonstrated.  A blood  culture  con- 
tained a gram  positive  diplococcus  which  would  not 
grow  on  subcultures  and  died  within  24  hours  in 
the  original  media. 

An  oral  surgical  consultant  recommended  x-rays 
of  the  teeth  for  a possible  focus  to  explain  the  fever. 

Consultation  with  an  internist  disclosed  pyorrhea, 
chains  of  glands  on  the  left  side  of  the  neck  and 
absence  of  findings  in  lungs,  abdomen  and  rectum. 
It  was  suggested  that  it  might  be  a low  grade  blood 
stream  infection  or  an  early  atypical  Hodgkin’s  dis- 
ease. Biopsy  of  a cervical  lymph  node  was  recom- 
mended. Bacterial  endocarditis  was  regarded  as  un- 
likely, because  of  the  absence  of  heart  murmurs,  al- 
though it  was  a possibility.  The  patient  left  the 
hospital  this  time  after  2 weeks  with  the  diagnosis 
of  ‘continuous  fever,  unexplained.’ 

Third  Admission:  (3  weeks  later).  Since  leaving 

the  hospital  he  was  free  from  fever  for  8 days,  but 
then  his  fever  went  to  103. 

When  he  was  readmitted  the  temperature  was 
99.8,  the  pulse  80  and  the  respirations  20. 

The  physical  examination  was  essentially  the 
same  as  on  the  second  admission.  He  continued  to 
run  a fever. 

The  urine  contained  a faint  trace  of  albumin  on  a 
number  of  examinations.  The  blood  Hgb.  was  89% 
and  the  R.B.C.  were  4,510,000.  The  W.B.C.  were 
8,700  and  the  differential  was  1%  Monos.,  20% 
Lymphs,  and  79%  Neut.  The  blood  smears  for 
malaria  were  negative.  Again  the  blood  culture 
grew  out  a coccus  which  would  not  grow  on  sub- 
culture. A sample  of  blood  was  sent  to  the  U.  S. 
Public  Health  Laboratory  at  Bethesda,  Maryland  for 
agglutination  tests  for  undulant  fever  and  tularemia, 
but  all  tests  were  reported  negative.  X-rays  of  the 
psoas  muscles  showed  them  to  be  essentially  normal. 
Bilateral  pyelograms  were  likewise  negative.  X- 
rays  of  the  entire  gastrointestinal  tract  revealed  a 
high  cecum  and  probably  a retrocecal  appendix,  but 
no  other  changes.  Additional  films  of  the  teeth 
and  the  chest  were  essentially  negative.  Additional 
samples  of  blood  sent  to  the  University  of  Iowa 
Laboratories  at  Iowa  City  for  agglutination  tests 
for  malta  fever  and  typhoid  were  reported  as  nega- 


tive. In  spite  of  repeated  transfusions  he  continued 
to  run  the  same  type  of  fever  and  died  3 weeks  after 
the  final  admission. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  A.  Sachs*:  Diagnostic  problems  are 
always  fascinating  and  hence  we  wish  to 
discuss  this  interesting  case.  It  is  impossible 
after  the  autopsy  to  present  a problem  ex- 
actly as  it  occurred  before  death,  and  there 
are  always  those  who  come  forward  and  say : 
“Sure,  that  should  have  been  diagnosed.” 
Making  a diagnosis  is  just  an  honest  effort 
to  arrive  at  a definite  conclusion.  I would 
rather  be  wrong  after  having  made  an  honest 
diagnostic  effort-  than  to  make  an  occasional 
haphazard  guess  which  proves  correct. 

The  patient  under  discussion  had  chills, 
fever,  sweats  and  indefinite  abdominal  dis- 
tress, offering  many  diagnostic  difficulties. 
His  complaints  started  in  November,  1942, 
when  he  contracted  a cold  and  a cough  for 
which  he  was  hospitalized.  He  improved 
rapidly  and  returned  to  work,  but  continued 
to  cough  and  apparently  could  not  entirely 
get  rid  of  his  cold.  He  worked  one  month 
and  returned  to  the  hospital  on  account  of 
recurring  chills,  fever  and  sweats.  He  had 
general  aches  and  pains  in  his  limbs,  pain 
in  his  left  renal  region  and  some  indefinite 
abdominal  distress  not  related  to  food  or 
bowel  movements. 

The  pains  in  his  left  side  were  not  definite- 
ly characteristic  of  a renal  involvement,  but 
because  the  pus  cells  and  erythrocytes  in  his 
urine  and  the  tenderness  in  his  left  flank 
indicated  a possible  pyelitis  with  a blocked 
ureter  a urological  examination  was  advised. 
The  subsequent  pyelogram  and  various  tests 
ruled  out  a pyelitis  or  any  other  renal  origin 
for  the  recurrent  chills  and  fever.  His  blood 
count  was  not  abnormal  and  was  of  no  diag- 
nostic significance. 

His  abdominal  pains  had  no  relation  to 
food  or  bowel  movements.  He  had  no  colic 
or  jaundice  and  the  history  offered  no  real 
clue  to  his  abdominal  complaints.  A com- 
plete gastrointestinal  examination,  including 
x-rays,  did  not  reveal  anything  to  account 
for  his  symptoms.  An  abdominal  malig- 
nancy often  runs  an  unusual  type  of  fever, 
so  we  were  anxious  to  have  a complete  gas- 
trointestinal series.  His  abdomen  was  soft 
and  there  was  no  evidence  of  a surgical  con- 
dition, so  an  exploratory  operation  was  not 
indicated. 

♦Professor  of  Medicine,  The  Creighton  University  School  of 
Medicine. 
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The  recurring  chills,  fever  and  sweats  nat- 
urally led  to  a careful  cardiac  examination. 
His  heart  was  normal  in  size  for  his  stature. 
Neither  murmurs  nor  friction  rubs  were 
present.  The  blood  cultures  were  negative 
except  for  an  unidentified  diplococcus.  He 
had  no  showers  of  infarcts  and  nothing  to 
indicate  a right  sided  endocarditis.  He  later 
became  jaundiced  so  that  liver  abscess  was 
thought  of,  but  no  confirmatory  evidence 
could  be  found.  He  had  no  characteristic 
findings  of  a Rocky  Mountain  spotted  fever. 
Repeated  tests  for  malaria  were  negative. 
Tests  by  several  laboratories  for  typhoid, 
paratyphoid  A and  B,  tularemia  and  undu- 
lant  fever  were  also  negative.  His  Wasser- 
mann  and  blood  cultures  were  again  taken, 
but  all  proved  negative.  He  was  given  sulfa 
drugs,  transfusions,  quinine  and  all  other 
therapeutic  agents  to  combat  chills  and 
fever,  but  nothing  seemed  to  alter  the  prog- 
ress of  the  disease. 

We  had,  therefore,  a patient  with  chills, 
fever,  sweats  and  steadily  growing  worse, 
but  no  definite  diagnosis  had  been  made. 

A few  cervical  glands  were  felt,  but  these 
did  not  enlarge  and  hence  a biopsy  was 
not  made. 

The  possibility  of  periarteritis  nodosa  of 
the  abdominal  type  was  discussed  and  care- 
ful examination  of  peripheral  vessels  was 
made.  No  biopsy  was  taken.  Periarteritis 
nodosa  is  a difficult  diagnosis  to  make  un- 
less a biopsy  is  available.  The  abdominal 
type  of  periarteritis  nodosa  has  been  recog- 
nized and  reported  but  still  the  diagnostic 
features  are  none  too  prominent.  The  in- 
definite abdominal  pain,  the  fever,  the 
sweating  and  the  muscular  pains  could  well 
fit  into  our  picture.  He  had  an  enlarged 
liver  and  spleen,  but  no  eosinophilia.  He 
had  no  renal  involvement,  which  fact  was  al- 
so against  this  diagnosis. 

Hodgkin’s  disease  occurs  in  many  forms 
and  often  offers  a confusing  picture.  The 
acute  form  is  not  so  difficult  to  recognize; 
the  rapidly  enlarging  cervical  glands  offer 
definite  reason  for  biopsy,  so  that  the  diag- 
nosis can  be  made.  The  question  of  a 
lymphosarcoma  often  brings  up  a heated 
controversy,  but  is  usually  correctly  diag- 
nosed. Mediastinal  Hodgkin’s  can  offer 
many  diagnostic  difficulties,  but  with  care- 
ful x-ray  studies  and  by  exclusion  a diagnosis 
can  be  suspicioned.  However,  if  no  biopsy 
is  available,  the  diagnosis  often  is  made  only 


at  autopsy.  The  rare  splenomegalic  form  of 
Hodgkin’s  is  confined  to  the  spleen;  a diag- 
nosis of  this  type  may  be  suspected,  but 
rarely  made.  Splenic  punctures  are  of  little 
value  in  this  type;  hence,  the  diagnosis  is 
usually  made  at  autopsy.  The  skin  may 
show  definite  changes  in  some  cases  and 
puritis  is  common,  but  our  patient  did  not 
present  any  such  changes  in  the  skin. 

The  larval  or  latent  form  of  Hodgkin’s  is 
the  difficult  type  to  recognize.  The  glands  of 
this  type  are  usually  confined  to  the  thoracic 
or  abdominal  nodes.  The  superficial  nodes 


Fig.  1.  Enlarged  spleen  containing  white  opaque  areas. 


escape  completely.  The  spleen  and  liver  are 
enlarged.  Jaundice  may  occur  from  pressure 
of  enlarged  glands.  A remittent  type  of 
fever  of  the  Pel-Ebstein  type  occurs.  Our 
patient  had  the  enlarged  liver,  spleen,  jaun- 
dice and  a remittent  type  of  fever;  hence,  by 
exclusion,  we  felt  that  an  abdominal  Hodg- 
kin’s should  be  carefully  considered.  The 
best  diagnosis  “we”  could  offer  (and  I use 
the  term  “we”  because  both  medical  and 
surgical  opinions  were  rendered)  was  “Pos- 
sible atypical  Hodgkin’s  or  an  abdominal 
periarteritis  nodosa.” 

Dr.  Russum:  Numerous  roentgenograms 
were  taken  in  the  studies  made  upon  this 
man.  Would  Dr.  James  Kelly  please  review 
the  films  for  us.  Do  they  throw  light  upon 
the  cause  of  the  fever  and  the  diagnosis? 

Dr.  James  Kelly* : A review  of  the  roent- 
genograms, including  films  of  chest,  kid- 
neys, sinuses,  teeth,  psoas  muscles  and  gas- 

♦Professor  of  Radiology  and  Physiotherapy,  The  Creighton 
University  School  of  Medicine. 
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trointestinal  tract  revealed  no  evident  cause 
for  his  symptoms.  No  inflammatory  or  tu- 
mor mass  was  demonstrated.  Under  such 
circumstances,  with  all  laboratory  findings 
negative,  one  should  think  of  an  obscure 
cause  of  continued  fever,  with  tuberculosis, 
a pyogenic  focus,  or  a Hodgkin’s  disease  as 
the  causative  factor. 

CLINICAL  DIAGNOSIS 

Abdominal  Hodgkin’s  disease. 

Septicemia,  of  dental  origin. 

Continuous  fever,  unexplained  origin. 

DR.  SACHS’  DIAGNOSIS 

Abdominal  Hodgkin’s  disease,  or  abdominal  peri- 
arteritis nodosa. 

ANATOMICAL  DIAGNOSIS 

Abdominal  Hodgkin’s  disease  involving  spleen, 
lymph  nodes  and  liver. 

Jaundice,  obstructive,  due  to  compression  of  com- 
mon duct  by  enlarged  nodes. 

Acute  cardiac  dilatation. 

Acute  tracheobronchitis. 

PATHOLOGICAL  DISCUSSION 

Dr.  Russum*:  On  external  examination  the  body 

was  well  nourished  and  there  was  moderate  icteric 
discoloration  of  skin  and  sclerae. 

The  spleen,  liver  and  retroperitoneal  nodes  were 
enlarged.  The  spleen  was  slightly  adherent  to  the 


Fig.  2.  Enlarged  nodes  in  front  of  abdominal  aorta. 


diaphragm  and  transverse  colon  by  thin  adhesions 
and  weighed  1,150  grams  (normal  80-180  gms.).  It 
was  18  cm.  long,  10  broad  and  5 thick  (normal 
12x8x3).  The  borders  were  rounded,  the  capsule 
tense  and  smooth  and  through  the  capsule  could  be 
seen  numerous  irregularly  shaped  white  zones  up 
to  1 cm.  in  diameter.  On  section  the  organ  was  in- 
creased in  consistency  and  over  a dark  red  back- 
ground were  numerous  scattered  irregularly  shaped 
firm  white  to  gray  opaque  suet-like  zones  up  to  1.5 
cm.  in  diameter.  The  liver  extended  3 cm.  below  the 
right  'costal  margin.  It  was  25  cm.  sagitally,  30 
transversely  and  7 thick  (normal  22x30x8),  and 

‘Professor  of  Pathology  and  Bacteriology,  The  Creighton 
University  School  of  Medicine. 


weighed  2,200  gms.  normal  1,500-1,650).  The  edges 
were  slightly  rounded,  the  capsule  smooth  and  trans- 
parent and  the  consistency  decreased.  It  was  yel- 
low-brown, the  edges  everted  on  sectioning  and 
there  was  slight  red-yellow  mottling  on  the  sur- 
face. The  large  bile  ducts  were  surrounded  by  dis- 
crete and  matted  lymph  nodes  up  to  2 cm.  in  di- 
ameter. These  nodes  compressed  the  common  duct 
and  head  of  the  pancreas,  while  similar  nodes  lay 
along  the  superior  border  of  the  pancreas,  the  sides 
and  front  of  the  aorta.  On  section  these  nodes 
were  pale  gray,  glistening,  soft  and  homogeneous. 

The  peribronchial  nodes  were  up  to  1 cm.  in 
diameter,  black  and  fibrosed  on  section.  The 
bronchi  were  filled  with  yellow-green  pus  and  the 
mucosa  was  quite  red. 

The  changes  in  the  spleen  were  characteristic  of 
Hodgkin’s  disease.  The  suet-like  zones  histological- 
ly were  similar  to  areas  in  the  lymph  nodes  charac- 
teristic of  this  disease. 

The  greatest  enlargement  of  nodes  in  this  patient 
was  in  the  retroperitoneal  group.  The  mediastinal 
group  was  only  slightly  involved.  The  enlargement 
of  groups  of  nodes  in  this  condition  is  discontinuous, 
thus  differing  from  the  picture  in  lymphosarcoma. 
The  fact  that  nodes  were  matted  together  would  in- 
dicate a long  process,  for  they  usually  remain  dis- 
crete for  a long  time. 

Microscopically,  the  liver  contained  small  areas  of 
“Hodgkin’s  tissue”  in  the  portal  canals,  although 
these  lesions  were  not  seen  grossly.  There  was  also 
an  involvement  of  the  peribronchial  nodes. 

The  jaundice  was  due  to  obstruction  of  the  com- 
mon duct  by  enlarged  glands. 

The  periodic  or  Pel-Ebstein  fever  in  Hodg- 
kin’s disease  is  most  likely  due  to  absorp- 
tion of  pyogenic  substances  from  necrotic 
zones  in  the  lymphoid  tissue.  In  this  man 
there  was  an  additional  factor  capable  of 
causing  fever.  He  had  bronchitis  of  recent 
origin.  Ordinarily  such  a process  would  not 
cause  continued  fever.  But  in  two  different 
blood  cultures  a diplococcus  was  recovered, 
and  an  acute  upper  respiratory  infection  was 
the  cause  of  his  first  admission  8 weeks  be- 
fore death.  His  chronic  disease  had  so  de- 
pleted his  antibodies  that  bronchitis  once 
established  could  not  be  overcome.  The  in- 
fection persisted  and  at  intervals  micro- 
organisms entered  the  blood  stream.  The 
balance  betwen  host  resistance  and  bacterial 
virulence  was  a delicate  one,  however.  As 
soon  as  the  bacteria  were  removed  from  the 
body  they  could  not  survive;  they  died  in 
the  original  cultures  and  could  not  be  grown 
out  in  subcultures.  They  could  live  in  the 
body  of  the  host  but  not  under  artificial 
cultural  conditions.  So  we  had  in  this  man, 
in  addition  to  Hodgkin’s  disease,  a terminat- 
ing infection  with  septicemia  partially  re- 
sponsible for  fever. 


Tuberculosis  Abstracts 


Until  recently,  primary  carcinoma  of  the  lung  was 
regarded  as  a relatively  rare  type  of  cancer.  We 
are  now  recognizing  that  it  is  one  of  the  common- 
est forms  of  neoplasm.  It  has  been  discovered  that 
around  10  per  cent  of  all  cancers  originate  in  the 
lung,  that  this  organ  is  surpassed  only  by  the  stom- 
ach as  the  most  frequent  site  of  beginning  malig- 
nancy, and  that  approximately  15,000  Americans 
succumb  annually  to  carcinomata  that  arise  from 
lung  structures,  usually  in  the  bronchi.  Such  stark 
statistics  and  the  demonstrated  fact  that  cancer  of 
the  lung,  like  pulmonary  tuberculosis  can  be  found 
early  by  employment  of  readily  available  diagnostic 
facilities,  provide  all  physicians  with  food  for 
thought  as  they  evaluate  the  chest  complaints  pre- 
sented by  patients,  especially  men,  and  particularly 
those  past  40  years  of  age. 

CANCER  OF  THE  LUNG— A GROWING 
PROBLEM 

There  is  a masquerading  lung  disease  which  often 
gives  quarter  for  a short  time  before  the  fatal  issue 
and  whose  actions,  in  many  ways,  may  simulate 
those  of  tuberculosis. 

Both  diseases  are  unique  for  they  masquerade  as 
other  acute  or  chronic  conditions  of  the  lung.  In 
neither  are  symptoms  reliable  in  the  early  stages. 
Both  diseases  are  marked  by  a lack  of  early  reliable 
physical  signs.  Both  are  unique  since  in  the  early 
stages  a single  x-ray  film  will  usually  show  some 
abnormality.  Again,  they  ape  one  another  because 
in  spite  of  obscure  clinical  factors  the  diagnosis  can 
be  accurately  made  in  a high  percentage  of  cases. 
Lastly,  there  is  a similarity  between  tuberculosis 
and  this  masquerading  disease,  cancer  of  the  lung, 
as  successful  treatment  depends  to  such  a large  de- 
gree upon  early  discovery. 

However,  the  two  diseases  are  different  as  re- 
gards the  predominant  age  groups  affected.  Tuber- 
culosis concerns  principally  the  age  groups  between 
15  and  40,  whereas  lung  cancer  usually  affects  those 
between  the  ages  of  40  and  65.  The  diseases  are  to- 
tally different  in  respect  to  the  matter  of  time.  In 
tuberculosis,  time  plus  rest  is  often  a useful  ally  of 
the  patient  in  regaining  health.  In  cancer  of  the 
lung  the  element  of  time  is  always  an  enemy  of  the 
patient.  Prolonged  observation  and  rest  treatment 
never  improve  the  situation,  but  rob  the  patient  of 
his  only  chance  for  possible  cure. 

In  165  cases  of  lung  cancer  it  was  found  that 
they  first  consulted  a doctor  because  of  symptoms 
usually  associated  with  almost  any  chronic  chest 
condition.  A review  of  these  symptoms  suggests  it 
would  be  impossible  to  set  apart  any  group  of  com- 
plaints that  could  be  regarded  as  pathognomonic  of 
pulmonary  malignancy.  Nevertheless,  82  percent  of 
all  the  patients  reported  chronic  cough,  while  no  less 
than  92  per  cent  had  as  a first  symptom  some- 
thing that  called  for  attention  to  be  directed  to  the 
chest  when  first  the  physician  was  consulted.  Be- 
sides cough,  other  common  symptoms  included 
chest  pain,  chills  and  fever,  hemoptysis,  dyspnea, 
loss  of  weight  and  weakness. 

Reviewing  the  physical  signs  elicited  it  is  again 
impossible  to  outline  a specific  and  significant 
grouping  any  more  suggestive  of  cancer  than  of 
other  chronic  pulmonary  conditions.  Cases  exam- 


ined in  the  early  stages  often  presented  no  physical 
signs.  When  present,  the  signs  were  of  consider- 
able variety  and  frequently  misleading.  They  in- 
cluded evidence  of  congestion,  consolidation,  fluid,, 
localized  emphysema,  cavitation,  bronchial  obstruc- 
tion, mediastinal  shift  and  other  phenomena  vary- 
ing with  the  case,  thus  emphasizing  the  unreliability 
of  simple  physical  signs  in  the  differential  diagnosis 
of  this  condition. 

Of  the  165  cases,  104  (63  per  cent)  were  incor- 
rectly diagnosed  by  the  first  doctor  consulted.  In 
view  of  the  confused  picture  of  misleading  symp- 
toms and  physical  findings,  perhaps  this  majority 
in  favor  of  error  is  not  completely  surprising,  but 
the  sobering  thought  emerges  that  treatment  based 
upon  an  erroneous  diagnosis  was  maintained  for 
long  periods  of  time,  aimed  at  such  supposed  condi- 
tions as  tuberculosis,  40  cases;  unresolved  pneu- 
monia, 18  cases;  lung  abscess,  13  cases;  bronchitis, 
11  cases;  asthma,  5;  heart  disease,  4;  pleurisy,  4; 
metastatic  tumors,  2;  and  miscellaneous,  9 cases. 
Most  notable  fact  was  the  high  frequency  of  false 
diagnoses  of  tuberculosis. 

Unfortunately,  lung  cancer  was  not  unmasked 
in  far  too  many  cases  until  long  after  the  patient 
first  visited  a physician.  It  was  possible  in  125 
case  histories  to  determine  how  speedily  a verified 
diagnosis  was  reached.  Two  facts  stood  out  boldly. 
First,  36  per  cent  of  the  patients  placed  them- 
selves under  medical  supervision  at  onset  or  within 
one  month  of  the  onset  of  symptoms.  Second,  the 
average  patient  consulted  a doctor  within  three 
months  of  onset  but  did  not  receive  benefit  of  a 
chest  x-ray  for  an  additional  three  months.  The 
true  diagnosis  was  not  arrived  at  until  nine  months 
had  elapsed  from  the  time  when  the  first  doctor 
saw  the  patient. 

The  x-ray,  without  doubt,  is  by  far  the  most  valu- 
able aid  in  apprehending  pulmonary  disease,  but 
a distinction  is  necessary  between  its  ability  to  yield 
presumptive  and  absolute  evidence.  In  98  per  cent 
of  this  series  of  cases  the  initial  film  revealed 
trouble  was  present.  An  explanation  of  the  delay 
in  reaching  a final  diagnosis  may  be  found  in  the 
fact  that  in  the  majority  of  instances  the  primary 
pathological  process  failed  to  produce  upon  the  film 
or  the  fluoroscopic  screen  a shadow  of  itself.  Those 
abnormalities  that  did  appear  were  secondary  effects 
due  to  the  presence  of  the  neoplasm  and  were  of 
such  variability  as  to  be  susceptible  of  a wide 
range  of  interpretation. 

In  95  per  cent  of  the  cases  it  was  possible  to 
establish  an  unequivocal  diagnosis  during  life, 
bronchoscopy  being  the  leading  method  of  obtaining 
tissue,  and  having  been  employed  in  103  cases.  In 
39  other  cases  surgical  exploration  was  used.  Meta- 
stases  were  sectioned  in  a few  cases,  aspiration  was 
the  method  in  another  small  group,  while  the  re- 
maining 5 per  cent  were  diagnosed  only  after  post- 
mortem examination. 

For  a decade  surgery  has  been  available  in  the 
treatment  of  lung  cancer.  A creditable  showing 
has  been  made  during  this  pioneering  period.  For 
example,  2 out  of  every  5 cases  surgically  explored 
have  been  found  to  be  free  of  extension  of  the 

(Continued  on  page  396) 
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THE  PLATFORM  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

The  American  Medical  Association  advocates: 

1.  The  establishment  of  an  agency  of  federal 
government  under  which  shall  be  coordinated  and 
administered  all  medical  and  health  functions  of 
the  federal  government  exclusive  of  those  of  the 
Army  and  Navy. 

2.  The  allotment  of  such  funds  as  the  Congress 
may  make  available  to  any  state  in  actual  need 
for  the  prevention  of  disease,  the  promotion  of 
health  and  the  care  of  the  sick  on  proof  of  such 
need. 

3.  The  principle  that  the  care  of  the  public 
health  and  the  provision  of  medical  service  to  the 
sick  is  primarily  a local  responsibility. 

4.  The  development  of  a mechanism  for  meet- 
ing the  needs  of  expansion  of  preventive  medical 
services  with  local  determination  of  needs  and 
local  control  of  administration. 

5.  The  extension  of  medical  care  for  the  indi- 
gent and  the  medically  indigent  with  local  deter- 
mination of  needs  and  local  control  of  adminis- 
tration. 

6.  In  the  extension  of  medical  services  to  all 
the  people,  the  utmost  utilization  of  qualified 
medical  and  hospital  facilities  already  established. 

7.  The  continued  development  of  the  private 
practice  of  medicine,  subject  to  such  changes  as 
may  be  necessary  to  maintain  the  quality  of  medi- 
cal services  and  to  increase  their  availability. 

8.  Expansion  of  public  health  and  medical 
services  consistent  with  the  American  system  of 
democracy. 


CALL  FOR  PAPERS 

The  Annual  Assembly  of  the  Nebras- 
ka State  Medical  Association  will  be 
held  in  Omaha,  May  1,  2,  3,  4,  1944. 
The  scientific  program  is  now  being  or- 
ganized. If  you  wish  to  read  a paper, 
please  send  your  title  to  Dr.  R.  B. 
Adams,  416  Federal  Securities  Bldg., 
Lincoln,  Nebr. 


THE  OMAHA  MID-WEST  CLINICAL 
SOCIETY  ASSEMBLY 

The  registration  of  the  last  Assembly  held 
the  week  of  October  24,  1943  was  925;  thir- 
teen states  were  represented.  The  Assembly 
went  off  smoothly  as  usual  with  excellent 
program,  interesting  scientific  exhibits  and 
instructive  technical  displays.  The  Journal 
wishes  to  congratulate  the  officers  and  mem- 
bers of  this  Society  for  the  service  they  ren- 
der the  medical  profession  of  this  area  in 
maintaining  these  postgraduate  courses  of 
such  excellent  quality. 


1944  ANNUAL  SESSION  OF  THE  A.  M.  A. 

TO  BE  HELD  IN  CHICAGO  JUNE  12-16 

The  annual  session  of  the  American  Medi- 
cal Association  in  1944,  which  had  been 
scheduled  to  be  held  in  St.  Louis,  has  been 
changed  by  the  Board  of  Trustees  of  the 
Association  so  that  it  will  now  be  held  in 
Chicago,  June  12  to  16,  The  Journal  of  the 
Association  announces  in  its  November  6 is- 
sue. The  change,  according  to  the  announce- 
ment, was  necessary  because  of  information 
received  that  it  would  not  be  possible  for  St. 
Louis  to  provide  adequate  hotel  accommoda- 
tions. 

The  meetings  of  the  House  of  Delegates 
of  the  Association  will  be  held  at  the  Palmer 
House  and  the  Scientific  Exhibit  will  be  in- 
stalled in  that  hotel.  The  Technical  Ex- 
hibit will  be  housed  at  the  Stevens  Hotel. 

Scientific  exhibits  will  cover  all  phases  of 
medicine  and  the  medical  sciences  with  par- 
ticular emphasis  on  graduate  medical  in- 
struction for  the  physician  in  general  prac- 
tice. 
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Application  blanks  for  space  in  the  Scien- 
tific Exhibit  are  now  available  and  may  be 
obtained  by  communicating  with  the  Direc- 
tor, Scientific  Exhibit,  American  Medical  As- 
sociation, 535  North  Dearborn  Street,  Chi- 
cago (10),  Illinois. 


AMERICAN  MEDICAL  ASSOCIATION  COUNCIL 
ON  MEDICAL  SERVICE  AND 
PUBLIC  RELATIONS 

The  Council  has  authorized  the  publication  of  the 
following  statement. 

— J.  W.  Holloway,  Jr.,  Acting  Secretary. 

A STATEMENT  OF  GENERAL  POLICIES 

Pursuant  to  carrying  out  the  duties  imposed  on 
it  by  the  House  of  Delegates,  the  Council  has  adopt- 
ed the  following  general  policies: 

1.  The  Council  on  Medical  Service  and  Public  Re- 
lations recognizes  the  desirabilty  of  widespread  dis- 
tribution of  the  benefits  of  medical  science;  it  en- 
courages evolution  in  the  methods  of  administering 
medical  care,  subject  to  the  basic  principles  neces- 
sary to  the  maintenance  of  scientific  standards  and 
the  quality  of  the  service  rendered. 

It  is  not  in  the  public  interest  that  the  removal 
of  economic  barriers  to  medical  science  should  be 
utilized  as  a subterfuge  to  overturn  the  whole  order 
of  medical  practice.  Removal  of  economic  barriers 
should  be  an  object  in  itself. 

It  is  in  the  public  interest  that  the  standards  of 
medical  education  be  constantly  raised,  that  medi- 
cal research  be  constantly  increased  and  that  gradu- 
ate and  postgraduate  medical  education  be  ener- 
getically developed.  Curative  medicine,  preventive 
medicine,  public  health  medicine,  research  medicine, 
and  medical  education,  all  are  indispensable  factors 
in  promoting  the  health,  comfort  and  happiness  of 
the  nation. 

2.  The  Council  through  its  executive  committee 
and  secretary  shall  analyze  proposed  legislation  af- 
fecting medical  service.  Its  officers  are  instructed 
to  provide  advice  to  the  various  state  medical  or- 
ganizations as  well  as  to  legislative  commitees  con- 
cerning the  effects  of  the  proposed  legislation.  It 
shall  likewise  be  the  duty  of  its  officers  to  offer 
constructive  suggestions  to  bureaus  and  legislative 
committees  on  the  subject  of  medical  service. 

3.  The  Council  approves  the  principal  of  volun- 
tary hospital  insurance  programs  but  disapproves 
the  inclusion  of  medical  services  in  those  contracts 
for  the  reasons  adopted  by  the  House  of  Delegates 
at  the  1943  meeting. 

4.  The  Council  approves  voluntary  prepayment . 
medical  service  under  the  control  of  state*  ano 
county  medical  societies  in  accordance  with  the 
principles  adopted  by  the  House  of  Delegates  in 
1938.  The  medical  profession  has  always  been 
very  much  opposed  to  compulsory  health  insurance 
because  (1)  it  does  not  reach. the  unemployed  class, 
(2)  it  results  in  a bureaucratic  control  t<f.  jnedicir.e. 
and  interposes  a third  party  between  the ■ physician 
and  the  patient,  (3)  it  results  in  mass  medicine 
which  is  neither  art  nor  science,  (4)  it  is  inordinate- 


ly expensive,  and  (5)  regulations,  red  tape  and 
interference  render  good  medical  care  impossible. 
Propaganda  to  the  contrary  notwithstanding,  or- 
ganized medicine  in  general,  and  the  American 
Medical  Association  in  particular  have  never  op- 
posed group  medicine,  prepayment  of  non-prepay- 
ment, as  such.  The  American  Medical  Association 
and  the  medical  profession  as  a whole  have  opposed 
any  scheme  which  on  the  face  of  it  renders  good 
medical  care  impossible.  That  group  medicine  has 
not  been  opposed  as  such  is  evidenced  by  the  fact 
that  there  are  many  groups  operating  in  the  United 
States  which  have  the  approval  of  the  medical  pro- 
fession, and  members  of  these  groups  are  and  have 
been  officials  in  the  national  and  state  medical  or- 
ganizations. That  group  medicine  is  the  Utopia  for 
the  whole  population,  however,  is  not  probable.  It 
may  be  and  possibly  is  the  answer  for  certain  com- 
munities and  certain  industrial  groups  if  the  medical 
groups  are  so  organized  and  operated  as  to  deliver 
good  medical  care. 

5.  The  Council  believes  that  many  emergency 
measures  now  in  force  should  cease  following  the 
end  of  hostilities. 

6.  The  Council  believes  that  the  medical  pro- 
fession should  attempt  to  establish  the  most  cor- 
dial relationships  possible  with  allied  professions. 

7.  There  is  no  official  affiliation  between  the 
American  Medical  Association  and  the  National 
Physicians  Committee.  However,  since  it  is  the 
purpose  of  the  National  Physicians  Committee  to 
enlighten  the  public  concerning  contributions  which 
American  medicine  has  made  and  is  making  in  be- 
half of  the  individual  and  the  nation  as  a whole, 
it  is  the  opinion  of  the  Council  that  the  medical  pro- 
fession may  well  support  the  activities  of  the  Na- 
tional Physicians  Committee  and  other  organizations 
of  like  aims. 

8.  American  medicine  and  this  Council  owe  a re- 
sponsibility to  our  colleagues  who  are  making  per- 
sonal sacrifice  to  answer  the  call  of  the  armed 
forces.  Therefore,  the  Council  expresses  the  de- 
sire to  cooperate  with  the  medical  committee  on 
post-war  planning  in  order  to  assist  our  colleagues 
in  reestablishing  themselves  in  the  practice  of  medi- 
cine, and  in  the  preservation  of  the  American  sys- 
tem of  medicine. 


Reprinted  from  The  Journal  of  the  American 
Medical  Association,  Copyright,  1943,  by  American 
Medical  Association. 

THE  WAGNER-MURRAY-DINGELL  BILL 
A Statement  by  the  Council  on  Medical  Service  and 

Public  Relations,  American  Medical  Association 

The  legislation  introduced  in  the  United  States 
Senate,  June  3,  1943,  by  Senator  Wagner  and  Sena- 
toV  Murray^s  S.  1161  and  in  the  House  of  Repre- 
sentatives , by  Congressman  Dingell  as  H.  R.  2861 
proposes  radica'  amendments  to  the  Social  Security 
Act.  Others  have  characterized  it  as  “fantastic  in 
scope,  idealistic  in  objective  and  extremely  expensive 
in  its  economic  aspect.” 

The  Council  reserves  judgment  on  the  amendments 
proposed  that  are  not  directly  concerned  with  medi- 
cal care.  Concern  must  be  expressed,  however,  over 
the  effect  on  the  health  of  the  people  of  that  part 
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of  the  legislation  that  undertakes  to  create  a fed- 
erally controlled  system  of  compulsory  sickness  in- 
surance to  include  an  estimated  110,000,000  wage 
earners,  self-employed  persons  and  the  dependents 
of  both  classes.  Such  a system  would  be  created 
by  section  11,  which  proposes  to  amend  title  IX 
of  the  Social  Security  Act  to  provide  “Federal 
Medical,  Hospitalization,  and  Related  Benefits.” 

By  a revolutionary  process,  the  enactment  of  sec- 
tion 11  would  undermine  and  destroy  the  American 
system  of  medicine  that  has  developed  in  an  evolu- 
tionary, healthful  manner  over  the  entire  period 
of  the  history  of  medicine  in  the  United  States. 

American  medicine  has  developed  an  unexcelled 
■quality  of  medical  education.  The  enactment  of  sec- 
tion 11  would  break  down  our  system  of  medical 
-education.  It  would  remove  the  incentive  that 
stimulates  the  student  to  acquire  the  best  medical 
education  obtainable  by  offering  that  student  a regi- 
mented practice,  federally  supervised  and  controlled. 
This  result  the  sponsors  of  the  legislation  inferen- 
tially  apprehend  by  including  a provision  for  federal 
grants-in-aid  to  stimulate  medical  education. 

American  medicine  has  made  available  to  the  peo- 
ple an  unexcelled  quality  of  medical  care.  The  en- 
actment of  section  11  would  attenuate  the  quality 
of  medical  care  available  to  the  people  by  imposing 
on  physicians  conditions  of  practice  under  which 
.good  medical  care  could  not  possibly  be  rendered. 
Medical  practice  would  deteriorate  from  a highly 
personalized  professional  service  to  an  impersonal, 
regimented  service. 

American  medicine  has  produced  unexcelled  medi- 
cal research  by  individuals.  The  enactment  of  sec- 
tion 11  would  lessen  the  incentive  for  individual 
medical  research  by  making  it  impossible  for  the 
results  of  that  research  to  be  utilized  to  their  fullest 
extent.  This  result  the  sponsors  of  the  legisla- 
tion inferentially  apprehend  by  providing  for  fed- 
eral grants  to  nonprofit  institutions  and  agencies  to 
encourage  and  promote  research. 

American  medicine  has  been  responsible  for  a 
state  of  health  of  the  people  unexcelled  in  any 
other  country.  The  enactment  of  section  11  would 
result  in  a deterioration  of  the  health  of  the  people, 
for  if  medical  education  suffers,  if  the  quality  of 
medical  care  available  to  the  people  becomes  attenu- 
ated, if  the  incentive  to  individual  medical  research 
Is  removed,  the  resulting  harmful  effect  on  the 
health  of  the  people  will  be  inescapable. 

WHAT  DOES  SECTION  11  PROPOSE? 

Section  11  proposes  to  amend  title  IX  of  the  So- 
cial Security  Act  to  provide  general  medical,  spe- 
cial medical,  laboratory  and  hospitalization  bene- 
fits to  every  person  currently  insured  under  the 
act,  to  the  wives  and  children  of  such  persqns  and 
to  certain  other  groups  who  may  voluntacily  bripg 
themselves  within  the  coverage  of  the  act. 

To  provide  these  benefits,  .the  -Surgeon  General  of 
the  United  States  Public  .‘Health  Service  would  be 
authorized  to  make  all  necessary  arrangements.  He 
would,  in  effect,  become  the  autocrat  of-  American 
medicine.  Although  every  physician  legally,  quali'- 
fied  by  a state  may,  if  he  consents  to  regimentation, 
participate  in  this  compulsory  health  insurance 
scheme,  the  Surgeon  General  may  by  regulation  pre- 


scribe the  conditions  of  participation.  He  too  woulcf 
be  authorized  to  determine  what  compensation  the 
participating  physicians  may  receive  and  would 
have  the  final  say  as  to  the  manner  in  which  they 
will  be  compensated,  whether  on  the  basis  of  fees 
for  services  rendered,  on  a per  capita  basis,  on  a 
salary  basis  or  on  any  combination  or  modification 
of  these  bases.  He  would  be  authorized  to  limit  the 
number  of  insured  persons  a particular  physician 
may  treat.  He  would  be  authorized  to  determine 
what  constitutes  the  services  of  a specialist. 

Ostensibly  to  assist  the  Surgeon  General  there 
will  be  created  a National  Advisory  Medical  and 
Hospital  Council  to  be  appointed  by  the  Surgeon 
General,  of  which  he  will  himself  be  chairman.  This 
council  will  have  no  authority;  it  will  be  authorized 
only  to  “advise.”  While  an  insured  individual  may 
select,  normally,  from  the  list  of  participating  gen- 
eral practitioners  the  physician  to  treat  him,  he  win 
be  denied  that  privilege  if  the  physician’s  quota  of 
patients,  as  established  by  the  Surgeon  General,  is 
already  filled.  If  he  is  in  need  of  the  services  of  a 
specialist,  he  will  have  no  voice  in  the  selection 
of  that  specialist.  The  Surgeon  General  may  arbi- 
trarily assign  an  insured  person  to  a particular 
physician  if  such  person  does  not  make  his  own  se- 
lection. 

The  bill  provides  that  in  each  area  the  provision 
of  general  medical  benefit  for  all  insured  persons 
shall  be  a “collective  responsibility  of  all  qualified 
general  practitioners  in  the  area  who  have  under- 
taken to  furnish  such  benefit.”  The  significance 
of  this  provision  is  difficult  to  determine.  It  may 
signify  that  each  participating  physician  will  be  re- 
sponsible for  the  quality  of  medical  service  rendered 
by  every  other  participating  physician  in  that  par- 
ticular area. 

The  Surgeon  General  would  be  authorized  to  de- 
termine what  hospitals  may  participate  in  the 
scheme.  Hospital  benefits  will  range  from  $3  to 
$6  for  each  day  of  hospitalization,  not  in  excess  of 
thirty  days,  as  determined  by  the  Surgeon  General 
with  the  approval  of  the  Social  Security  Board. 
The  rates  will  range  from  $1.50  to  $4  for  each  day 
of  hospitalization  over  thirty  but  not  exceeding  nine- 
ty. If  the  insured  is  placed  in  an  institution  for 
the  care  of  the  “chronic  sick”  the  rate  will  range 
from  $1.50  to  $3  a day.  Instead  of  making  such 
payments  to  the  insured  individual,  the  Surgeon 
General,  subject  to  the  approval  of  the  Social  Se- 
curity Board,  may  make  contracts  with  participating 
hospitals  for  the  payment  of  the  reasonable  cost 
of  hospital  service  at  rates  neither  less  than  the 
minimum  nor  more  than  the  maximum  rates  speci- 
fied, such  payment  to  be  full  reimbursement  for  the 
cost  of  essential  hospital  services,  including  the  use 
of  ward  or  other  least  expensive  facilities  compati- 
ble with  the  proper  care  of  the  patient. 

Insured  persons  will  also  be  entitled  to  certain 
laborhloiy  and  other  benefits,  the  nature  and  ex- 
tent of  which  will  be  determined  by  the  Surgeon 
General  but.  which  wall  include  chemical,  bacterio- 
logic,  pathologic,  diagnostic  and  therapeutic  x-ray 
and  related  laboratory  services,  physical  therapy, 
special-  appliances  -prescribed  by  physicians,  and  eye 
glasses  prescribed  by  a physician  or  other  legally 
qualified  practitioner. 

(Continued  on  page  392) 
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Dear  Doctor: 

In  years  past  this  page  of  the  December  issue  has  been  utilized 
by  the  Editor  to  express  his  Christmas  greetings  to  the  readers  of 
The  Journal. 

The  chaos  and  tumult  and  destruction  now  going  on  in  a world 
torn  by  ideologies  and  wars  offer  only  diabolical  mockery  to  the  age- 
honored  Season’s  salute  . . . 

On  EgaIU  Peace,  Goad  Will  Jo  Men 

About  the  best  I can  do  is  to  call  your  attention  to  the  silver 
lining  of  this  global  epileptic  seizure.  For  there  is  a silver  lining. 
Progress  is  nurtured  in  pain  and  suffering.  It  is  justifiable  to  be- 
lieve that  the  present  physical  and  spiritual  sacrifices  of  the  human 
race  may  have  a sobering  effect  upon  man  in  pursuit  of  false  gods 
with  glittering  promises  of  a non-existing  millenium.  There  are  some 
few  in  our  land  who  in  their  refusal  to  reject  a palpable  tendency  to 
Statism  are  adopting  a “Right”  or  a “Left”  wing  preference,  un- 
consciously ignoring  the  heritage  of  Freedom  — a philosophy  fought 
for  and  acquired  by  their  forbears,  and  a way  of  life  which  they 
and  theirs  are  now  defending  “with  blood  and  toil  and  tears.”  For- 
tunately this  misguided  group  is  numerically  weaker  than  its  noise 
would  at  times  indicate. 

The  rank  and  file  of  Americans  are  not  easily  fooled.  Perhaps 
in  our  own  honesty  and  love  for  independence  we  had  taken  too  much 
for  granted.  We  failed  to  realize  that  freedom  is  not  free.  Our 
lessons  are  costly,  tragic  in  many  instances,  it  is  true.  But  if  by 
them  we  learn  to  preserve  our  liberty  and  create  a better  world 
for  ourselves  and  those  who  will  follow  us,  who  can  challenge  their 
worth  ? 

This  Season  therefore,  let  us  remain  thankful  for  what  little 
relief  from  struggle  and  suffering  that  appears  to  be  in  sight.  Let 
us  pray  that  next  year  victory  will  be  ours,  and  that  the  sacrifices  we 
have  made  shall  not  have  been  in  vain.  That  again  there  shall  be  . . . 

On  EclaIU  Peace,  Jo  Men  jof  Good  Will 

Yours  sincerely, 

HERMAN  M.  JAHR. 
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ANNOUNCEMENTS 

(Continued  from  page  390) 

TAXES  TO  PROVIDE  BENEFITS 

To  finance  the  provisions  of  this  bill,  each  in- 
cluded employer  will  be  taxed  annually  at  the  rate 
of  6 per  cent  of  his  payroll,  excluding  all  remuner- 
ation paid  to  an  employee  in  excess  of  $3,000  a year, 
and  each  insured  employee  will  be  taxed  6 per  cent 
annually  of  the  wages  received  up  to  $3,000.  Self- 
employed  persons  will  be  required  to  pay  7 per 
cent  of  the  market  value  of  their  services  annually 
up  to  $3,000.  State  and  political  subdivisions  and 
their  employees  will  be  taxed  at  the  rate  of  3.5 
per  cent  up  to  $3,000  if  such  governmental  units 
voluntarily,  by  compacts,  come  within  the  coverage 
of  the  Social  Security  Act. 

Of  this  total  tax  a certain  amount  will  be  credited 
to  a “Medical  Care  and  Hospitalization  Account,”  an 
amount  estimated  as  in  excess  of  $3,000,000,000  an- 
nually. 

GRANTS-IN-AID 

Section  12  of  the  bill,  as  previously  indicated,  pro- 
vides grants-in-aid  as  a stimulus  for  medical  educa- 
tion, research  and  for  the  prevention  of  disease  and 
disability,  in  apparent  recognition  that  the  enact- 
ment of  the  bill  will  require  such  a stimulus.  The 
Surgeon  General  of  the  Public  Health  Service  will 
determine  who  will  be  the  recipients  of  such  grants 
and  the  specific  amounts  that  will  be  granted.  He 
will  determine  too  whether  a particular  project  is 
worthy  of  stimulation. 

The  enactment  of  this  bill  will  destroy  the  private 
practice  of  medicine.  It  will  create  a political  sys- 
tem of  medicine  dictated  by  a federal  bureaucracy. 
It  will  lower  the  high  health  level  of  the  people 
of  the  United  States.  Its  enactment  should  be  vig- 
orously opposed. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 

1944  examinations  will  be  held  in  New  York  City, 
June,  with  December  15th,  1943  the  deadline  for  fil- 
ing applications;  Chicago,  October,  with  April  1st, 
1944  as  deadline  date. 

Note:  All  applications  received  after  January  1st, 
1944,  will  be  subject  to  the  increased  total  fee  of 
$75.00. 


EXAMINATIONS— AMERICAN  BOARD  OF 
OBSTETRICS  AND  GYNECOLOGY 

The  next  written  examination  and  review  of  case 
histories  (Part  I)  for  candidates  will  be  held  in 
various  cities  of  the  United  States  and  Canada  and 
by  special  arrangements  at  Army  and  Navy  Stations 
on  Saturday,  February  12,  1944  at  2:00  p.  m.  Can- 
didates who  successfully  complete  the  Part  I exam- 
ination proceed  automatically  to  the  Part  II  exam- 
ination held  later  in  the  year.  All  applications  for 
this  year’s  examinations  must  be  in  the  office  of 
the  Secretary  by  November  15,  1943. 

Arrangements  will  be  made  so  far  as  possible 
for  candidates  in  military  service  to  take  the  Part 
I examination  (written  paper  and  submission  of 
case  records)  at  their  places  of  duty,  the  written 
examination  to  be  proctored  by  the  Commanding  Of- 


ficer (medical)  or  by  a Medical  Officer  designated 
by  him.  Material  for  the  written  examination  will 
be  sent  to  the  proctor  several  weeks  in  advance  of 
the  examination  date.  Candidates  in  military  serv- 
ice who  wish  to  do  so  may  send  their  case  records 
in  advance  of  the  examination  date  to  the  office 
of  the  Secretary.  All  other  candidates  should  pre- 
sent their  case  records  to  the  examiner  at  the  time 
and  place  of  taking  the  written  examination. 

The  Office  of  the  Surgeon  General  (U.  S.  Army) 
has  issued  instructions  that  men  in  Service,  eligible 
for  Board  examinations,  be  encouraged  to  apply  and 
that  they  may  be  ordered  to  Detached  Duty  for  the 
purpose  of  taking  these  examinations  whenever  pos- 
sible. The  Office  of  the  Surgeon  General  of  the 
U.  S.  Navy  presumably  takes  a similar  attitude  on 
this  matter. 

The  place  of  the  Board’s  Part  II  examination  in 
May  or  June,  1944,  has  not  yet  been  decided,  but 
it  is  likely  to  be  held  in  that  city  nearest  to  the 
largest  group  of  candidates.  The  exact  time  and 
place  will  be  announced  later. 

If  a candidate  in  Service  finds  it  impossible  to 
proceed  with  the  examinations  of  the  Board,  so 
that  his  plans  are  thus  interrupted,  deferment  of 
parts  of  these  without  time  penalty  will  be  granted 
under  a waiver  of  our  published  regulations  cover- 
ing civilian  candidates. 

For  further  information  and  application  blanks, 
address  Dr.  Paul  Titus,  Secretary,  1015  Highland 
Building,  Pittsburgh  (6),  Pennsylvania. 


RAPID  TREATMENT  CENTER  OF  THE 
STATE  OF  NEBRASKA 

Under  the  supervision  of  the  State  Health 
Department,  financed  under  the  Lanham 
Act,  the  Federal  government  contributing 
$96,000.00  and  the  State  $20,000.00,  this 
hospital  was  opened  on  November  1,  in  the 
building  of  the  old  Salvation  Army  Home  on 
Seventeenth  and  Grace  Streets.  Dr.  Ralph 
O.  Ruch,  surgeon  of  the  U.  S.  Public  Health 
Service  Reserve,  is  Medical  Director.  The 
hospital  will  accommodate  80  patients  and 
will  be  limited  to  the  treatment  of  syphilis  in 
the  early  stages  and  gonorrhea.  There  is  no 
age  limit ; patients  from  this  state  may  enter 
voluntarily,  or  be  recommended  for  treat- 
ment by  their  doctors. 


Many  a child  is  scolded  for  dullness  when  he 
should  be  treated  for  undernourishment.  In  hun- 
dreds of  homes  a “continental”  breakfast  of  a roll 
and  coffee  is  the  rule.  If,  day  after  day,  a child 
breaks  the  night’s  fast  of  twelve  hours  on  this  scant 
fare,  small  wonder  that  he  is  listless,  nervous,  or 
stupid  at  school.  A happy  solution  to  the  problem  is 
Pablum.  Pablum  furnishes  protective  factors  espe- 
cially needed  by  the  school  child — especially  calcium, 
iron  and  the  vitamin  B complex. — Ad. 
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(From  Our  National  Bulletin) 

OUR  PRESIDENT 

Mrs.  Eben  J.  Carey  the  new  president  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  was  born  in  Everest, 
Kansas,  and  at  an  early  age  moved  to  Oma- 
ha, Nebraska.  She  was  educated  in  the  paro- 
chial and  public  schools  in  Omaha  and  later 
attended  the  University  of  Nebraska  at  Lin- 
coln. Before  her  marriage  and  immediately 
after,  she  was  laboratory  assistant  in  the 
Anatomy  Departments  of  Creighton  Univer- 
sity Medical  School,  Omaha,  and  Marquette 
University,  Milwaukee,  Wisconsin. 

EXCERPTS  FROM  OUR  PRESIDENT’S  ADDRESS 

As  we  enter  the  twenty-second  year  of  our  or- 
ganization we  must  think  back  over  the  years  that 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association  has  survived,  take  stock  of  what  we 
have  accomplished  and  look  forward  to  the  path 
that  lies  ahead.  Are  conditions  the  same  now  that 
they  were  in  1922  when  this  organization  became 
a reality?  Are  they  the  same  as  those  of  just  a 
year  ago  ? What  will  the  next  year  bring  ? 

The  changes  and  sacrifices  brought  about  in  our 
lives  and  homes  by  the  war  are  all  too  apparent  to 
us.  Our  lives  have  become  confused  by  the  many 
demands  upon  our  time  and  the  additional  responsi- 
bilities forced  upon  the  lives  of  our  husbands.  In 
becoming  the  life  mate  of  a Doctor  we  realized  fully 
that  our  lives  would  mean  sacrifice — but  a pleasant 
one  when  entered  into  cheerfully  and  willingly,  sac- 
rifice of  amusement  and  relaxation,  social  pleasures 
and  vacations.  Our  lives  have  many  compensations, 
we  as  Doctors’  wives  share  an  idealism  and  a stand- 
ard of  values  held  by  few  other  groups.  We  are 
governed  by  the  code  of  ethics  that  our  husband 
accepted  upon  graduation  from  medical  school. 

The  Health  Education  Program  within  our  County 
and  State  Auxiliaries  should  not  change  or  be  com- 
pletely replaced  with  War  Activities.  We  should 
continue  and  concentrate  our  efforts  on  being  in- 
formed regarding  health  problems  and  projects.  I 
would  strongly  recommend  that  each  organization 
concern  themselves  with  a Program  on  Social  Hy- 
giene Education,— --if  you  please,  Venereal  Diseases. 
Particularly  is  this  important  in  areas  of  our  mili- 
tary cantonements  and  in  large  industrial  centers. 
The  appalling  increase  in  these  diseases  and,  the 
constantly  lowering  age  limit  challenges  the  best 
we  have  to  give. 


Our  chairman  of  Legislation  recently  stated  “the 
Auxiliary  is  a great  reservoir  of  untapped  power 
and  could  be  effective  in  molding  public  sentiment.” 
Our  programs  are  directed  by  our  Advisory  Council 
and  they  have  asked,  that  we  educate  ourselves  in 
legislative  problems  that  appear  each  year  in  state 
legislatures  as  well  as  before  congress.  If  we  can 
quietly  and  effectively  enlighten  our  members  on 
proposed  legislation  on  health  through  study  clubs 
within  our  County  Auxiliaries  we  can  understand 
proposed  legislations  and  be  prepared  to  defend  the 
profession  that  is  so  dear  to  us. 

Doctors’  wives  received  their  commissions  when 
they  became  the  life  mates  of  a Doctor  of  Medicine. 
Our  service  is  rewarded  by  the  personal  satisfac- 
tion of  assisting  the  noblest  profession  on  this 
Earth,  the  practice  of  Medicine. 


PLEASE 

Many  Auxiliary  women  have  moved  from 
their  homes  to  be  near  their  husbands  who 
are  in  service.  If  there  are  any  members  of 
your  auxiliary  who  have  done  this,  will  you 
please  send  their  names  and  new  addresses 
to  Mrs.  Eben  J.  Carey,  6119  Wisconsin  Ave., 
Wauwatosa,  Wis.  By  this  means  they  can 
receive  the  Bulletin  and  keep  in  touch  with 
the  Auxiliary  and  its  work.  Also  local  aux- 
iliaries can  find  the  names  of  Auxiliary 
members  who  are  temporarily  in  their  vicin- 
ity and  show  them  courtesies. 


NEBRASKA  STATE  HEALTH 
DEPARTMENT 

WHAT  ARE  YOUR  PUBLIC  HEALTH  NEEDS? 

We  are  ready  to  serve  you  through  the  twelve 
divisions  of  the  State  Health  Department,  Lincoln, 
Nebraska,  in  cooperation  with  your  local  health 
personnel. 

SERVICES  TO  COMMUNITIES 

The  Department  services  are  available  to  physi- 
cians and  dentists  as  a direct  service  in  com- 
municable disease  control,  and  as  a coordinating 
agency  toward  a larger  use  of  local  facilities  for 
keeping  the  family  well. 

1.  Interpretation  of  the  various  activities  in  the 
Public  Health  Program  in  Nebraska  in  cooperation 
with  school,  home,  community,  professional  and  civic 
groups. 
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2.  Aid  with  communicable  disease  control,  espe- 
cially diseases  of  major  importance,  such  as,  venereal 
diseases,  tuberculosis,  upper  respiratory  infections; 
and  those  diseases  transmissible  by  vectors,  water 
and  sewage  from  human  to  human,  or  animal  to 
human;  epidemiological  investigations,  community 
organization  for  suppression,  and  immunization  pro- 
grams where  needed. 

3.  Interpretation  of  L.  B.  295  to  those  towns  and 
counties  interested  in  enlarging  Public  Health  pro- 
tection through  having  a Health  Unit.  Consultant 
service  in  the  development  of  the  Health  Unit  or- 
ganization with  a staff  including  a health  officer, 
a sanitarian  and  public  health  nurses.  A county  or 
counties  interested  would  be  those  having  less  than 
60,000  population. 

4.  Conferences  with  school  administrators  and 
teachers  on  the  development  of  a practical  health 
education  program  for  rural,  elementary  and  high 
schools. 

5.  Analysis  of  and  recommendations  for  im- 
proved sanitation  in  school  and  community:  Safe 

water;  safe  milk;  food  handlers;  sanitary  standards 
for  school  lunches,  etc. 

6.  Special  consultant  service  to  high  schools  on 
the  Physical  Fitness  Program. 

7.  Discussion  of  various  phases  of  Public  Health 
with  Parent-Teacher  and  other  civic  groups,  such 
as:  Sanitation,  venereal  disease,  tuberculosis,  dental 
program,  maternal  and  child  health,  Public  Health 
Education. 

8.  Visual  Education  Programs:  Public  Health 

films;  panels,  mounted  materials,  available  to  all 
community  groups,  and  professional  films  for  medi- 
cal and  nursing  groups. 

9.  Loan  exhibits  on  Public  Health  for  school  and 
community  groups. 

10.  Discussions  at  Teachers’  Institutes  on  the 
Healthful  Living  program,  with  demonstrations  of 
how  to  make  inspections:  Hearing,  vision,  etc. 

11.  One  Day  Institutes  for  Normal  Training 
groups  in  high  schools. 

12.  Consultant  service  on  the  school  lunch  and  on 
the  teaching  of  nutrition  in  school  and  community. 

13.  Aid  in  organizing  for  the  Dental  Health  pro- 
gram. 

14.  Help  with  the  organization  plans  for  immuni- 
zation programs  and  for  the  educational  program 
which  precedes  them. 

15.  Aid  in  organization  for  the  Tuberculin  Skin- 
Testing  program. 

16.  Laboratory  service  in  water  analysis,  and 
epidemiologic  consultation  service. 

17.  Consultant  service  in  the  study  of  physical, 
social  and  emotional  problems  of  individual  chil- 
dren, and  on  home  and  school  program  adjustment 
to  best  fit  their  health  needs. 

18.  Consultant  services  in  Public  Health  Educa- 
tion to  Teachers’  Colleges  and  Universities  in  co- 
operation with  the  faculty:  Workshops;  Institutes; 
Course  in  Methods  and  Materials. 

19.  Furnishing  mimeographed  and  printed  bul- 
letins, pamphlets,  fliers,  etc.,  to  answer  questions 
on  school,  home  and  community  health  problems. 

20.  Publications,  such  as,  “Better  Health”  and 
“Health  Almanac”  are  available  to  every  citizen. 

With  each  of  these  services  are  materials  for 
distribution  which  can  be  used  in  school  and  com- 
munity situations. 


HUMAN  INTEREST  TALES 

Communications  bearing  human  appeal  are  solicited. 
They  should  be  addressed  to  The  Editor,  Nebraska  State 
Medical  Journal,  220  Medical  Arts  Bldg.,  Omaha. 


Dr.  A.  Pedersen,  formerly  of  Sidney,  has  moved 
to  Blair. 

Dr.  B.  V.  Kenney,  formerly  of  Dodge,  has  moved 
to  Omaha. 

Dr.  B.  W.  Christie  of  Omaha  is  reported  ill  at 
the  Immanuel  hospital. 

The  sympathy  of  The  Journal  goes  to  Dr.  F.  J. 
Embick  of  Laurel,  on  the  recent  death  of  his  wife. 

Dr.  R.  D.  Bryson  of  Callaway  has  undergone  a 
cholecystectomy  at  the  Clarkson  hospital  in  Omaha. 

Dr.  R.  A.  Davies  of  Arlington  attended  a rail- 
way surgeons’  meeting  in  Chicago  early  in  Novem- 
ber. 

Dr.  L.  P.  Mittelstadt,  recently  discharged  from 
the  United  States  army  after  serving  18  months, 
has  located  in  Pender. 

Dr.  A.  E.  Mailliard  of  Osmond  was  elected  presi- 
dent of  the  Nebraska  Fraternal  Congress  at  the  last 
meeting  in  Omaha  the  end  of  October. 

Dr.  and  Mrs.  Herbert  Davis  of  Omaha  returned 
recently  from  a southern  trip  where  they  visited 
their  two  sons  who  are  now  serving  in  the  United 
States  army  air  corps. 

“Common  Foot  Disorders”  was  the  topic  of  an 
address  before  the  staff  of  the  Latter  Day  Saints 
hospital  in  Salt  Lake  City,  delivered  by  Dr.  W.  R. 
Hamsa  of  Omaha,  October  21. 

Dr.  L.  E.  Valentine  of  North  Platte  suffered  a 
fractured  ankle  and  some  chest  injuries  when  the 
plane  in  which  he  was  flying  from  Omaha  crashed 
near  Seneca.  Dr.  Valentine  was  returning  home 
from  the  Omaha  Mid- West  Clinical  Society  when 
the  accident  occurred. 
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ADAMS  COUNTY 
Anderson,  Martin  F.t  Hastings 
Coen,  Robert  A.,  Ingleside 
Foote,  Conovan  B.,  Hastings 
Harrington,  A.  E.,  Hastings 
Kingsley,  D.  W.,  Hastings 
Nielsen,  Juul,  Ingleside 
Shaw,  W.  L,  Hastings 
Uridil,  C.  F.,  Hastings 
BOONE  COUNTY 

Higgins,  J.  P.,  Albion 
BOX  BUTTE  COUNTY 
Kennedy.  J.  F„  Alliance 
Kuncl,  Joseph,  Alliance 
Sorensen,  C.  N.,  Alliance 
BROWN  COUNTY 

Prescott,  Kenneth  E.,  Long  Pine 
BUFFALO  COUNTY 

Dickinson,  L.  E.,  Ravenna 
Hayes,  C.  B.,  Kearney 
BURT  COUNTY 

Lukens,  Isaiah,  Tekamah 
BUTLER  COUNTY 

Burdick,  D.  E.,  David  City 
CASS  COUNTY 

Anderson,  R.  R.,  Nehawka 
Eaton,  Wilbur  S.,  Plattsmouth 
Kunkel,  L.  N.,  Weeping  Water 
Formanak,  C.  J.,  Murdock 
Worthman,  H.  W.,  Louisville 
CHEYENNE  COUNTY 
Bitner,  C.  U.,  Sidney 
Bush,  Stuart  K. 

CLAY  COUNTY 

Richter,  Donald  A.,  Sutton 
COLFAX  COUNTY 

Myers,  H.  D.,  Schuyler 
Tepley,  Gene  L.,  Howells 
CUMING  COUNTY 

Collins,  Leigh  Geo.,  West  Point 
Krause,  Richard  A.  West  Point 
Robbins,  H.  M.,  West  Point 
Thompson,  L.  L.,  West  Point 
DAWES  COUNTY 

De  Flon,  Eric  G.,  Chadron 
McElligott,  E.  W.,  Chadron 
Sinclair,  R.  D.,  Chadron 
DAWSON  COUNTY 

Norall,  V.  D.,  Lexington 
Olsson,  Paul  Bryant,  Lexington 
DEUEL  COUNTY 

Smith,  N.  R.,  Big  Springs 

DIXON  COUNTY 

Coe,  C.  Max,  Wakefield 

DODGE  COUNTY 

Merrick,  A.  J.,  Fremont 
Morrow,  H.  H.,  Fremont 
Sobota,  J.  E.,  North  Bend 

DOUGLAS  COUNTY 

Holden,  W.  J.,  Elkhorn 

OMAHA 

Alliband,  Geo.  T. 

Arnsten,  L L. 

Avery,  Hiram  Henry 
Bantin,  C.  F. 

Barber,  Herbert  Gordon 
Barr,  Joseph  Harold 
Best,  R.  Russell 
Bowers,  Warren  F. 

Brazer,  John  C. 

Burns,  B.  C. 

Carp,  Oscar,  Int. 

Cash,  Paul  T. 

Cochran,  Robt.  M.,  Int. 

Cohen.  Louis  Allen 
Comine,  Jos.  J. 

Crawford,  Wm.  Henry 
Crynes,  S.  F. 

Curti,  Ralph  Elmer 
Day,  Robt.  Jerome,  Int. 

Deakin,  Thos.  Wm. 

De  Long,  Henry  Livesey 
Dolce,  Daniel  D.,  Int. 

Donelan,  James  P. 

Dornberger,  G.  R 
Dowell,  D.  A. 

Downing,  John  Edwin 
Dworak,  Henry  L. 

Everitt,  Neill  J. 

Faier,  Samuel  Z. 

Fellman,  Abe  C. 


Finegan,  Jas.  F. 

Fogarty,  Chas.  James 
Freymann,  J.  J. 

Gatewood,  John  W. 

Green,  M.  C. 

Greenberg,  Maynard 
Greene,  Arthur  M. 

Gross,  Jos.  J. 

Green,  Chas.  Joseph 
Haffke,  Oscar  William 
Hansen,  Clifford  H. 

Harms,  H.  H.,  Int. 

Hardy,  C.  C. 

Hartford,  Thos.  J. 

Hayes,  Jack  Murray 
Hennegan,  Geo.  F. 

Henrich,  Leo  Chas. 

Heywood,  Leo  T. 

Hirschman,  J.  H.,  Int. 

Hoekstra,  Clarence  S.,  Int. 

Holden,  Walter  J. 

Horwich,  Joe  Maurice 
Hubenka,  A.  H. 

Hungerford,  Wm.  E. 

Iwersen,  Frank  J. 

Jensen,  Werner  P. 

Jonas,  A.  F. 

Kelley,  J.  Whitney 
Kelley,  Wm.  E. 

Kiltz,  Richard  Clyde 
Klabenes,  Frank  J. 

Knauff,  Harry  A.,  Int. 

Korth,  Zeno  N. 

Koutsky,  Jas.  John,  Int. 

Krieg,  Jacob  J.,  Int. 

Le  Mar,  J.  D. 

Levine,  Victor  E. 

Lewis,  Raymond  G. 

Lierman,  C.  E.,  Int. 

Longo,  Jos.  A. 

Mackenbrock,  F.  C. 

Mangiameli,  Carl  L. 

Mangimelli,  Sami.  T. 

Martin,  Paul  J. 

McLaughlin,  Chas.  W. 

Millett,  Clinton  C. 

Moran,  C.  S. 

Mooter,  Chas.  J.,  Int. 

Morrow,  Paul 
Muldoon,  John  H. 

Murphy,  Albert  V. 

Nelson,  Floyd 
Nemec,  Edward  Chas. 

Neurnberger,  Robt.  E. 

O’Brien,  Donald  J. 

Owen,  D.  R. 

Patton,  John  Erwin 
Peterson,  Wendell  Case 
Plechas,  Nicholas  Peter 
Popelar,  M.  V. 

Penry,  Richard  E.,  Int. 
Rasgorshek,  R.  H. 

Read,  Paul 
Redgwick,  J.  P. 

Reiner,  Walter  M.,  Int. 

Rose,  Forrest  I. 

Schaefers,  Richard  Henry 
Senter,  Vance  E.,  Int. 

Shamberg.  Alfred  H.,  Int. 

Staubitz,  H.  F. 

Steinberg,  M.  M. 

Stokes,  Harry  B.  Killed  in  action. 
Strand,  Clarence  Johnson 
Tamisiea,  John  A. 

Thompson,  C.  Edward 
Tompkins,  Chas. 

Townley,  Robt.  Hadley 
Vroman,  Donald  Clay 
Waters,  C.  H.,  Jr. 

Weinberg.  J.  A. 

Wendland,  John  P. 

Wilson,  Donald  J. 

Wright,  W.  D. 

Wyrens,  Raymond  J. 

Young.  Geo.  Alex..  Jr. 

FILLMORE  COUNTY 
Huber,  Paul  J..  Exeter 
Tucker,  John  G.,  Milligan 

FRANKLIN  COUNTY 

Rosenberg,  Davis  Sam.  Franklin 
Williams,  Martin  P.,  Franklin 

FURNAS  COUNTY 

James,  Louis  D.,  Oxford 
GAGE  COUNTY 

Brown,  R,  Beatrice 
Bryant,  A.  R 


Elias,  Houghton  F.,  Beatrice 
McCleary,  D.  P,  Beatrice 
Rathuuin,  S.  M.,  Beatrice 
Rush,  Weaver  A.,  Beatrice 
Smartwood,  F.  M.,  Adams 
Waddell,  Wm.  Wayne 
GARFIELD  COUNTY 
Cram,  Roy  S.,  Burwell 
GREELEY  COUNTY 
Kafka,  A J.,  Scotia 
HALL  COUNTY 

McDermott.  K.  F.,  Grand  Island 
McGrath,  W.  M.,  Grand  Island 
Rich,  Edward  W.  L.,  Grand  Island 
Royer,  Howard,  Grand  Island 
Ryder,  F*rank  D.,  Grand  Island 
Watson,  Donald  P.,  Grand  Island 
HITCHCOCK  COUNTY 

Brown,  Kenneth  W.,  Stratton 
HOOKER  COUNTY 

Buhl,  Clayton  Edwin,  Mullen 
HOWARD  COUNTY 

Hynes,  W.  F.,  Washington,  D.  C. 
Wengert,  D.  B.,  St.  Paul 
JEFFERSON  COUNTY 

Ainley,  Geo.  W.,  Fairbury 
Lynch,  Geo.  M.,  Fairbury 
Shupe,  Lester  L.,  Fairbury 
JOHNSON  COUNTY 

Prachar,  Gordon,  Tecumseh 
KEARNEY  COUNTY 
Sutton,  Bruce,  Minden 

KIMBALL  COUNTY 

Lipp,  Frank  E.,  Kimball 

KEITH  COUNTY 

Yandiner,  H.  A.  Ogallala 

KNOX  COUNTY 

Green,  Carl  Raymond,  Niobrara 

LANCASTER  COUNTY 
LINCOLN 
Arnold,  C.  H. 

Anderson,  Jas.  B. 

Bartholomew,  P.  H. 

Baskin,  Abraham  H. 

Calhoun,  O.  V. 

Campbell,  W.  Allen 
Crook,  Glen  Delroy 
Elliott,  Clarence 
Fechner,  A.  H. 

Ferciot,  C.  F. 

Frazier,  M.  D. 

Garlinghouse,  Richard 
Gibson,  L.  V. 

Gray,  Richard 
Haentzschel,  L.  E. 

Harvey,  Glen  W. 

Heidrich,  John  Paul 
Hobbs,  E.  T. 

Johnson,  R.  W. 

Lotman,  Harry  Alfred 
Loudon,  J.  R. 

Marx,  Paul  Donald 
Merideth,  John  A. 

Miller,  N.  R. 

Morton,  H.  B. 

Munger,  Horace 
Neely,  J.  Marshall 
Palmer,  R.  B. 

Peterson,  J.  C. 

Podlesak,  J.  J. 

Rembolt,  R.  R. 

Reynolds,  Verne  J. 

Rider,  E.  E. 

Royal,  Paul 
Sharrar,  Lynn  E. 

Snipes,  James  J. 

Stein,  Robt.  J. 

Still,  Richard  M. 

Taborsky,  A.  F. 

Teal,  Frederick  F. 

Underwood.  G.  R. 

Whitham,  R.  H. 

William,  Russell  I. 

Wood,  M.  A. 

Zinneman,  H.  H. 

LINCOLN  COUNTY 

Dent,  T.  E.,  North  Platte 
Hirschfeld,  Beryl,  North  Platte 
Hudgel,  L.  E.,  North  Platte 
Long,  Fred  P.,  North  Platte 
Millhouse,  John  H.,  North  Platte 
Redfield,  J.  J.,  North  Platte 
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Schneider,  Albert  L.,  Brady 
Shaughnessy,  E.  P.,  North  Platte 
Waltemath,  Glenn,  North  Platte 

MADISON  COUNTY 
Brauer,  S.  H.,  Norfolk 
Ingham,  Chas.  G.,  Norfolk 
Salter,  Geo.  B.,  Norfolk 
Sandritter,  Gilbert  Lee,  Norfolk 
Schwedhelm,  A.  J.,  Norfolk 

MORRILL  COUNTY 

Pugsley,  Geo.  W.,  Jr.,  Bayard 

OTOE  COUNTY 

Campbell,  G.  C.,  Nebraska  City 
Ewing,  Ben.  E.,  Nebraska  City 
Kenner,  W.  C.,  Nebraska  City 

PAWNEE  COUNTY 

Harmon,  Leo  D.,  Pawnee  City 

PHELPS  COUNTY 

Foley,  Thos.  H.,  Holdrege 
Matson,  Roy  M.,  Holdrege 


Reeder,  R.  C.,  Holdrege 
Shreck,  H.  W.,  Holdrege 

PLATTE  COUNTY 

Anderson,  Ronald  C.,  Columbus 
Koebbe,  E.  E.,  Columbus 
O’Donnell,  Reynolds  J.,  Columbus 

POLK  COUNTY 

Brillhart,  Everett  G.  Shelby 

RED  WILLOW  COUNTY 

Morgan,  Donald  H.,  McCook 

RICHARDSON  COUNTY 

Bozarth,  Elton  P.,  Humboldt 
Ketter,  W.  D„  Falls  City 
Lennemann,  Ernest,  Falls  City 

SALINE  COUNTY 
Mack,  M.  A.,  Crete 
Travnicek,  F.  G.,  Wilber 

SAUNDERS  COUNTY 

Hervert,  Wm.  Jas.,  Valparaiso 
Rogers,  E.  A.,  Wahoo 


SCOTTS  BLUFF  COUNTY 
Alderson,  Donald  M.,  Gerlng 
Black,  Eugene  W.,  Gering 
Campbell,  Louis  S.,  Scottsbluff 
Gentry,  Willard  M.,  Gering 
Hanna,  Joe  T.,  Scottsbluff 
Rosenau,  John  A.,  Scottsbluff 
SEWARD  COUNTY 

Clarke.  Harry  D.,  Seward 
SHERIDAN  COUNTY 

Sullivan,  Paul  J.,  Rushville 
Wolf,  Wm.  Kenneth,  Hay  Springs 
THURSTON  COUNTY 

Balg,  Joseph,  Winnebago 
Bradley,  J.  D„  Pender 
VALLEY  COUNTY 

Kruml,  Jos.  Geo.,  Ord 
Round,  John  N..  Ord 
YORK  COUNTY 

Kilgore,  Robert  N.,  York 
Kilgore,  W.  S..  York 
Karrer,  R.  E„  York 


OUR  MEMBERS  IN  THE  ARMED  FORCES 

The  Journal  is  desirious  of  supplying  the  latest  informa- 
tion about  the  members  of  the  Nebraska  State  Medical  Asso- 
ciation in  the  Armed  Forces.  Data  will  be  brought  up  to 
date  as  information  is  received.  Readers  are  urged  to  co- 
operate in  this  effort.  Drop  a postcard  to  the  Editor,  220 
Medical  Arts  Building,  Omaha. 


Dr.  V.  A.  Hermann  of  McCook  is  a captain  in  the 
Medical  Corps  of  the  U.  S.  Army  on  duty  at  Cor- 
vallis, Ore. 

Capt.  Robert  Donley  of  Blair  is  stationed  in  Eng- 
land. 

Capt.  Donald  R.  Owen  of  Omaha  is  with  the  U.  S. 
Army  medical  corps  stationed  in  Algiers. 

Capt.  August  Jonas  of  Omaha  is  in  Australia. 

Dr.  H.  V.  Munger  of  Lincoln  was  recently  promot- 
ed to  the  rank  of  major  in  the  medical  corps  of 
the  U.  S.  Army. 

Dr.  Donald  Burdick  of  David  City  has  been  com- 
missioned in  the  medical  corps  of  the  U.  S.  Naval 
Reserve. 

Lt.  (sg)  Norton  L.  Francis,  son  of  Dr.  H.  W. 
Francis  of  Bancroft,  is  on  duty  with  the  fleet  in 
the  Pacific. 

Dr.  Walter  J.  Holden  of  Omaha  has  been  pro- 
moted to  the  rank  of  captain  and  is  now  serving 
somewhere  in  England. 

Capt.  C.  H.  Waters,  Jr.,  of  Omaha  is  now  in  Eng- 
land. 


TUBERCULOSIS  ABSTRACTS 

(Continued  from  page  387) 

cancer  extrapulmonarily.  The  percentage  of  the 
entire  group  of  verified  cases  for  whom  there  was 
some  hope  of  cure  was  20  per  cent.  This  seems 
an  encouraging  ratio  when  we  recall  that  prior 
to  1933  there  was  no  reason  to  regard  the  condi- 
tion as  anything  but  incurable.  As  a reward  for 
our  efforts,  20  patients,  or  13  per  cent,  remain  as 
the  net  salvage  from  the  entire  series  of  156  verified 
cases  of  primary  lung  cancer,  out  of  32  individuals 
selected  for  an  attempt  at  curative  resection.  These 
20  patients  are  all  reasonably  well  and  devoid  of  evi- 
dence of  metastatic  disease,  while  five  of  them  can 
be  referred  to  as  “cures”  insofar  as  they  have  now 
passed  the  five-year  mark. 

In  considering  practical  steps  toward  bringing 
cases  of  lung  cancer  to  light  during  their  curable 


stage  we  can  learn  valuable  lessons  from  the  record 
on  tuberculosis  case  finding.  Physicians  have  been 
taught  that  if  tuberculosis  is  to  be  discovered  dur- 
ing its  minimal  stage  it  is  necessary  not  to  search 
for  absent  or  insignificant  symptoms  and  physical 
signs  but  to  go  immediately  to  the  x-ray.  The 
same  can  be  said  for  the  apprehension  of-  early 
lung  cancer. 

How  may  the  first  doctor  consulted  set  in  mo- 
tion this  mechanism  of  early  discovery?  He  may 
save  valuable  time  for  his  patient  if  he  remembers: 

1.  That  cancer  of  the  lung  is  now  one  of  the 
most  important  diseases  of  the  chest  in  patients 
within  the  age  period  from  40  to  65  years,  particu- 
larly in  males. 

2.  That  many  patients  do  seek  help  at  a time 
when  the  lesion  is  still  confined  to  the  lung. 

3.  That  symptoms  and  signs  are  either  lacking 
or  misleading  in  the  early  stages. 

4.  That  the  earliest  lesions  will  in  almost  every 
case  produce  some  telltale  shadow  on  the  x-ray 
film,  and, 

5.  Finally,  that  there  are  two  months  available 
for  clinching  the  diagnosis: 

First,  that  the  majority  of  lesions  are  visible 
bronchoscopically  and  accessible  for  biopsy,  and 
second,  that  when  the  suspicion  cannot  be  verified 
in  this  way,  it  is  possible  to  explore  the  chest  safely 
by  surgical  means,  settle  the  diagnosis  and  carry 
out  curative  treatment  if  necessary. 

— A Common  Masquerading  Lung  Disease,  Rich- 
ard H.  Overholt,  M.  D.,  Diseases  of  the  Chest,  May- 
June,  1943. 


Cigaret  Smoke  and  Propylene  Glycol 
“The  vaporization  of  propylene  or  any  other  glycol 
in  a burning  cigaret  would  have  no  effect  on  bac- 
teria in  the  respiratory  tract  for  the  reason  that 
propylene  glycol  is  not  bactericidal  in  dilutions  of 
less  than  approximately  50  per  cent,”  The  Journal 
of  the  American  Medical  Association  for  October  30 
says  in  answer  to  a query.  Propylene,  now  used  to 
keep  tobacco  moist  in  many  cigarets,  has  been 
shown  to  be  of  value  in  keeping  down  the  bacterial 
count  of  air.  “The  reason  propylene  glycol  vapor 
is  bactericidal  in  such  minute  concentrations  in  the 
air,”  The  Journal  explains,  “is  that  the  molecules  of 
the  glycol  striking  the  small  bacteria-containing 
droplet  quickly  build  up  a concentration  of  glycol 
within  the  droplet  of  50  to  80  per  cent  . . .” 
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BACKGROUND 


Three  Decades  of  Clinical  Experience 


THE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in 
this  system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of 
authoritative  clinical  experience  as  Dextri-Maltose. 
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DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 

DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  nhysician 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  |abies.  Jr-,,  , IX 


THESE  PRODUCTS  ARE  HYPO  ALLERGENIC 


EXTRI-MALTOS 
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authorized  persons.  Mead  Johnson  & Company.  Evansville.  Ind.,  U.  S.  A.  
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• Navy  training  helps  to  build  strong, 
healthy  bodies. 

First  in  command  of  establishing 
health  habits  in  civilian  life  is  the 
family  physician.  When  the  daily  rou- 
tine for  regular  bowel  habits  is  disturbed, 
the  physician’s  recommendation  of 
Petrogalar*  frequently  facilitates  a re- 
turn to  normal. 

Petrogalar  helps  soften  the  stool  and 
renders  it  mobile  for  comfortable  bowel 
movement.  Consider  Petrogalar  for  the 
treatment  of  constipation. 


hrow  out 
your  chest l 


FOR  THE  TREATMENT  OF  CONSTIPATION 

Petrogalar 


*Reg.  U.  S.  Pat . Off.  Petrogalar  is  an  aqueous  suspension  of  pure 
mineral  oil  each  100  cc.  of  which  contains  65  cc.  pure  mineral  oil 
suspended  in  an  aqueous  jelly  containing  agar  and  acacia. 


Petrogalar  Laboratories,  Inc.  • 8134  McCormick  Boulevard  • Chicago,  Illinois 
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CAPSULES  { Soft  Filled} 

V itamin  UB  Compl  ex 

DONLEY-STAHL  CO. 

IMPROVED  FORMULA 
REDUCED  PRICES 


Vitamin  B, 1.5  Mgs, 

Vitamin  B,  (G) 1,000  Gammas 

Niacin 10  Mgs. 

Vitamin  B 130  Gammas 

Calcium  Pantothenate 500  Gammas 


Plus  All  Other  Components  Natural  to  Liver — Yeast  and  Malt 

STANDARDIZED  for  VITAMIN  CONTENT 

Note:  Prices  to  Physicians  and  Druggists 

100’s,  Each $ 2.00 

1,000’s,  Each 14.50 

Prescribe  Vitamin  “B”  Capsules  (Soft) 

Donley-Stahl  Co. 

Your  Druggist  Can  Obtain  Them  Why  Should  Your  Patient  Pay  More 

Other  Vitamin  Formulas  and  Prices  Will  Appear  in  Next 
Issue  of  This  Journal 

Donley -Stalil  Co. 

The  Physicians  Supply  House 

1331  “N”  Street  Lincoln,  Nebr. 


You  can  enhance  the  value  of  your  own  Journal  by  patronizing  its  advertisers 


can  't  April  MEAD’S 

OLEUM  PERCOMORPHUM 


Even  if  the  bottle  of  Mead’s  Oleum  Percomorphum  is  accidentally  tipped  over,  there  is  no  loss 
of  precious  oil  nor  damage  to  clothing  and  furnishings.  The  unique  Mead’s  Vacap-Dropper* 
is  a tight  seal  which  remains  attached  to  the  bottle,  even  while  the  antiricketic  is  being 
measured  out.  Mead’s  Vacap-Dropper  offers  these  extra  advantages  also,  at  no  increase  in  price: 


Unbreakable 

Mead’s  Vacap-Dropper  will  not  break 
even  when  bottle  is  tipped  over  or 
dropped.  No  glass  dropper  to  become 
rough  or  serrated. 

No  “messiness” 

Mead’s  Vacap-Dropper  protects 
against  dust  and  rancidity.  (Rancidity 
reduces  vitamin  potency.)  Surface  of 
oil  need  never  be  exposed  to  light 
and  dust.  This  dropper  cannot  roll 
about  and  collect  bacteria. 


Accurate 

This  unique  device,  after  the  patient 
becomes  accustomed  to  using  it, 
delivers  drops  of  uniform  size. 

No  deterioration 

Made  of  bakelite,  Mead’s  Vacap- 
Dropper  is  impervious  to  oil.  No 
chance  of  oil  rising  into  rubber  bulb, 
as  with  ordinary  droppers,  and  deter- 
iorating both  oil  and  rubber.  No 
glass  or  bulb  to  become  separated 
while  in  use. 


♦ Supplied  only  on  the  50  c.c.  size,  the  10  c.c.  size  is  still  supplied  with  the  ordinary  type  of  dropper. 


MEAD’S  OLEUM  PERCOMORPHUM 


More  Economical  Now  Than  Ever 


MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  INDIANA,  U.  S.  A. 


EXIGENCY  OF  WAR 
Oleum  Percomorphum 
50%  is  now  known  as 
Oleum  Percomorphum 
With  Viosterol.  The  po- 
t e n c y remains  the 
same;  namely,  60,000 
vitamin  A units  and 
8,500  vitamin  D units 
per  gram.  It  consists 
of  the  liver  oils  of  per- 
comorph  fishes,  viost- 
erol, and  fish  liver  oils, 
a source  of  vitamins  A 
and  D in  which  not  less 
than  50%  of  the  vita- 
min content  is  derived 
from  the  liver  oils  of 
percomorph  fishes 
(principally  X i p h i a s 
gladius,  Pneumatoph- 
o r u s diego,  Thunnus 
thynnus,  Stereolepis  gi- 
gas,  and  closely  al- 
lied species). 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


'HE  use  of  cow’s  milk,  water  and  carbohydrate  mixtures  represents  the 
one  system  of  infant  feeding  that  consistently,  for  three  decades,  has 
received  universal  pediatric  recognition.  No  carbohydrate  employed  in 
this  system  of  infant  feeding  enjoys  so  rich  and  enduring  a background  of  - 'gf  PHY  Si 
authoritative  clinical  experience  as  Dextri-Maltose. 
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DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician 
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MERRY  Christmas  ? 


You  are  a healer,  a saver  of  life  . . . 

Yet,  this  Christmas  you  see  a world  intent  on 
maiming,  on  killing. 

You  wish  you  were  out  where  the  wounded 
and  dying  are,  doing  everything  in  your 
power  for  them  . . . 

But,  circumstance  holds  you  and  commands, 
“Stay,  do  your  work  here — where  the  need 
for  it  is  greater  than  ever  before!  ” 

Because  today  twice  as  many  people  are  de- 
pendent upon  your  skill,  no  hour  of  day  or 
night  is  completely  and  certainly  your  own... 

Not  even  at  Christmas. 

So,  to  wish  you  a merry  Christmas  at  this 
time  would  be  to  wish  you  the  impossible. 

However,  the  House  of  Wyeth — dedicated, 
too,  to  the  relief  of  suffering — does  wish  that 


on  Christmas  Day  you  find  a moment  to 
yourself . . . 

To  hope,  to  believe,  that  this  time  the  maim- 
ing and  killing  of  war  are  being  endured  for 
the  last  time  . . . 

To  be  thankful  for  the  wonderful  healers  and 
healing  techniques  that  are  coming  out  of  the 
war  to  serve  the  peace  . . . 

To  take  pride  in  the  glorious  achievements  of 
your  professional  brothers  in  uniform  . . . 

And  to  feel  that  your  own  service,  wearying 
and  unheroic  though  it  be,  is  appreciated — 
and  in  the  finest  traditions  of  the  selflessness 
of  the  medical  profession. 
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your  lesson.  Why 
don't  you  listen  to  me 
when  I tell  you  how 
to  work  the  prob- 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent.  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


